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ABORTION:  PART  II 


THURSDAY,  APRIL  25,   1974 

U.S.  Senate, 
Subcommittee  on  Constitutional  Amendments 

OF  the  Committee  on  the  Judiciary, 

Washington^  D.G. 

The  subcommittee  met,  pursuant  to  recess,  at  10 :15  a.m.,  in  Room 
2221,  Dirksen  Senate  Office  Building,  Senator  Birch  Bayh  [chairman 
of  the  subcommittee]  presiding. 

Present:  Senator  Bayh  [presiding]. 

Also  present:  J.  William  Heckman,  Jr.,  chief  counsel;  and  Abby 
Brezina,  chief  clerk. 

Senator  Bayh.  We  will  reconvene  our  hearings,  this  morning. 

Our  first  witness  is  Dr.  Christopher  Tietze,  senior  consultant  for 
the  Population  Council,  New  York  City. 

Dr.  Tietze,  we  appreciate  your  being  with  us  this  morning. 

STATEMENT  OF  DR.  CHRISTOPHER  TIETZE,  SENIOR  CONSULTANT, 
THE  POPULATION  COUNCIL,  NEW  YORK,  N.Y. 

Dr.  Tietze.  My  name  is  Christopher  Tietze,  I  am  a  resident  of  the 
State  and  city  of  New  York,  a  physician  and  demographer  by  pro- 
fession, and  currently  employed  by  the  Population  Council  as  a  sen- 
ior consultant. 

Over  the  past  35  years,  I  have  been  the  author  or  coauthor  of  about 
185  articles  published  in  medical  and  scientific  journals,  concerned 
for  the  most  part  with  human  reproduction  and  its  regulation,  in- 
cluding 45  papers  on  abortion.  Recently,  I  was  personally  responsible 
for  the  most  comprehensive  evaluation  of  early  medical  complications 
of  legal  abortion  ever  attempted  in  this  country.  The  joint  program 
for  the  study  of  abortion,  JPSA,  involved  the  voluntary  cooperation 
of  the  obstetrical/gynecological  departments  of  60  teaching  hospitals 
and  six  free-standing  clinics  in  17  states  and  the  District  of  Colum- 
bia. Individual  medical  records  were  collected  for  73,000  abortions 
performed  during  a  1  year  period  from  mid-1970  to  mid-1971,  about 
one-seventh  of  the  total  number  of  legal  abortions  in  the  United 
States.  These  data  were  analyzed  in  terms  of  age  of  woman,  prior 
pregnancies,  marital  status,  ethnic  group,  type  of  service,  preexisting 
complications,  period  of  gestation,  primary  procedures,  sterilizing 
operations,  total  and  major  complications,  and  a  number  of  other 
variables.  Copies  of  the  definitive  report  of  JPSA  and  of  a  more 
recent  publication,  entitled  "Induced  Abortion:  A  Factbook"  have 
been  submitted  to  the  subcommittee;  others  can  be  made  available 
on  request. 

(1) 


I  have  been  invited  to  testify  here  today  as  an  expert  medical  wit- 
ness. I  am  honored  by  this  invitation  and  shall  make  every  effort  to 
answer  all  questions  to  the  best  of  my  ability.  If  I  don't  know  the 
answer  I  shall  not  hesitate  to  say  so.  However,  expert  witnesses 
cannot  be  expected  to  be  political  eunuchs.  Most  of  them  hold  per- 
sonal opinions  about  the  subject  under  consideration  and  I  believe 
that  you  are  entitled  to  know  my  personal  views  in  order  to  assess 
any  possible  bias  in  my  testimony.  I  fully  support  the  decision  by 
the  Supreme  Court  of  the  United  States  in  the  matter  of  abortion  of 
January  22,  1973,  and  I  am  strongly  opposed  to  any  legislation  de- 
signed to  reverse  this  decision  or  to  provent  its  full  implementation. 

Before  placing  myself  at  your  disposal  for  questioning,  I  should 
like  to  touch  upon  a  few  of  the  points  the  subcommittee  may  wish  to 
consider.  One  obvious  concern  is  the  incidence  of  early  medical  com- 
plications of  legal  termination  of  pregnancy  and  of  deaths  resulting 
from  these  procedures.  Many  erroneous  and  misleading  statements 
have  been  made  in  public  in  regard  to  these  matters.  It  has  been 
alleged,  among  other  things,  that  the  low  rates  of  complications  and 
of  mortality,  associated  with  legal  abortion  in  the  United  States, 
lack  credibility  because  some  comparable  rates  from  other  countries 
have  been  substantially  higher.  I  call  these  statements  misleading 
because  they  fail  to  take  into  consideration  such  factors  as  the  dura- 
tion of  pregnancy  at  which  the  abortions  were  performed,  the  state 
of  health  of  the  women,  the  simultaneuos  performance  of  sterilizing 
operations,  and  the  surgical  procedures  employed.  I  hope  to  presen'^ 
evidence  from  several  countries  which  will  show  that  legal  abortion 
during  the  first  12  weeks  of  pregnancy,  in  healthy  women  and  with- 
out concurrent  sterilization,  is  associated  with  mortality  rates  be- 
tween 1  and  4  deaths  per  100,000  abortions,  compared  with  a  rate 
of  maternal  mortality  from  complications  of  pregnancy  and  child- 
birth, excluding  abortion,  of  18  deaths  per  100,000  live  births  in  the 
United  States  in  1970,  the  last  year  for  which  these  statistics  are 
available. 

Complication  rates  and  mortality  rates  following  abortion  in  the 
second  trimester  of  pregnancy  are,  of  course,  higher  than  in  the 
first  trimester.  I  hope  you  will  give  me  an  opportunity  to  discuss  in 
some  detail  the  statistics  contained  in  the  materials  submitted  to  you. 

Reliable  information  on  late  complications  or  sequelae  of  legal 
abortion  is  quite  limited  and  most  of  the  statements  in  the  literature 
are  based  on  observations  of  individual  cases  or  small  groups  of  cases, 
frequently  of  a  highly  selected  character,  on  inference  from  time 
series  or  geographic  patterns,  or  on  other  methodologically  inade- 
quate approaches.  It  may  please  the  subcommittee  to  learn  that  the 
World  Health  Organization  has  a  task  force,  of  which  I  am  the 
chairman,  developing  research  in  this  area.  Meanwhile,  I  shall  try 
to  furnish  whatever  information  is  now  available. 

Another  matter  to  which  I  would  like  to  address  myself  is  the 
frequency  of  illegal  abortion.  For  obvious  reasons,  this  is  an  area 
in  which  reliable  statistics  are  not  available  and  in  which  some  ex- 
traordinary estimates  have  been  made.  In  general,  proponents  of  free 
choice  in  matters  of  abortion  have  tended  to  make  high  estimates 
while  persons  opposed  to  abortion  have  tended  to  make  low  esti- 


mates.  It  is  possible,  however,  to  obtain  some  idea  as  to  the  probable 
number  of  illegal  abortions,  at  least  for  certain  places. 

One  of  these  places  is  New  York  City  where  large  numbers  of  legal 
abortions  have  been  performed  since  July  1,  1970,  and  where  reason- 
ably complete  statistics  have  been  collected.  During  the  first  year  of 
the'  liberalized  abortion  law,  the  increase  in  the  number  of  legal 
abortions  of  resident  women  was  far  greater  than  the  correspondmg 
decline  in  the  number  of  births,  but  in  the  second  year  the  mcrement 
in  the  number  of  abortions  was  much  less  than  the  declme  in  the 
number  of  births.  On  the  basis  of  these  statistics,  I  have  made  the 
estimate  that  about  70  percent  of  the  legal  abortions  durmg  the  first 
2  years  of  the  liberalized  law  replaced  illegal  abortions,  while  30 
percent  of  the  legal  abortions  were  responsbile  for  about  one-half  of 
the  decline  in  the  number  of  births  from  1970  to  1972.  The  other 
half  of  the  decline  in  the  number  of  births  resulted  from  other  fac- 
tors, including  more  widespread  and  more  effective  use  of  contracep- 
tion. There  is  no  evidence  that  the  practice  of  contraception  m  New 
York  City  has  deteriorated  since  the  passage  and  implementation 
of  the  liberalized  abortion  law. 

Senator  Bath.  Excuse  me.  Dr.  Tietze,  I  do  not  want  to  interrupt 
your  train  of  thought,  but  I  only  interject  the  question,  because  now 
might  be  the  best  time.  I  would  like  to  have  the  basis  by  which  you 
arrived  at  the  estimate  of  the  70  percent/30  percent  figure.  It  does 
not  have  to  be  now.  But  I  would  like  to  have  that  information. 

Dr.  Tietze.  Yes,  Senator.  This  estimate  is  contained  in  one  of  the 
articles.  I  have  a  copy  with  me,  and  I  will,  in  response  to  your  ques- 
tion try  to  explain  it,  and  if  you  prefer,  I  will  leave  the  document 
with  you. 

Senator  Bath.  Perhaps  we  might  try  both.  Thank  you. 

Dr.  Tietze.  Shall  I  continue  ? 

Senator  Bath.  Yes,  I  just  want  to  make  sure  we  return  to  that 
point. 

Dr.  Tietze.  Surely. 

If  my  estimate  is  correct,  about  50,000  illegal  abortions  per  year 
were  obtained  by  residents  of  New  York  City  prior  to  1970.  The 
illegal  abortion  ratio  in  the  late  1960's  appears  to  have  been  on  the 
order  of  330  per  1,000  live  births,  not  much  less  than  the  legal  abor- 
tion ratio  in  Czechoslovakia  at  the  present  time. 

Abortion  is  an  inefficient  method  of  fertility  regulation.  To  achieve 
a  low  birth  rate,  corresponding  to  two  or  three  children  per  couple, 
by  abortion  alone  would  require  a  very  large  number  of  abortions, 
at  least  10  per  woman  during  her  lifetime.  This  is  due  to  the  fact 
that  in  the  absence  of  contraception,  at  least  two  abortions  are  needed 
to  replace  one  live  birth.  A  pregnancy  ending  in  abortion  is  on  the 
average  6  months  shorter  than  a  pregnancy  ending  in  a  live  birth 
and  the  period  of  infertility  following  the  pregnancy  is  also  shorter 
by  several  months.  Hence  the  average  interval  between  conception  is 
considerably  reduced.  If  contraception  is  used  with  even  moderate 
effectiveness  only  slightly  more  than  one  abortion  is  required  to  re- 
place one  birth  and  relatively  few  abortions  are  needed  to  limit  the 
number  of  children  to  whatever  level  is  wanted  by  the  parents. 


This  observation  is  important  from  the  point  of  view  of  the  rela- 
tive risks  to  life  and  health  associated  with  the  use  of  contraception 
and  abortion  as  methods  of  fertility  control.  A  few  years  ago,  I 
wrote  a  paper  in  which  I  could  show  that  the  risk  to  life  experienced 
by  a  group  of  women  using  no  contraception  and  terminating  all 
pregnancies  by  early  abortion  was  approximately  equal  to  the  risk 
of  dying  from  pulmonary  embolism  experienced  by  a  group  of 
women  using  the  oral  contraceptives  then  available.  However,  if  the 
women  had  used  a  moderately  effctiye  method  of  contraception, 
without  fatal  side  effects  but  with  early  abortion  as  a  backstop,  tlie 
risk  to  life  would  have  been  reduced  by  somewhere  between  four- 
fifths  and  nine-tenths.  On  the  basis  of  this  stud  yl  concluded  that,  in 
turns  of  a  risk  to  the  woman's  life,  the  most  rational  procedure  for 
regulating  fertility  is  the  use  of  a  perfectly  safe,  although  not  100 
percent  effective,  method  of  contraception  backed  up  by  the  early 
termination  of  unwanted  pregnancies.  In  the  course  of  the  4  years 
since  this  study  was  published,  levels  of  mortality  associated  with 
legal  abortion  and  with  oral  contraception  have  hee  nreduced,  but 
the  basic  argument  remains  uneffected. 

At  this  point,  I  should  like  to  summarize  my  overall  evaluation  of 
legal  abortion  from  the  medical  and  public  health  pohit  of  view. 
In  my  opinion,  legal  abortion  is  a  necessary  component  of  a  com- 
plete system  of  voluntary  fertility  control.  Other  components,  such 
as  sex  education  and  contraceptive  services,  are  equally  necessary 
but  legalization  of  abortion  is  the  only  way  to  replace  dangerous 
discriminatory,  undignified,  and  costly  illegal  abortions  by  leffal 
abortions,  performed  under  medical  auspices,  with  minimum  risks 
to  life  and  health  and  accessible  to  pregnant  women  in  all  economic 
and  social  groups  throughout  the  Nation. 

I  am  now  ready  to  answer  any  questions  you  may  wish  to  put  to  me. 

Senator  Bath.  Doctor,  would  you  go  back  to  the  original  question 
I  asked  you  about  your  testimony,  about  how  you  arrived  at  the  70 
percent  figure  of  illegal  abortions. 

Dr.  TiETZE.  I  shall  be  happy  to  do  so  and  if  I  may  I  would  like 
to  read  from  my  article  in  the  Winter  1973  issue  of  Family  Plannin.o- 
Perspectives,  condensing  the  material  as  I  go  along.  During  the  first 
year  of  the  new  abortion  law,  that  is  from  July  1,  1970  through  June 
30,  1971,  about  67,400  resident  women  obtained  legal  abortions  in  New 
York  City  which  represents  an  increment  of  about  65,000  over  those 
performed  during  the  preceding  12  months.  Most  pregnancies  ter- 
minated during  the  12  months  ending  June  30,  1971,  would  have 
produced  full-term  infants  during  1971.  The  number  of  live  births 
registered  in  New  York  City  during  that  year  was  about  131,900. 
Application  of  the  age-specific  fertility  rates  of  1970  to  the  age  dis- 
tribution of  women  in  1971  generates  an  expected  total  of  150,700 
births,  thus  creating  an  imputed  decline  of  18,800  births  or  12.6 
percent. 

Accepting  the  imputed  decline  of  18,800  in  New  York  City  from 
1970  to  1971  as  a  fii-st  approximation  of  the  number  of  births  pre- 
vented or  postponed  by  legal  abortion,  the  next  step  is  to  estimate 
the  number  of  abortions  required  to  achieve  this  decline.  Available 
information  on  the  practice  of  contraception  among  the  population 


of  New  York  City  suggests  that  a  ratio  of  1.2  abortions  replacing 
one  live  birth  is  probably  an  appropriate  estimate.  Hence,  22,600 
legal  abortions  or  35  percent  of  the  increment  of  65,000  legal  abor- 
tions from  1969-1970  to  1970-1971,  may  have  been  required  to  pre- 
vent 18,800  births  6  months  later.  This  estimate  suggests  further 
that,  during;  the  first  year  under  the  new  law  about  44,200  of  the 
legal  abortions  of  New  York  City  residents  involved  pregnancies 
which,  without  legalization,  would  have  been  terminated  by  illegal 
abortion,  or,  possibly  included  some  pregnancies  resulting  from  a 
deterioration  of  contraceptive  practice. 

During  the  second  year  under  the  liberalized  abortion  law,  the 
estimated  number  of  "abortions  of  New  York  City  residents  was 
75,100  representing  an  increase  of  only  7,700  over  the  corresponding 
total  for  the  preceding  12  months.  Live  births  during  1972  numbered 
115,500.  Application  of  the  agespecific  fertility  rates  of  1971  to  the 
projected  age  distribution  of  women  in  1972  generates  a  total  of 
134,500  expected  births,  19,000  more  than  the  number  registered  in 
1972.  Hence,  the  decline  in  the  number  of  births  from  1971  to  1972 
was  about  2.5  times  the  estimated  increment  in  the  number  of  legal 
abortions  among  local  residents  6  months  earlier. 

There  is  no  evidence  that  the  number  of  pregnancies  increased 
during  the  second  year  of  the  liberalized  abortion  law,  which  makes 
it  highly  unlikely  that  a  significant  number  of  pregnancies  resulting 
from  a  deterioration  of  contraceptive  practice  occurred  even  during 
the  first  year.  Hence,  virtually  all  of  the  increment  in  legal  abor- 
tions in  1970-1971  which  did  not  replace  unwanted  or  mistimed 
(mostly  out-of-wedlock)  births  terminated  pregnancies  which  would 
otherwise  have  been  terminated  by  illegal  abortions. 

It  is  unlikely  that  the  sharp  decline  in  illegal  abortion  from  1969 — 
1970  to  1970-1971  continued  in  the  next  12  months,  partly  because 
illegal  abortions  had  already  reached  a  low  level. 

Changes  in  reproductive  behavior  other  than  more  frequent  legal 
abortions  contributed  significantly  to  the  decline  in  the  number  of 
births  in  New  York  City  from  1971  to  1972.  If  the  proposition  is 
accepted  that  1.2  abortions  were  required  to  replace  one  birth,  about 
6,400  births  were  prevented  by  the  increment  of  7,700  legal  abortions 
from  1970-71  to  1971-72,  or  fewer  if  illegal  abortions  continued 
even  a  modest  decline.  This  leaves  a  residual  of  perhaps  as  many  as 
12,600  births  prevented  or  postponed  by  other  changes  in  reproduc- 
tive behavior.  These  factors  must  have  been  operative  on  a  major 
scale  in  1971-72  and  probably  also  in  1970-71.  Hence,  our  original 
estimate  of  18,800  unwanted  births  prevented  or  postponed  by  legal 
abortions  during  the  first  year  of  the  liberal  abortion  law  is  probably 
too  high,  and  the  corresponding  estimate  of  44,200  illegal  abortions 
replaced  by  legal  abortions,  too  low.  We  may  assume,  arbitrarily 
and  solely  for  purposes  of  illustration,  that  the  impact  in  1971  of 
changes  in  reproductive  behavior  other  than  increased  utilization 
of  legal  abortion  was  one-half  of  what  it  appears  to  have  been  in 
1972,  or  the  equivalent  of  6,300  fewer  births.  Under  this  assumption, 
the  unexplained  decline  in  the  number  of  births  from  1970  to  1971 
would  be  on  the  order  of  12,500;  the  number  of  legal  abortions  re- 
quired to  achieve  this  decline  would  be  about  15,000  or  23  percent 


of  the  increment  of  65,000  legal  abortions  over  those  performed 
during  1969-70;  and  the  number  of  illegal  abortions  replaced  by 
legal  abortions  would  be  on  the  order  of  50,000  during  the  first  year 
of  the  liberalized  abortion  law  and  probably  about  the  same  during 
the  second  year.  With  142,500  resident  women  obtaining  legal  abor- 
tions during  the  2  years  from  July  1,  1970,  through  June  30,  1972, 
it  would  appear  that  70  percent  of  these  abortions  replaced  illegal 
procedures. 

Senator  Bath.  I  heard  every  word  you  said ;  I  am  not  sure  I  under- 
stood it.  We  have  this  article,  I  am  advised  by  counsel.  Perhaps  I 
had  better  go  back  over  it  when  I  have  a  chance  to  study  it  in  closer 
detail. 

You  are  convinced  that  at  least  the  1-year  experience  substantiates 
your  70-percent  figure  ? 

[The  article  referred  to  was  submitted  for  the  record  at  this  point.] 
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There  has  been  a  sharp  decline  in  fertility 
in  New  York  Citv  —  sharper  than  for  the 
rest  of  the  nation  —  since  New  York  State 
liberalized  its  abortion  law  in  1970  to 
make  termination  of  pregnancy  bv  a  li- 
censed physician  legally  available  virtually 
upon  request  up  to  24  weeks  of  gestation. 
There  has  been  an  even  greater  decline  — 
reversing  a  long-term  trend  —  in  illegiti- 
macy. We  seek  to  studv  in  this  article 
what  has  been  the  actual  impact  of  the 
New  York  abortion  law  of  1970  on  fertility 
trends  in  New  York  City. 

Between  July  1,  1970  (when  New  York 
State's  liberalized  abortion  law  took  ef- 
fect) and  June  30,  1972,  approximately 
402,000  pregnancies  were  terminated  le- 
gally in  New  York  City  -  173,900  in  the 
first  year  and  228,100  in  the  second  year.^ 
These  figures  are  based  on: 

•  pretabulated  reports  mailed  weekly  to 
the  New  York  City  Health  Services  Ad- 
ministration by  proprietary,  voluntary  and 
some  municipal  hospitals,  and  by  free- 
standing clinics; 

•  totals  of  abortions  performed  as  re- 
ported weeklv  bv  telephone  by  the  remain- 
ing municipal  hospitals;  and 

•  estimates  made  bv  the  Health  Services 
Administration  for  periods  for  which  no 
weeklv  reports  were  submitted  by  some 
liospitals  and  clinics. 

Weeklv  reports  by  mail  and  telephone 
itccount  for  about  92  percent  of  the  total 
()f  402.000  abortions,  and  estimates  for 
about  eight  percent. 

During  the  same  two-year  period, 
334.900  individual  certificates  of  termina- 
tion of  pregnancy,  83.3  percent  of  the  esti- 
mated total,  were  filed  with  the  New  York 
City  Department  of  Health.  Although 
health  regulations  require  that  certificates 
of  termination  of  pregnancy  be  filed  with- 
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i!i  48  hours,  manv  are  delayed  far  bevond 
the  prescribed  period.  It  appears  hkely 
that  no  certificates  were  filed  or  will  ever 
be  filed  for  some  of  the  terminations  per- 
formed during  1970-1972. 

To  study  the  impact  of  legal  abortions 
on  fertility  trends,  it  was  necessary  to  sepa- 
rate local  residents  from  women  who  came 
to  New  York  Citv  from  other  areas  to  have 
their  pregnancies  terminated,  because 
onl\'  abortions  of  residents  can  be  related 
to  comparable  pregnancies  or  births,  or  to 
women  capable  of  becoming  pregnant  or 
giving  birth.  Residence  status  appears  only 
on  the  certificates  of  termination  of  preg- 
nancy filed  with  the  health  department. 
Hence,  it  was  necessary  to  estimate  the 
numbers  of  abortions  of  resident  and  non- 
resident women,  based  on  the  total  num- 
htrs  of  legal  abortions  reported  by  mail  or 
by  telephone,  or  officially  estimated  for 
each  category'  of  institution,  and  on  pre- 
liminary tabulations  of  certificates  of  ter- 
mination, by  date  of  reporting,  made  avail- 
able by  the  health  department.* 

Residents  and  Nonresidents 

Table  1  presents  estimated  numbers  of 
legal  abortions  and  percent  distributions 
for  New  York  City  residents.  Between 
1970-1971  and  1971-1972,  the  total  num- 
ber of  abortions  of  residents  increased  by 
7,700  or  11.4  percent  -  from  67,400  to 
75,100.  They  represented  about  39  per- 
cent of  all  legal  abortions  in  the  first  year, 
and  about  33  percent  in  the  second  vear.f 
In  1970-1971,  less  than  one  percent  of 
the  resident  women  were  younger  than 
15  years  of  age  at  the  time  their  pregnan- 
cies were  terminated,  about  six  percent 
were  under  18,  17  percent  were  under  20 
vears  and  almost  three  in  five  were  in  their 
twenties.  The  following  12-month  period, 
from    July    1.    1971    to    June    30.    1972. 


brought  a  very  slight  shift  toward  younger 
ages. 

The  New  York  City  Department  of 
Health  tabulates  abortions  by  pregnancy 
order.  In  order  to  facilitate  comparison 
with  live  births,  which  are  tabulated  by 
birth  order,  the  distribution  by  pregnancy 
order  was  converted  to  a  distribution  by 
number  of  prior  births  using  a  cross-tabu- 
lation of  the  abortions  reported  to  the 
Joint  Program  for  the  Study  of  Abortion 
(JPSA),  in  which  about  one-half  of  the 
total  number  was  performed  in  New  York 
City.2 

In  the  first  year  of  the  liberal  abortion 
law,  almost  one-half  (47  percent)  of  the 
residents  of  New  York  Citv  undergoing 
abortion  were  nulliparous,  i.e..  had  experi- 
enced no  prior  birth.  In  1971-1972.  the 
proportion  of  nulliparous  women  was 
somewhat  smaller  and  the  share  of  women 
with  prior  births  was  correspondingly 
greater.  Women  with  four  or  more  prior 
births  represented  less  than  10  percent  of 
the  total  in  either  year. 

In  1970-1971.  roughly  equal  numbers 
of   white   and  non white    (mostly  black) 

*■  The  numbers  of  abortions  of  resident  and  non- 
resident women  presented  in  this  report  are  esti- 
mates prepared  by  the  author  who  is,  therefore, 
professionally  responsible  for  them.  While  the 
author  believes  that  his  estimates  are  very  close 
to  the  facts  and  probably  the  best  that  can  be 
made  on  the  basis  of  available  data,  they  will  be 
subject  to  revision  when  the  New  York  City  De- 
partment of  Health  releases  its  definitive  tabula- 
tions of  certificates  of  termination  by  date  of 
occurrence  rather  than  by  date  of  reporting.  Be- 
cause of  the  unofficial  character  of  these  esti- 
mates, the  numbers  of  abortions  have  been 
rounded  to  the  nearest  hundred;  percentages, 
ratios  and  rates  were  computed  from  unrounded 
figures. 

f  The  estimates  for  both  years  may  be  too  high. 
since  some  nonresident  women  may  have  given 
local  addresses  in  order  to  obtain  abortions  in  the 
municipal  hospitals  or  on  the  general  ; 
voluntary  hospitals. 


Table  1.  Legal  Abortions  In  New  York  Clly 
ol  Resident  Women,  by  Selected  Character- 
istics: Estimated  Number  and  Percent  Dis- 
tribution, 1970-1971  and  1971-1972 


Selected 

Estimated              | 

Percent 

Characteristics 

Number 

Distribution 

1970- 

1971- 

1970- 

1971- 

1971 

1972 

1971 

1972 

Total 

67,400 

75,100 

100.0 

100.0 

Age  ol  Woman 

^14 

500 

600 

07 

0.8 

15-17 

3.700 

4,800 

54 

6.4 

18-19 

7.400 

8.300 

10,9 

11,0 

20-24 

23,900 

25.700 

355 

342 

25-29 

16.000 

180OO 

237 

24.0 

30-34 

9,400 

10.400 

13,9 

13-8 

35-39 

4,900 

5.400 

7,3 

7.2 

=i40 

1,600 

1.900 

26 

2,6 

Prior  BIrttis 

0 

31.800 

32.700 

47.1 

43.5 

1 

11,900 

14,600 

17.6 

19.4 

2 

11,000 

13.100 

16.3 

17.5 

3 

6.600 

7.700 

9.8 

10.3 

4 

3.400 

3.900 

5.1 

5.1 

^^ 

2.700 

3.100 

4.1 

4.2 

Ethnic  Group 

While 

29.900 

31,100 

44.3 

41,5 

Puerlo  Rican 

7,100 

8.600 

10.5 

11.4 

Nonwhite 

30.400 

35,400 

452 

47.1 

Type  of 

Instllullon 

Municipal 

Hospitals 

30.200 

26.900 

449 

35.8 

Voluntary 

Hospitals 

24.500 

20,500 

36.3 

272 

Proprietary 

Hospitals 

8,100 

10.000 

11.9 

13,4 

Freestanding 

Clinics 

4,600 

17.700 

6.9 

23.6 

Service 

Private 

28.200 

39.800 

41.8 

53.1 

Nonprivate 

39.200 

35.300 

58.2 

469 

Gestation 

(Weeks) 

^12 

49,400 

61.800 

732 

823 

13-20 

15.200 

11,500 

22  6 

15.3 

^21 

2.800 

1,800 

4,2 

2  4 

Procedure 

Suction 

32.000 

50,800 

47,5 

67,7 

D&C 

21.500 

14.700 

31.9 

19.5 

Saline 

12.800 

9,000 

18.9 

12.0 

Hysterotomy 

1.100 

600 

1.7 

0.8 

women  had  abortions.  More  than  10  per- 
cent of  the  legal  abortions  involved  women 
bom  in  Puerto  Rico.  Most  of  those  of 
Puerto  Rican  background  who  were  bom 
in  New  York  or  elsewhere  in  the  continen- 
tal United  States  are  classified  as  white. 
In  1971-1972,  the  proportions  of  blacks 
and  Puerto  Ricans  increased  slightly,  while 
that  of  whites  decreased. 

In  1970-1971,  about  93  percent  of  the 
legal  abortions  of  New  York  City  residents 


were  performed  in  hospitals  and  seven 
percent  were  performed  in  freestanding 
clinics.  In  the  following  year  the  hospi- 
tals' share  dropped  to  76  percent,  while 
that  of  the  clinics  rose  to  24  percent.  Pri- 
vate patients  —  those  aborted  in  proprie- 
tary hospitals,  on  the  private  services  of 
voluntary  hospitals  or  in  clinics  —  repre- 
sented 42  percent  of  all  patients  in  1970- 
1971,  and  .53  percent  in  1971-1972.  There 
was  a  corresponding  decline  from  58  per- 
cent to  47  percent  in  the  proportion  of 
nonprivate  patients  —  those  receiving  abor- 
tion care  in  the  municipal  hospitals  and  on 
the  general  services  of  voluntary  hospitals. 
The  shift  to  private  services  in  1971-1972 
reflected  the  greater  availability  and  utili- 
zation of  abortion  clinics.  Actually,  this 
shift  may  not  reflect  any  decline  in  pa- 
tients whose  abortions  were  subsidized  by 
public  funds,  since  some  clinic  abortions 
of  residents  are  paid  for  through  Medicaid. 
Of  greater  importance  than  the  personal 
characteristics  of  the  women,  and  more 
important  even  than  the  circumstances 
(such  as  type  of  institution  or  service) 
under  which  the  abortions  were  per- 
formed, is  the  period  of  gestation  at  which 
the  pregnancies  were  terminated.  Abor- 
tions in  the  second  trimester  —  at  13  weeks 
of  gestation  or  later  -  are  associated  with 
a  much  higher  incidence  of  complications, 
including  fatal  complications,  than  abor- 
tions in  the  first  trimester  -  at  12  weeks' 
gestation  or  earlier.-^  In  addition,  late  abor- 
tions, especially  those  after  20  weeks  of 
gestation,  may  involve  emotional  stress  for 
the  pregnant  women  as  well  as  for  such 
other  persons  involved  as  the  nurses  at- 
tending the  expulsion  of  a  relatively  large 
and  well-developed  fetus.  (A  fetus  at  20 
weeks'  gestation  weighs  about  10  ounces, 
compared  with  about  one-half  ounce  at 
12  weeks.) 

In  1970-1971,  about  73  percent  of  New 
York  City  resident  abortions  were  per- 
formed during  the  first  trimester,  and  27 
percent  during  the  second  trimester,  in- 
cluding about  four  percent  at  more  than 
20  weeks.  By  1971-1972,  the  proportion 
of  first-trimester  abortions  had  increased 
to  H2  percent,  and  second-trimester  abor- 
tions had  dropped  to  less  than  18  percent. 
Terminations  at  21  weeks  or  later  were 
reduced  to  less  than  one  in  40  abortions. 
These  changes  probably  reflect,  in  part,  a 
growing  awareness  among  women  that 
abortion  early  in  pregnancy  is  less  danger- 
ous than  it  is  later  on,  and,  in  part,  the 
greater  availability  of  abortion  services, 
especially  in  freestanding  clinics,  in  the 
second  year. 


Virtually  all  abortions  in  New  York  City 
were  performed  by  one  of  four  procedures: 

•  suction,  or  vacuum  aspiration, 

•  dilatation  and  curettage  (D&C), 

•  instillation  of  hypertonic  saline  solution 
into  the  uterus,  and 

•  hvsterotomy,  essentially  a  cesarean  sec- 
tion at  an  earlier  stage  of  pregnancy. 

The  choice  of  method  is,  to  a  large 
extent,  a  function  of  the  duration  of  preg- 
nancy at  the  time  of  the  abortion.  In  the 
United  States,  abnost  all  first-trimester 
abortions  are  done  by  the  \aginal  route 
(suction  and  D&C),  and  most  abortions 
at  16  weeks  or  later,  by  instillation  of  sa- 
line. During  the  intervening  three  weeks, 
both  approaches  are  used  in  suitable  cases, 
although  the  conditions  are  not  ideal  for 
either  one.  Hysterotomy  is  a  major  opera- 
tion, almost  always  performed  in  the  sec- 
ond trimester. 

In  1970-1971,  more  than  47  percent  of 
all  abortions  of  New  York  City  residents 
were  performed  by  suction,  32  percent  by 
D&C,  19  percent  by  saline,  and  less  than 
two  percent  by  hysterotomy.  The  follow- 
ing year  the  share  of  abortions  by  suction 
increased  to  68  percent,  with  correspond- 
ing declines  in  the  other  three  procedures. 

As  shown  in  Table  2,  the  proportions 
of  women  24  years  of  age  or  younger,  of 


Figure  1.  Percent  Distribution  of  Legal  Abor- 
tions of  Resident  Women,  by  Service  and 
Period  of  Gestation:  New  York  City,  1970- 
1971  and  1971-1972 
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Two  Years'  Experience  uith  New  York's  Abortion  Law 


Table  2.  Legal  Abortions  In  New  York  City 
of  Resident  Women,  by  Service,  by  Selected 
Characteristics:  Total  Number  and  Percent 
Distribution,  1970-1971  and  1971-1972 


Selected 

Percen 

, 

Percen 

Character- 

Private 

Nonprivate 

istics 

1970- 

1971- 

1970- 

1971- 

1971 

1972 

1971 

1972 

(N  = 

(N  = 

(N  = 

{N  = 

28,200) 

39.800) 

39,200) 

35.300) 

Age  of  Woman 

5^14 

04 

0.7 

09 

1.0 

15-17 

42 

5  1 

64 

7,8 

18-19 

88 

100 

125 

12.2 

20-24 

33.7 

33.2 

36.7 

35.2 

25-29 

24.6 

24.8 

23,0 

23.0 

30-34 

15.8 

14.7 

12,6 

12.8 

35-39 

9.0 

8.3 

6.0 

61 

=^40 

3.5 

3.2 

19 

1.9 

Prior  Birtlis 

0 

55.4 

49.6 

41.1 

36.6 

1 

14.8 

18.2 

196 

208 

2 

14.6 

15.9 

17.6 

19.3 

3 

8.3 

8.9 

10.9 

11.8 

4 

39 

42 

59 

6.2 

^5 

3.0 

3.2 

49 

53 

Ethnic  Group 

While 

65.9 

569 

29.5 

24.0 

Puerto  Rican 

58 

82 

13  9 

15.2 

Nonwhite 

29.3 

34.9 

56.6 

60.8 

Gestation 

(Weeks) 

^12 

85.9 

893 

640 

74  4 

13-20 

12,5 

9.4 

299 

22  1 

^21 

1.6 

1.3 

6,1 

35 

Procedure 

Suction 

554 

71.5 

41.8 

634 

D&C 

36  2 

22  1 

28.8 

167 

Saline 

7.1 

5.9 

274 

18.8 

Hysterotomy 

1  3 

05 

2.0 

1.1 

women  with  one  or  more  prior  births,  and 
especially  of  nonwhite  and  Puerto  Rican 
women  were  higher  among  nonprivate  pa- 
tients than  among  private  patients.  Non- 
private  patients  also  had  relatively  more 
abortions  in  the  second  trimester.  To  what 
extent  this  was  due  to  bureaucratic  delays 
to  which  nonprivate  patients  may  have 
been  subjected  or  to  earlier  requests  for 
abortion  by  pri\ate  patients  requires  fur- 
ther study.  However,  the  proportions  of 
second-trimester  abortions,  and  especially 
of  abortions  at  21  weeks  or  later,  declined 
more  among  nonpri\'ate  patients  than 
among  private  patients  from  1970-1971  to 
1971-1972  (see  Figure  1,  p.  37). 

Table  3  shows  estimated  numbers  of 
legal  abortions  and  percent  distributions 
by  selected  characteristics  for  nonresi- 
dents. The  total  number  of  nonresidents 
in  the  second  year  increased  bv  44  percent 
-from  106,500  in  1970-1971  to  153,000 
in  1971-1972. 


The  proportions  of  women  younger  than 
25  years  of  age,  of  nuHiparous  women  and 
of  white  women  were  substantially  higher 
among  those  who  came  from  out  of  town 
than  among  New  York  City  residents.  It  is 
not  surprising  that  virtually  all  of  the  non- 
residents obtained  abortions  as  private 
patients  (they  are  not  eligible  for  New 
York  Stale  Medicaid  or  for  service  in  the 
municipal  hospitals),  with  more  than  60 
percent  served  bv  freestanding  clinics  in 
1971-1972. 


Table  3.  Legal  Abortions  In  New  York  City 
of  Nonresident  Women,  by  Selected  Char- 
acteristics: Estimated  Number  and  Percent 
Distribution,  1970-1971  and  1971-1972 


Table  4.  Legal  Abortions  in  New  York  City 
of  Resident  Women,  by  Selected  Character- 
istics: Ratios  and  Rates,  1970-1971  and  1971- 
1972 


Selected 

Estimated 

Percent 

Characteristics 

Number 

Distn 

3ution 

1970- 

1971- 

1970- 

1971- 

1971 

1972 

1971 

1972 

Total 

10«,500 

153,000 

100.0 

100.0 

Age  of  Woman 

:£14 

700 

1,800 

0.7 

1.1 

15-17 

9.900 

18,100 

9.3 

11.8 

18-19 

20.600 

31,900 

19.3 

20.9 

20-24 

41,100 

51,900 

38.5 

35,2 

25-29 

15,600 

22,200 

14.6 

14.5 

30-34 

9.600 

13.400 

9.0 

8.8 

35-39 

6,300 

8,200 

6.0 

5.4 

^40 

2.700 

3,500 

2.6 

2.3 

Prior  Births 

0 

72,500 

98,400 

68.0 

64.3 

1 

1 1 ,600 

20,000 

10  9 

13.1 

2 

10,600 

16,500 

10.0 

108 

3 

6,600 

9,900 

6.2 

6.4 

4 

3.100 

4,700 

29 

3.1 

S:5 

2,100 

3,500 

2.0 

2.3 

Ethnic  Group 

White 

95,400 

130,500 

89.6 

85.3 

Puerto  Rican 

600 

1.300 

06 

0.8 

Nonwtiite 

10,500 

21,200 

98 

13,9 

Type  of 

Inslilullon 

Municipal 

Hospitals 

1.600 

900 

1.5 

0.6 

Voluntary 

Hospitals 

14.600 

7,700 

13.7 

5.1 

Proprietary 

Hospitals 

41,900 

51,900 

39.3 

33.9 

Freestanding 

Clinics 

48.400 

92,500 

45.5 

60.4 

Service 

Private 

103.400 

150,900 

97  1 

986 

Nonprivate 

3.100 

2,100 

29 

1.4 

Gestation 

(Weeks) 

^\Z 

86.200 

124.100 

809 

81.1 

13-20 

18,200 

25,100 

17.1 

16.4 

S:21 

2,100 

3,800 

2.0 

2.5 

Procedure 

Suction 

67.400 

111,500 

63.3 

72.8 

DSC 

25,800 

22,600 

242 

14.8 

Saline 

12,900 

18.600 

121 

12,2 

Hysterotomy 

400 

300 

04 

0.2 

Selected 

Abortior 

Ratio  per 

Aborlio 

Rate 

Ctiaracter- 

I.OOOLiv 

e  Births 

per  1,000 

IStiCS 

Six  tvlonths  Later 

Women 

15-44 

1970- 

1971- 

1970- 

1971- 

1971 

1972 

1971 

1972 

Total 

511.2 

650.1 

39,4 

43.4 

Age  of  Woman 

^19 

518.2 

na 

37.8 

452 

20-24 

523.5 

na 

659 

71  1 

25-29 

4206 

na 

50.2 

53,0 

30-34 

537,4 

na 

37,9 

40.0 

35-39 

7155 

na 

21  2 

24.0 

^40 

1.077  2 

na 

6,9 

8.0 

Prior  Births 

0 
1 

5690 
313.1 

na 

na 

na 

2 

5839 

na 

na 

na 

3 

725,1 

na 

na 

na 

4 

734.3 

na 

na 

na 

^5 

4947 

na 

na 

na 

Ethnic  Group 

White 

417,5 

na     / 

Pueno  Rican 

3384 

na     { 

.9.4     ( 

31.7 

Nonwhite 

773  9 

64.7 

71.8 

Service 

Private 

4006 

na 

na 

na 

Nonprivate 

6378 

na 

na 

na 

During  1970-1971,  the  proportion  of 
second-trimester  abortions  was  substan- 
tially lower  among  nonresidents  than 
among  residents,  but  in  the  following  year 
it  was  shghtly  higher.  Within  the  nonresi- 
dent group  there  was  little  change  in 
distribution  by  gestation  from  the  first 
year  to  the  second. 


Ratios  and  Rates 

Table  4  presents  two  measures  of  the 
relative  frequency  of  abortions:  abortion 
ratios  and  abortion  rates.  The  abortion  ra- 
tios indicate  the  numbers  of  abortions  per 
1,000  live  births  six  months  later:  the  abor- 
tion rates  are  the  numbers  of  abortions  per 
1,000  women  15-44  years  of  age  at  the 
midpoint  of  the  period  during  which  the 
abortions  occurred.  Abortion  ratios  and 
rates  are  computed  for  resident  women 
only,  since  the  relevant  numbers  of  births 
and  of  women  of  reproductive  age  are  not 
available  for  nonresidents. 

The  overall  abortion  ratio  for  1970-1971 
was  511  per  1,000  live  births  in  1971.  In 
1971-1972,  it  rose  to  650  per  1,000  live 
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births  in  1972.  The  abortion  rate  per  1,000 
women  of  reproductive  age  increased 
from  39  in  1970-1971  to  43  in  1971-1972. 
The  relative  increment  was  greater  for 
the  abortion  ratio  (26  percent)  than  for 
tJie  abortion  rate  (10  percent)  because 
the  denominator  of  the  ratio— the  njmber 
of  births— declined,  while  the  denominator 
of  the  rate— the  female  population  1.5-44— 
increased. 

Age-specific  abortion  ratios  were  com- 
puted in  terms  of  estimated  ages  at  con- 
ception, the  latter  assumed  to  have  pre- 
ceded the  abortions  by  three  months,  and 
the  live  births  by  nine  months.  In  1970- 
1971,  abortion  ratios  were  close  to  the 
average  of  511  per  1,000  live  births  for 
each  age  group  of  women  under  25  years 
of  age,  then  dropped  to  421  for  concep- 
tions in  the  late  twenties,  followed  by  a 
steady  rise  to  1,077  for  women  in  their 
forties  (see  Figure  2). 

The  pattern  of  age-specific  abortion 
rates  was  quite  different.  Rates  were  clos- 
est to  the  average  (39  per  1,000  women 
of  reproductive  age  in  1970-1971)  among 
women  19  or  younger  (38),  highest  among 
women  in  their  early  twenties  (66),  fol- 
lowed bv  an  accelerating  decline  to  very 
lou-  rates  among  women  in  their  forties 
( 7 ) .  Age-specific  abortion  rates  were  high- 
er for  each  age  group  in  the  second  year 
than  in  the  first.  The  close  association  be- 
hveen  abortion  rates  and  the  age  patterns 
of  pregnancies  and  births  is  apparent. 
Abortion  ratios  cannot  be  computed  for 
1971-1972  because  the  distribution  of  live 
births  by  age  of  mother  is  not  yet  available 
for  1972. 

The  pattern  of  abortion  ratios  by  num- 
ber of  prior  births  differs  significantly  from 
the  pattern  by  age.  The  ratio  is  moderately 
high  (569)  for  nulliparae,  drops  to  the 
lowest  value  in  the  entire  table  (313)  for 
women  with  one  prior  birth,  and  then  rises 
steadily  to  a  high  of  734  for  women  with 
four  prior  births.  The  abortion  ratio  drops 
sharply  to  49.5  among  women  with  five  or 
more  prior  births;  this  group  includes 
many  women  who,  for  religious  or  other 
reasons,  did  not  obtain  abortions  in  earlier 
pregnancies  and  are  not  obtaining  them 
now. 

The  moderately  high  abortion  ratio  for 
nulliparous  women  probably  conceals  a 
verv  high  ratio  for  unmartied  women  and 
a  correspondingly  low  ratio  for  married 
women.  Fragmentary  data  suggest  that 
the  ratio  may  have  been  on  the  order  of 
1,000  abortions  per  1,000  first  births  con- 
ceived out  of  wedlock,  and  about  125 
abortions  per  1,000  first  births  conceived 


Figure  2.  Abortion  Ratios  per  1,000  Live  Births  among  New  York  City  Residents,  by  Age,*  by 
Parity,  by  Ethnic  Group  and  by  Service:  1970-1971 
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30-34 
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after  marriage.  The  discrepancy  becomes 
even  greater  if  the  ratios  are  computed  in 
terms  of  the  woman's  marital  status  at  the 
time  of  abortion  or  birth  —  approximately 
1,500  per  1,000  births  for  unmarried  wom- 
en compared  with  100  for  married  wom- 
en. These  data  suggest  that  legal  abortion 
has  been  a  major  factor  accounting  for  the 
unprecedented  decline  in  the  number  of 
illegitimate  births  in  New  York  City  in 
1971  (a  drop  from  31,900  to  28,100  -  or 
nearly  12  percent)  —  the  first  year-to-year 
decline  reported  since  1954,  when  such 
records  first  were  kept."* 

Abortion  ratios  and  rates  for  nonwhite 
women  were  substantially  higher  than  the 
corresponding  ratios  and  rates  for  white 
women,  probably  because  of  a  differential 
in  successful  utilization  of  the  most  effec- 
tive contraceptive  methods. 

Over  the  five-year  period  1966-1970, 
the  number  of  births  per  1,000  women  of 
reproductive  age  (15-44)  in  New  York 
City  was  84.3  for  white  women  and  97.1 
for  nonwhite  women.  According  to  the 
1970  National  Fertility  Study,  about  42 
percent  of  all  births  to  white  women  and 
61  percent  of  births  to  nonwhite  women 
were  unwanted  at  the  time  of  conception 
or  ever  (number  failures),  or  they  were 
not  wanted  at  the  time  they  occurred,  but 
wanted  at  some  later  time  (timing  fail- 
ures).-'' Application  of  these  nationwide 
percentages  to  New  York  City  suggests 
rates  of  such  number  and  timing  failures 


of  about  35  per  1,000  white  and  of  59  per 
1,000  nonwhite  women  of  reproductive 
age.  These  rates  are  of  the  same  order  of 
magnitude  as  the  abortion  rates  for  1970- 
1972  shown  in  Table  4,  indicating  that 
New  Y'ork's  liberalized  law  has  made  it 
possible  for  women  of  all  ethnic  groups  to 
have  the  number  of  children  they  want 
when  thev  want  them. 

The  abortion  ratio  for  Puerto  Rican 
women  (338)  was  lower  than  for  whites 
(418)  and  less  than  half  that  of  nonwhites 
(774).  This  may  reflect  the  high  fre- 
quency of  contraceptive  sterilization 
among  Puerto  Rican  women  who  have 
borne  all  the  children  they  want,"  as 
well  as  the  Catholic-Hispanic  tradition 
rejecting  abortion.  Abortion  rates  could 
not  be  computed  for  Puerto  Rican  women 
because  their  distribution  by  age  and 
place  of  birth  is  not  yet  available  from 
the  Census  of  1970.  Hence,  Puerto  Rican 
women  were  included  with  the  white 
population  for  the  computation  of  abor- 
tion rates.  Since  the  overwhelming  ma- 
jority of  Puerto  Ricans  are  classified  as 
white  in  the  Census  and  in  the  health 
department's  statistics  on  mothers  of  live- 
bom  infants,  90  percent  of  the  abortions 
of  Puerto  Rican  women  were  added  to 
the  abortions  of  white  women  and  10  per- 
cent to  the  abortions  of  nonwhite  women. 

The  final  pair  of  abortion  ratios  in  Table 
4  compares  patients  on  private  and  non- 
private  services.  The  ratio  turns  out  to  be 
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more  than  50  percent  higher  in  1970-1971 
for  nonprivate  patients.  This  is  quite  dif- 
ferent from  the  situation  in  New  York  City 
a  few  years  prior  to  the  enactment  of  the 
liberal' abortion  law  of  1970.  For  1965- 
1967,  the  ratio  of  therapeutic  abortions 
was  4.3  per  1,000  hve  births  for  private 
patients,  while  for  nonprivate  patients 
the  abortion  ratio  was  1.8  per  1,000  live 
births." 

These  figures  should  be  interpreted 
with  caution,  however,  since  the  women 
who  utilize  private  and  nonpri\ate  abor- 
tion services  do  not  necessarily  represent 
the  same  economic  groups  as  women  de- 
livered on  the  private  and  nonprivate 
services  of  hospitals. 

Impact  on  Fertility  Trends 

What  has  been  the  impact  of  the  libera! 
abortion  law  on  birth  trends  in  New  York 
City?  The  answer  to  this  question  depends 
on  one's  assessment  of  the  relative  mag- 
nitude of -the  several  categories  of  preg- 
nancies that  may  be  terminated  by  legal 
abortion  when  this  procedure  is  readily 
accessible.  These  are: 

•  pregnancies  that  would  have  resulted 
in  the  birth  of  a  child  not  wanted  either 
then  or  ever  ( number  failures ) , 

•  pregnancies  that  would  have  resulted 
in  the  birth  of  a  child  not  wanted  at  the 
time,  but  wanted  later  (timing  failures)  — 
including  most  out-of-wedlock  pregnan- 
cies, 

•  pregnancies  reflecting  the  increased 
numbers  of  women  in  the  population  who 
are  able  to  conceive  again  because  their 
pregnancies  were  terminated  bv  abortion, 

•  pregnancies  that  would  ha\e  been  ter- 
minated on  medical  indication  under  ear- 
lier, more  restrictive,  legislation, 

•  pregnancies  that  would  have  been  ter- 
minated by  illegal  abortion,  and 

•  pregnancies  resulting  from  a  rela.\ation 
of  contraceptive  effort  in  response  to  eas- 
ier access  to  abortion. 

Of  these  si.\  categories,  prevention  of 
number  failures  makes  the  major  contri- 
bution to  a  reduction  of  fertilitv  m  the  long 
run.  Prevention  of  timing  failures  reduces 
births  in  a  given  year,  but  most  of  these 
are  probably  made  up  in  subsequent 
years.  However,  a  delay  in  conception  in- 
creases the  interval  from  one  generation 
to  the  next,  which,  in  turn,  reduces  the 
rate  of  population  growth.  What  is  more, 
to  some  extent,  births  delayed  will  never 
take  place.  Pregnancies  resulting  from  an 
increase  in  the  number  of  women  able  to 


conceive  because  they  were  aborted  is  of 
minor  demographic  importance  in  a  popu- 
lation, such  as  New  York  City's,  which 
practices  contraception  with  e\'en  mod- 
erate success.  Few  pregnancies  were  ter- 
minated by  legal  abortion  under  New 
York's  old  restrictive  abortion  law,  which 
was  conservatively  interpreted  by  the 
medical  profession.'  So  this  category  also 
is  of  minor  significance.  The  extent  to 
which  legal  abortions  have  replaced  illegal 
procedures  depends  primarily  on  the  num- 
ber of  illegal  abortions  in  the  community 
prior  to  legalization,  as  well  as  on  the 
relative  costs  and  circumstances  under 
which  legal  abortions  can  be  obtained.  It 
has  been  suggested  that  legal  abortion  has 
led  to  a  relaxation  of  contraceptive  effort; 
the  existence  of  such  a  change  in  behavior, 
however,  has  not  been  demonstrated. 

Our  estimate  of  67,400  legal  abortions 
of  resident  women  from  July  1,  1970  to 
June  .30,  1971  represents  an  increment  of 
about  65,000  over  those  performed  during 
the  preceding  12  months.  Most  pregnan- 
cies terminated  during  the  12  months  end- 
ing June  30,  1971  would  have  produced 
full-term  infants  during  1971.  The  num- 
ber of  live  births  registered  in  New  York 
City  during  that  year  was  about  131,900, 
compared  with  149,200  in  1970,  indicat- 
ing a  decline  of  17,300  births,  or  11.6  per- 
cent. Application  of  the  age-specific  fertil- 
ity rates  of  1970  to  the  age  distribution  of 
women  in  1971  generates  an  expected 
total  of  150,700  births,  thus  creating  an 
imputed  decline  of  18,800  births,  or  12.6 
percent. 

Accepting  the  actual  decline  of  17,300 
births  in  New  York  City  from  1970  to  1971 
and  the  imputed  decline  of  18,800  as  a 
first  approximation  of  the  range  of  the 
number  of  births  prevented  or  postponed 
by  legal  abortion,  (he  next  step  is  to  esti- 
mate the  number  of  abortions  required  to 
achieve  this  decline.  Since  most  legal  abor- 
tions in  New  York  City  appear  to  involve 
either  women  who  practiced  contracep- 
tion more  or  less  consistentlv,  or  else  un- 
married primigra\'idae  (women  pregnant 
for  the  first  time),  whose  exposure  to  the 
risk  of  conception  may  be  assumed  to  re- 
main relatively  infrequent,  a  ratio  of  1.2 
abortions  replacing  one  live  birth  is  prob- 
ably an  appropriate  estimate.'  Hence, 
20,800-22,600  legal  abortions,  or  32-35 
percent  of  the  increment  of  65,000  legal 
abortions  from  1969-1970  to  1970-1971. 
may  have  been  required  to  prevent  17,300- 
18,800  births  six  months  later.  This  esti- 
mate suggests  that,  during  the  first  year 


under  the  new  law,  between  42,400  and 
44,200  of  the  legal  abortions  of  New  York 
City  residents  involved  pregnancies  which, 
without  legalization,  would  have  been  ter- 
minated by  illegal  abortion,  or,  possibly, 
included  some  pregnancies  resulting  from 
a  deterioration  of  contraceptive  practice. 

During  the  second  year  under  the  lib- 
eralized abortion  law,  the  estimated  num- 
ber of  abortions  of  New  York  City  resi- 
dents was  75,100.  representing  an  increase 
of  7,700  over  the  cortesponding  total  for 
the  preceding  12  months.  Live  births  dur- 
ing 1972  numbered  115..500.  representing 
a  decline  of  16,400  from  the  131,900 
births  registered  in  1971.  Application  of 
the  age-specific  fertility  rates  of  1971  to 
the  projected  age  distribution  of  women 
in  1972  generates  a  total  of  134,500  ex- 
pected births,  19,000  more  than  the  num- 
lier  registered  in  1972.  Given  this  range, 
the  decline  in  the  number  of  births  from 
1971  to  1972  would  be  from  2.1  to  2.5 
times  the  estimated  increment  in  the  num- 
ber of  legal  abortions  among  local  resi- 
dents six  months  earlier. 

Unless  we  are  willing  to  concede  that 
our  estimates  of  abortions  among  residents 
of  New  York  City  are  so  far  off  the  mark 
in  1970-1971  and/or  1971-1972  as  to  be 
worthless  as  indications  of  the  true  levels, 
we  are  forced  to  accept  the  following  three 
conclusions: 

•  There  is  no  evidence  that  the  number  of 
pregnancies  increased  during  the  second 
year  of  the  hberalized  abortion  law,  which 
makes  it  highlv  unfikely  that  a  significant 
number  of  pregnancies  resulting  from  a 
deterioration  of  contraceptive  practice  oc- 
curred e\en  during  the  first  year.  Hence, 
virtually  all  of  the  increment  in  legal  abor- 
tions in  1970-1971  which  did  not  replace 
unwanted  or  mistimed  (mostly  out-of- 
wedlock)  births  terminated  pregnancies 
which  would  otherwise  have  been  termi- 
nated by  illegal  abortions  in  the  earlier 
period. 

•  It  is  unlikely  that  the  sharp  decline  in 
illegal  abortion  from  1969-1970  to  1970- 
1971  continued  in  the  next  12  months, 
partly  because  illegal  abortions  had  al- 
ready reached  a  low  level. ^'^ 

•  Changes  in  reproductive  behavior  other 
than  more  frequent  legal  abortions  con- 
tributed significantly  to  the  decline  in  the 
number  of  births  in  New  York  City  from 
1971  to  1972.  If  the  proposition  is  ac- 
cepted that  1.2  abortions  were  required 
to  replace  one  birth,  about  6,400  births 
were  prevented  by  the  increment  of  7,700 
legal  abortions  from  1970-1971  to  1971- 
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1972,  or  fewer  if  illegal  abortions  con- 
tinued even  a  modest  decline.  This  leaves 
a  residual  of  at  least  10,000  and  perhaps 
as  many  as  12,600  births  prevented  or 
postponed  by  other  changes  in  reproduc- 
tive behavior. 

The  most  easily  demonstrable  among 
these  other  changes  would  be  widespread 
postponement  of  marriage,  indicated  by  a 
sharp  decline  in  the  number  of  marriages. 
Such  a  decline,  however,  did  not  occur  in 
New  York  Citv:  The  total  number  of  mar- 
riages dropped  by  about  1.000,  from  a 
high  of  77,300  in  1970  to  76.300  in  the 
following  year.  It  appears  unlikely  that 
this  minor  decline  contributed  significantly 
to  the  much  greater  reduction  in  the  num- 
ber of  births  during  the  following  year. 

Other  changes  in  reproductive  behavior 
are  less  easily  demonstrated  or,  for  that 
matter,  refuted.  Most  important  among 
these  would  be  a  more  general  and/or 
more  effective  practice  of  fertility  regula- 
tion, which  in  turn  could  reflect  changing 
preferences  in  regard  to  family  size  and 
birth  spacing  as  well  as  increasing  avail- 
ability of  highlv  effective  contraceptive 
methods,  including  a  growing  acceptance 
of  surgical  sterilization.'^  A  five  percent 
decline  in  employment  in  New  York  City 
from  1969  to  1971  doubtless  contributed 
to  the  decisions  of  many  couples  to  post- 
pone childbearing.'- 

Demonstrable  or  not,  these  factors  must 
have  been  operative  on  a  major  scale  in 
1971-1972  and  probably  also  in  1970- 
1 97 1 .  Hence,  our  original  estimate  of 
17,300  to  18,800  unwanted  births  pre- 
vented or  postponed  by  legal  abortions 
during  the  first  vear  of  the  liberal  abortion 
law  is  probably  too  high,  and  the  corre- 
sponding estimate  of  42,400  to  44,200 
illegal  abortions  replaced  by  legal  abor- 
tions, too  low.  We  may  assume  —  arbitrar- 
ily and  solely  for  purposes  of  illustration  — 
that  the  impact  in  1971  of  changes  in  re- 
producti\'e  behavior  other  than  increased 
utilization  of  legal  abortion  was  one-half 
of  what  it  appears  to  have  been  in  1972, 
or  the  equivalent  of  5,000-6,300  fewer 
births.  Under  this  assumption,  the  unex- 
plained decline  in  the  number  of  births 
from  1970  to  1971  would  be  in  a  range 
from  1 1,000  to  13,800;  the  number  of  legal 
abortions  required  to  achieve  this  decline 
would  be  somewhere  between  13,200  and 
16,600,  or  20-25  percent  of  the  increment 
of  65,000  legal  abortions  over  those  per- 
formed during  1969-1970:  and  the  num- 
ber of  illegal  abortions  replaced  bv  legal 
abortions  would  be  on  the  order  of  48,400- 


51,800.  The  latter  estimate,  more  appro- 
priately approximated  by  an  order  of  mag- 
nitude of  about  50,000.  may  also  serve  as 
an  indication  of  the  minimum  number  of 
illegal  abortions  involving  residents  of 
New  York  City,  which  had  been  obtained 
locally  or  elsewhere  prior  to  the  liberaliza- 
tion of  the  abortion  law  in  1970. 


Summary 

Over  the  two-year  period  from  1970  to 
1972,  the  annual  number  of  hve  births  in 
New  York  City  declined  by  33,700  (or 
23  percent),  from  149.200  in  1970  to 
115,500  in  1972.  If  the  changes  in  age 
distribution  of  the  female  population  are 
taken  into  account,  the  birth  decline  in- 
creases to  37,800  (or  25  percent).  Ac- 
cording to  our  estimates,  the  greater  utili- 
zation of  legal  abortion,  made  possible  by 
the  liberahzation  of  the  law  in  1970,  ac- 
counted for  about  one-half  of  the  decline 
-on  the  order  of  17,000-21,000  births; 
other  changes  in  reproductive  behavior 
accounted  for  the  remainder.  A  far  more 
significant  effect  of  liberalization  of  the 
abortion  law  has  been  the  replacement  of 
dangerous,  discriminatory,  undignified 
and  costly  illegal  abortions  by  legal  abor- 
tions performed  under  medical  auspices, 
accessible  to  and  utilized  bv  all  the  city's 
economic  and  ethnic  groups,  as  well  as  by 
many  women  from  other  states.  Approxi- 
mately 70  percent  of  the  legal  abortions  of 
resident  women  performed  under  the 
1970  law  replaced  illegal  abortions— about 
50,000  illegal  procedures  each  year. 
Finally,  there  is  no  indication  that  easier 
access  to  legal  abortion  has  led  to  a  wide- 
spread deterioration  of  contraceptive  prac- 
tice. On  the  contrary,  indirect  evidence 
suggests  that,  overall,  contraceptive  prac- 
tice improved  markedly  between  the  first 
and  second  years  of  the  liberalized  abor- 
tion law,  perhaps  related  to  the  contracep- 
tive counseling  which  is  provided  in  most 
of  New  York's  well-run  abortion  services. 
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Dr.  Ttetze.  It  is  a  2-year  experience.  I  do  not  think  I  could  have 
made  the  estimate  if  we  had  not  had  the  very  unique  situation  in 
New  York  that  in  the  first  year  of  the  liberalized  abortion  law,  1970- 
71,  the  number  of  legal  abortions  was  much  greater  than  the  corres- 
ponding decline  in  the  number  of  births,  but  in  the  next  year,  the 
decline  in  the  number  of  births  was  2.5  times  the  increment  of  abor- 
tions. 

The  remarkable  thing  in  New  York  is  that  the  number  of  legal 
abortions  on  resident  women  increased  by  about  65,000  during  the 
first  year  of  the  new  law,  but  in  the  next  year  the  incrementation 
was  only  7,700  and  by  the  third  year  it  had  dropped  to  less  than 
4,000.  In  other  words,  the  number  of  legal  abortion  is  leveling  out 
while  the  number  of  births  has  continued  to  decline. 

Senator  Bayh.  And  how  does  one  relate  the  decline  of  birth  rate 
to  other  figures  like  the  use  of  contraception,  changes  in  economic 
factors,  or  other  issues  affecting  prospective  parents  that  have  caused 
the  general  decline  in  the  birth  rate  throughout  the  country? 

How  do  you  nail  that  down  ? 

Dr.  TiETZE.  Well,  it  is  very  difficult  to  nail  it  down  because  of  the 
basic  fact  that,  by  the  nature  of  the  thing,  we  do  not  have  statistics 
on  the  number  of  illegal  abortions,  either  before  or  after  the  change 
in  the  law. 

Theoretically,  legal  abortions  can  do  three  things:  They  can  re- 
place illegal  abortions,  they  can  replace  live  births,  and  they  can 
terminate  pregnancies  which  occur  because  a  more  relaxed  legal 
posture  induces  people  to  be  less  careful  with  their  contraception.  My 
argimient  was  the  following:  We  know  the  decline  in  live  births 
corresponding  to  the  first  year  of  the  new  law,  and  I  could  estimate 
how  many  abortions  are  needed  to  replace  such  live  births,  thus  I 
could  estimate  the  numbers  of  legal  abortions  that  did  and  did  not 
replace  live  births. 

The  latter  would  either  have  replaced  illegal  abortions  or  any 
extra  pregnancies  resulting  from  the  hypothetical  deterioration  of 
contraception  practice.  However,  in  the  next  year  the  decline  in 
births  was  much  greater  than  the  increment  in  the  numer  of  abor- 
tions; it  was  therefore  clear  that  the  number  of  conceptions  had  de- 
clined for  other  reasons  than  the  increment  in  the  number  of  abor- 
tions. Ordinarily,  such  changes  in  reproductive  behavior  does  not 
happen  very  suddenly;  hence  I  estimated  that  the  same  forces  were 
already  operating  in  the  first  year  of  the  new  abortion  law,  on  the 
order  of  about  10,000  fewer  conceptions.  These  considerations  were 
the  basis  on  which  I  came  to  the  estimate  of  50,000  legal  abortions 
replacing  illegal  abortions. 

I  cannot  specify  what  are  the  factors  other  than  abortion  which 
produced  a  decline  in  the  number  of  births,  but  we  can  speculate  on 
them,  and  you  have  mentioned  some  of  them.  One  explanation  would 
be  a  decline  in  the  number  of  marriages.  There  was  such  a  decline 
from  1970  to  1971  but  it  was  rather  insignificant.  Another  reason — 
I  think  that  is  one  you  alluded  to,  sir — was  probably  a  more  wide- 
spread use  of  contraception  by  more  couples,  also  a  more  skillful  use, 
and  the  use  of  more  effective  methods.  During  the  period  under  con- 
sideration  surgical    sterilization,   especially    of   men,   became   quite 


15 

popular.  There  are  no  figures  available  for  New  York  City,  but  a 
total  of  some  700,000  vasectomies  was  mentioned  on  a  nationwide 
basis.  The  period  was  also  one  of  economic  difficulties,  so  it  is  very 
understandable  that  people  decided  to  postpone  children  which  they 
might  otherwise  wanted  to  have  in  1971  or  1972. 

Senator  Bath.  Thank  you. 

One  of  the  problems  the  Committee  is  confronting  is  the  conflict- 
ing figures  from  those  who  oppose  the  Court  decision  and  those 
who  support  it,  relative  to  the  whole  abortion  area.  That  is  why  I 
wanted  to  zero  in  on  that  particular  question,  as  well  as  some  others, 
if  I  might,  because  I  do  not  believe  any  of  the  reputable  people  that 
we  have  had  expressing  themselves  would  ihtentionally  distort  fig- 
ures. They  might  rely  on  different  sources. 

I  wonder  if  we  might  have  your  opinion,  Doctor,  inasmuch  as 
you  have  probably  had  as  good  a  chance  as  anybody  in  the  world 
to  examine  the  way  other  countries  handle  this  problem,  and  the 
way  they  report  it. 

Could  you  give  us  the  benefit  of  your  thoughts,  sir,  as  to  the 
accuracy  of  the  reporting  procedures  that  we  are  now  relying  on  for 
data  on  the  impact  of  abortions.  For  instance,  how  accurate  are 
doctors  filing  abortion  death  certificates;  who  reviews  and  examines 
these  records  on  a  local,  state,  or  national  basis;  how  accurate  is 
the  review — you  mentioned  in  your  testimony  that  you  were  going 
to  give  us  information  relative  to  other  countries,  and  compare  the 
health,  sanitation,  and  other  features  that  might  be  relevant  in  com- 
paring foreign  data  with  U.S.  data.  How  do  we  really  get  to  the 
nitty-gritty  of  the  truth  as  it  is,  rather  than  as  it  may  be  misreported 
inadvertently  ? 

Dr.  TiETZE.  I  should  like  to  do  that,  and  I  shall  concentrate  on 
the  comparison  of  U.S.  with  foreign  data,  because  Dr.  Tyler,  who  is 
with  the  U.S.  Public  Health  Service  is  far  better  qualified  to  discuss 
the  internal  U.S.  situation. 

Senator  Bath.  Excuse  me  for  interrupting, 

It  has  been  suggested  to  the  committee  by  one  of  our  witnesses  that 
where  abortion  is  legal,  the  number  of  illegal  abortions,  is  still  alarm- 
ingly high. 

Is  that  true  or  false?  Can  one  compare  illegal  abortions  in  Japan 
with  illegal  abortions  in  the  United  States  ? 

In  addresing  yourself  to  the  comparison  of  other  data,  I  wish  you 
would  touch  on  that  one  factor,  please. 

Dr.  Teetze.  You  are  correct.  Abortion  in  Japan  is  legal.  While 
the  relevant  paragraph  of  the  law  requires  that  the  mother's  health 
be  endangered  either  by  medical  or  economic  grounds,  this  has  been 
interpreted  as  permitting  abortion  on  request  and  it  is  so  handled. 

Hence,  all  abortions  in  Japan  are  legal,  but  not  all  of  them  are 
reported.  The  number  of  reported  abortions  under  the  eugenic  pro- 
tection law,  which  is  the  title  of  their  law,  increased  to  about  1% 
million  in  the  midle  fifties  and  has  since  declined  to  somewhere  in 
the  vicinity  of  740,000.  However  Japanese  scholars  have  pointed  out. 
among  other  things,  that  the  differences  in  the  reported  incidence  of 
abortion  in  the  different  prefectures  are  far  greater  than  one  could 
expect  on  the  basis  of  economic  and  social  differences  between  the 
prefectures. 
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A  very  reputable  Japanese  scholar,  Minoru  Muramatsu  has  tried 
in  various  ways  to  make  estimates  of  the  true  figure  in  excess  of  3 
million,  which  is  four  times  the  reported  number  of  legal  abortions. 

Senator  Bayh.  I  am  sorry,  Doctor.  You  said  four  times  the  number 
of  legal  abortions  ? 

Dr.  TiETZE.  I  said  the  number  of  legal  abortions  reported. 

Senator  Bath.  I  am  sorry ;  I  did  not  catch  that. 

Dr.  TiETZE.  The  reported  number  is  now  about  740,000  and  the 
total  number  estimated  by  Muramatsu  is  in  the  vicinity  of  3  million. 

Senator  Bath.  You  say  that  these  are  legal  abortions  under  the 
normal  sterile  conditions  but  not  reported?  What  we  are  concerned 
about  is  how  many  of  the  kitchen  table  butchers  are  there  in  Japan 
right  now  ? 

Dr.  TiETZE.  These  are  abortions  done  by  physicians  licensed  to 
perform  abortions,  i.e.,  trained  gynecologists.  It  is  said,  but  of  course 
it  cannot  be  proven,  that  the  Japanese  equivalent  of  the  Internal 
Revenue  Service  is  checking  the  numbers  of  abortions  reported  by 
doctors  versus  the  income  that  they  admit  to  and  if  the  discrepancy 
is  too  great  the  doctors  may  be  in  trouble. 

Now,  as  for  deaths,  the  Japanese  cause-of-death  statistics  have 
been  very  good  for  a  long  time,  and  can  be  related  to  the  number  of 
abortions.  I  have  shown  such  figures  in  the  abortion  factbook.  Be- 
cause there  is  agreement  among  the  Japanese  public  health  people 
that  the  reporting  of  death  is  more  complete  than  the  reporting  of 
abortions,  the  Japanese  abortion  mortality  rate  which  has  been  less 
than  five  per  100,000  since  1960,  is  actually  even  lower.  Because  of 
the  doubt  that  surrounds  the  Japanese  abortion  statistics,  I  have 
not  included  them  in  this  selection  of  data  which  I  have  put  together 
here — I  believe  you  have  a  copy  of  them. 

Senator  Bath.  Yes ;  I  want  to  be  sure  we  put  that  in  the  record. 

[The  material  referred  to  follows :] 
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FOREWORD 

In  the  United  States,  as  in  many  other  countries,  the  ap- 
propriate public  policy  to  be  taken  with  regard  to  induced 
abortion  has  become  a  matter  of  growing  concern  in 
recent  years.  The  philosophical  and  ethical  issues  have 
been  analyzed  and  re-analyzed,  argued  and  re-argued, 
but  no  resolution  is  in  hand  or  in  prospect.  Perhaps  tor 
this  reason  more  attention  has  recently  been  given  to 
the  social,  demographic,  and  medical  aspects  of  the 
matter.  This  publication  is  a  pioneering  study  to  that 
end. 

It  is  a  study  of  who  secured  legal  abortions  in  the 
United  States,  under  what  institutional  conditions,  when 
in  the  course  of  the  pregnancy,  by  what  medical  means, 
and  with  what  medical  complications  if  any.  It  is,  to  our 
knowledge,  the  largest  such  study  ever  undertaken  on 
the    subject.    Certainly    it    is    the    most   comprehensive 


evaluation  of  the  early  medical  complications  of  legal 
abortion. 

The  study  is  a  model  of  how  systematic  collaboration 
can  be  carried  out  by  a  large  number  of  investigators  in 
a  complex  research  effort.  It  is  also  a  model  of  how  a 
body  of  valid  information  can  be  expeditiously  gathered, 
analyzed,  and  presented  as  a  guide  to  the  formulation 
of  medical  and  public  policy. 

As  part  of  its  effort  to  provide  sound  information  on 
population-related  problems  and  as  its  first  major  re- 
search project  in  the  abortion  field,  the  Population 
Council  is  proud  to  present  this  report.  We  are  indebted 
to  the  participating  investigators  and  the  authors  for 
this  contribution  to  knowledge. 

Bernard  Berelson 

President 

The  Population  Council 
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Summary  and  Conclusions 

A  total  of  72,988  abortions,  performed 
from  I  July  1970  to  30  June  1971,  about 
one-seventh  of  all  legal  abortions  in  the 
United  States  during  that  period,  was  re- 
ported by  66  institutions  participating  in 
the  Joint  Program  for  the  Study  of  Abor- 
tion (JPSA),  sponsored  by  the  Population 
Council. 

The  major  findings  and  conclusions  are : 

1.  Although  the  type  of  patient  most 
frequently  seen  in  JPSA  institutions  was  a 
young,  single,  white  woman,  pregnant  for 
the  first  time  and  aborted  as  a  private 
patient,  the  proportions  of  married, 
black,  parous,  and  nonprivate  patients  in- 
creased significantly  in  the  course  of  one 
year,  with  little  change  in  the  age  distribu- 
tion of  the  women  (Tables  1,  32). 

2.  About  three  out  of  four  abortions 
were  performed  in  the  first  trimester  (12 
weeks)  of  pregnancy;  the  proportion  of 
early  abortions  increased  substantially 
over  the  year  (Tables  5,  32). 

3.  Late  abortions  were  most  frequent 
among  women  under  18  years  of  age,  non- 
private  patients,  black  women,  and 
mothers  who  had  had  six  or  more  chil- 
dren (Table  6). 

4.  Most  abortions  in  the  first  trimester 
were  performed  by  suction  (vacuum  aspi- 
ration) and  most  abortions  at  17  weeks  or 
later,  by  saline.  Classical  dilatation  and 
curettage  (D  &  C)  accounted  for  4.5  per- 
cent of  all  abortions  and  hysterotomy  and 
hysterectomy  together,  for  2.4  percent. 
Over  the  year,  the  share  of  the  last  three 
procedures  was  almost  halved  (Tables 
7,  32). 

5.  The  incidence  of  early  medical  com- 
plications, including  minor  complaints, 
during  the  first  trimester  of  pregnancy  was 
on  the  order  of  one  in  20  abortions;  the 
incidence  of  major  complications,  as  de- 
fined in  this  report,  was  one  in  200  abor- 
tions (Tables  15,  34). 

6.  The  risk  to  health  associated  with 
abortions  was  three  to  four  times  as  high 
in  the  second  trimester  of  pregnancy  as  in 
the  first  trimester  (Tables  15,  34). 

7.  Complication  rates  were  higher  for 
abortions  performed  at  six  weeks'  gesta- 
tion or  less,  than  at  seven  to  ten  weeks' 
gestation,  especially  for  major  complica- 
tions. However,  the  complication  rates 
were  far  lower  for  the  earliest  abortions 
than  for  abortions  in  the  second  tri- 
mester (Tables  15,  34). 

8.  As  might  be  expected,  the  risk  of 
postabortal  complications,  and  particu- 
larly major  complications,  was  higher  for 
women  with  known  preexisting  complica- 


tions than  for  apparently  healthy  women 
(Table  16). 

9.  Nonprivate  patients  had  significantly 
higher  complication  rates  than  private  pa- 
tients, especially  for  abortions  in  the 
second  trimester  (Tables  17,  35). 

10.  Complication  rates  were  lowest  for 
abortions  by  suction,  followed  in  ascend- 
ing order  by  classical  D  &  C,  saline, 
hysterotomy,  and  hysterectomy  (Tables 
18,  19). 

11.  Complication  rates  in  the  second 
trimester  increased  markedly  with  age  of 
woman  and  parity;  for  the  first  trimester, 
there  was  no  association  with  parity  and  a 
slight  downward  trend  with  age  of  woman 
(Tables  20,  21). 

12.  The  incidence  of  complications  in- 
creased markedly  when  abortion  by  suc- 
tion or  D  &  C  was  combined  with  tubal 
sterilization,  except  for  sterilization  by 
laparoscopy  (Table  22  and  p.  112). 

1 3.  Complication  rates  for  abortions  by 
suction  were  lowest  at  seven  to  eight 
weeks'  gestation,  from  which  point  they 
increased  steadily  to  15  weeks  or  more; 
this  trend  was  repeated  with  minor  irregu- 
larities for  specific  types  of  complications 
(Tables  24,  25). 

14.  Complication  rates  for  abortions  by 
suction,  excluding  women  with  preexist- 
ing complications,  or  sterilizing  opera- 
tions, or  both,  were  lower  for  clinics  than 
for  hospitals  and  lower  for  hospital  out- 
patients than  for  hospital  inpatients. 
These  differentials  were  due  in  part  to 
variations  in  periods  of  gestation  and  in 
type  of  service  (private  versus  nonprivate). 
Other  factors  that  probably  contributed 
to  the  differentials  were:  (a)  more  rigorous 
selection  of  patients,  (b)  greater  experi- 
ence of  physicians,  and  (c)  less  complete 
recording  of  complications.  (Tables  27, 
28.) 

15.  Local  anesthesia  was  associated 
both  with  a  higher  incidence  of  complica- 
tions than  general  anesthesia  at  each 
period  of  gestation  among  patients 
aborted  by  suction,  and  with  a  notably 
higher  rate  of  repeat  curettage  (Table  31). 

16.  Complication  rates  for  abortions  by 
suction  declined  approximately  50  percent 
from  the  third  quarter  of  1970  to  the 
second  quarter  of  1971  (Table  33). 

Participating  Institutions 

Of  the  66  JPSA  institutions,  60  were 
teaching  hospitals  and  six  were  facilities 
not  located  in  hospitals,  designated  as 
clinics  throughout  this  report.  Almost 
one-half  (29)  of  the  hospitals  and  five  of 
the  clinics  were  in  New  York  State.  Of  the 


remainder,  25  institutions  were  in  the  fol- 
lowing five  states:  California,  9;  Pennsyl- 
vania, 6;  District  of  Columbia,  5;  Mary- 
land, 3;  and  Massachusetts,  2,  In  addi- 
tion, one  hospital  was  located  in  each  of 
the  following  states:  Arizona,  Connecti- 
cut, Hawaii,  Kansas,  North  Carolina, 
Oregon,  and  Washington, 

Most  participating  institutions  reported 
between  5(X)  and  2,000  abortions  each 
during  the  period  of  the  study.  The  distri- 
bution by  number  of  abortions  performed 
was: 


Abortions 


institutions 


Less  than  500 
500-999 
1,000-1,999 
2,000  or  more 


About  80  percent  of  the  72,988  abor- 
tions were  performed  in  the  60  JPSA  hos- 
pitals, and  20  percent  in  the  6  clinics,  with 
one  clinic  accounting  for  about  one-half 
of  all  abortions  performed  in  clinics. 
Sixty-one  percent  of  the  abortions  were 
performed  in  institutions  in  New  York 
State,  an  additional  12  percent  in  Cali- 
fornia, and  the  remaining  27  percent 
elsewhere. 

Although  hospitals  participated  in 
JPSA  for  varying  periods  of  time  during 
the  12-month  period  from  mid-1970  to 
mid-1971,  data  on  such  parameters  as  age, 
prior  pregnancies,  marital  status,  period 
of  gestation,  and  primary  procedure  were 
quite  similar  for  hospitals  reporting  dur- 
ing the  full  year  and  those  reporting  for 
shorter  periods.  It  can  be  assumed,  there- 
fore, that  the  combined  data  for  all  hos- 
pitals are  representative  of  all  abortions 
performed  during  1970-1971  in  all  JPSA 
hospitals. 

Participants  in  JPSA  included  strongly 
research  oriented  institutions  connected 
with  medical  schools,  municipal  and 
county  hospitals  providing  service  to 
large  numbers  of  indigent  patients,  and 
hospitals  operating  under  private  group 
health  insurance  plans.  One  important 
type  of  hospital  not  represented  in  JPSA 
was  the  proprietary  hospital  specializing 
in  abortion  services. 

Although  distributions  of  the  JPSA 
women  by  most  demographic  character- 
istics were  quite  similar  in  the  participat- 
ing hospitals,  the  distributions  differed  on 
such  variables  as  type  of  service  (the  range 
was  from  no  private  patients  in  some  hos- 
pitals to  all  private  patients  in  others)  and 
ethnic  group  (black  women  constituted 
less  than  1  percent  of  the  patients  in  some 
hospitals  and  95  percent  in  other  hos- 
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pitals  and  women  in  other  ethnic  groups 
ranged  from  a  fraction  of  1  percent  to 
58  percent). 

JPSA  data  on  clinics  cannot  be  con- 
sidered as  representative  of  all  clinic  ex- 
f)ericnce  for  the  following  reasons: 

•  The  participating  clinics  were  those 
willing  to  cooperate  and  capable  of  set- 
ting up  and  maintaining  adequate  record- 
keeping systems. 

•  More  than  one-half  of  the  abortions 
were  performed  in  one  clinic  with  an  out- 
standing reputation  for  quality  care. 

■  Several  of  the  clinics  entered  the  pro- 
gram during  the  last  few  months  of  its 
operation.  (One  clinic  reported  1,649  pa- 
tients treated  by  its  staff  in  a  hospital 
with  which  the  clinic  was  affiliated.  These 
patients  were  included  with  other  hos- 
pital private  patients  but  the  affiliated 
hospital  was  not  counted  as  one  of  the  60 
JPSA  hospitals.)  Data  on  abortions  per- 
formed in  physicians'  offices  were  not 
collected  by  JPSA. 

Organization  and  Method 

JPSA  was  organized  for  the  purpose  of 
collecting,  analyzing,  and  disseminating 
information  on  early  postabortal  mor- 
bidity when  the  number  of  legal  abortions 
was  increasing  rapidly  following  the  liber- 
alization of  abortion  laws  in  several  states. 
The  need  for  this  information  became 
urgent  after  the  enactment  of  a  law  in 
New  York  State,  effective  1  July  1970, 
authorizing  abortion  by  a  licensed  phy- 
sician at  the  request  of  the  pregnant 
woman. 

To  initiate  the  program,  the  Population 
Council  sent  letters  setting  forth  the  need 
for  information  on  early  morbidity  asso- 
ciated with  abortions  performed  under 
medical  auspices  to  the  chiefs  of  the  De- 
partments of  Obstetrics  and  Gynecology 
(Ob/Gyn)  of  some  300  teaching  hospitals 
throughout  the  United  States  and  inviting 
their  participation  in  a  cooperative  study. 
The  hospitals  participating  in  JPSA 
undertook  to  complete  and  forward  to  the 
Council,  on  a  form  designed  and  pro- 
vided for  that  purpose,  a  brief  abstract  of 
the  medical  chart  of  each  patient  who  was 
aborted,  to  maintain  adequate  record- 
keeping systems,  and  to  set  up  suitable 
follow-up  procedures.  Most  of  the  hos- 
pitals expected  to  perform  at  least  500 
abortions  during  the  course  of  one  year. 
As  a  rule,  hospitals  that  expected  to  per- 
form less  than  500  abortions  per  year 
were  excluded  from  the  survey  because  of 
the  high  cost  per  case;  a  few  such  hos- 


pitals were  included  to  improve  JPSA's 
geographic  coverage. 

Meetings  of  investigators  were  held  in 
the  late  summer  and  early  fall  of  1970.  in 
New  York  City  for  those  located  in  the 
eastern  states,  and  in  San  Francisco  for 
those  west  of  the  Mississippi.  The  hos- 
pitals were  represented  by  a  principal  in- 
vestigator, usually  the  Ob/Gyn  chief,  who 
was  to  have  the  overall  responsibility  for 
JPSA  in  his  hospital,  and  a  program 
director,  appointed  by  the  principal  in- 
vestigator, who  had  the  responsibility  for 
completing  the  records,  maintaining  filing 
systems,  and  instituting  follow-up  pro- 
cedures. The  final  form  of  the  JPSA 
record,  recommended  record-keeping  pro- 
cedures, instructions  for  filling  out  JPSA 
records,  and  financial  arrangements  for 
payment  were  discussed  at  these  meetings. 

To  allow  time  for  information  on  the 
postabortal  course  of  the  patient  to  be 
entered  on  the  JPSA  record,  investigators 
were  asked  to  retain  records  for  four  to 
six  weeks  after  the  procedure  before  mail- 
ing them  to  the  Council.  A  separate  form 
was  also  provided  for  additional  informa- 
tion obtained  by  the  hospital  after  the 
JPSA  record  had  been  mailed. 

Since  the  printed  JPSA  forms  were  not 
available  until  October,  it  was  agreed  that 
some  hospitals  with  good  medical  records 
would  fill  out  JPSA  forms  retroactively 
starting  with  1  July  1970. 

The  JPSA  record  was  printed  on  three 
sides  on  heavy  paper,  folded  to  an  8.5 
by  14  inch  size,  with  a  detachable  3  inch 
stub  at  the  top.  The  stub,  which  con- 
tained the  identifying  information  on  the 
patient,  was  retained  at  the  hospital,  and 
the  record  itself  was  mailed  to  the  Coun- 
cil. The  record  and  the  stub  were  linked 
through  a  common  preprinted  number, 
thus  assuring  the  patient's  anonymity. 
The  JPSA  record  contained  information 
on  such  demographic  characteristics  as 
the  patient's  age  and  prior  pregnancies,  on 
preexisting  complications,  on  the  abortion 
procedure  and  such  associated  factors  as 
use  of  anesthesia  and  sterilization,  on 
postabortal  complications  and  their  treat- 
ment, and  on  follow-up,  including  re- 
admission  to  the  hospital. 

Since  hospital  charts  from  which  much 
of  the  information  for  the  JPSA  record 
was  obtained  do  not  ordinarily  contain 
data  on  such  socioeconomic  variables  as 
occupation  and  education,  type  of  service 
was  used  as  the  principal  indicator  of 
socioeconomic  status  within  the  JPSA 
population.  Patients  in  the  private  cate- 
gory were:  (1)  all  hospital  patients  who 


paid  for  their  own  care  or  who  were  in- 
sured with  private  carriers  and  (2)  all 
clinic  patients,  although  a  small  number 
of  the  latter  group  may  have  been  served 
without  charge.  All  of  the  patients  in  the 
nonprivate  category  were  hospital  pa- 
tients, including  all  staff  and  service  pa- 
tients, as  well  as  all  women  on  Medicaid 
and  Medi-Cal.  (It  was  felt  that  the  latter 
groups,  both  in  their  social  background 
and  in  the  care  they  received  at  the  hos- 
pital, were  closer  to  "ward  patients"  in 
the  traditional  sense  than  they  were  to 
private  patients.)  On  the  other  hand,  some 
women  who  would  have  been  eligible  for 
nonprivate  service  in  their  home  states 
had  to  pay  for  private  service  for  an  abor- 
tion outside  their  area  of  residence  and 
were,  therefore,  classified  as  private  pa- 
tients. For  these  reasons,  the  differences  in 
complication  rates  between  private  and 
nonprivate  patients  were  probably  smaller 
than  comparable  differences  between 
middle-class  and  medically  indigent 
women  in  the  general  population.  JPSA 
records  were  edited  and  coded  at  the 
Council,  and  queried  by  sending  to  the 
investigators  photocopies  of  pages  on 
which  missing  or  inconsistent  items  were 
marked. 

An  information  retrieval  system  was 
designed  to  support  the  JPSA  survey 
analysis.  It  was  implemented  on  the 
IBM/360  computer  operating  in  OS/MVT 
environment  at  the  Columbia  University 
Computer  Center.  The  system  was  written 
in  both  COBOL  and  FORTRAN  lan- 
guages so  that  changes  and  implementa- 
tions could  be  performed  easily  and  in 
minimal  time.  The  CROSSTAB  II,  a  re- 
port generation  system,  was  used  to  gener- 
ate the  reports. 

The  system  basically  comprised  four 
major  tasks  as  follows: 

Task  1:  Validation  of  survey  data:  all 
input  data  were  validated  for  coding 
errors  and  for  internal  consistency. 

Task  2:  Creation  and  periodic  update 
of  the  data  base. 

Task  3:  Generation  of  quality  control 
reports. 

Task  4:  Generation  of  survey  reports 
using  the  CROSSTAB  II  tabulation  sys- 
tem. 

Two  preliminary  reports  were  published 
in  July  and  October  1971  (/,  2).  Future 
JPSA  reports  will  deal  with  specific  as- 
pects of  abortion,  such  as  experience  with 
intra-amniotic  instillation  of  hypertonic 
saline  solution. 
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Demographic  Characteristics 

The  type  of  patient  most  frequently 
seen  in  the  JPSA  institutions  was  a  young, 
single,  white  woman,  pregnant  for  the  first 
time  (Table  I  and  Figure  I).  One  percent 
of  the  women  were  under  15  years  of  age 


Table  1.  Patients  willn  Induced  Abor- 
tions, by  Selected  Charac- 
teristics: Number  and  Per- 
cent 


at  the  time  of  the  abortion,  10  percent 
were  under  18  years,  24  percent  were  less 
than  20  years  of  age,  and  more  than  one- 
half  were  in  their  twenties.  Forty-seven 
percent  of  the  women  were  pregnant  for 
the  first  time;  slightly  less  than  4  percent 
had  been  pregnant  before  but  had  ter- 
minated all  prior  pregnancies  by  abortion. 
About  10  percent  had  had  at  least  four 
prior  births  and  somewhat  more  than  2 
percent  had  given  birth  to  six  or  more 
children. 

Single  women  represented  56  percent  of 
the  total;  currently  married  women,  30 
percent;  and  previously  married  women, 
14  percent.  Sixty-nine  percent  were  white, 
26  percent  were  black,  and  5  percent  be- 
longed to  other  ethnic  groups — mainly 
Puerto  Rican  and  Oriental. 

The  expected  correlations  among  such 
demographic  variables  as  age,  prior  preg- 
nancies, and  marital  status  were  found 
among  the  JPSA  patients.  Young  women 
under  25  years  of  age  tended  to  be  single 
and  pregnant  for  the  first  time;  older 
women  were  more  likely  to  have  given 
birth  and  to  be,  or  to  have  been,  married. 
Nine  out  of  ten  primigravidae  (women 
pregnant  for  the  first  time)  were  single  and 
three  out  of  four  single  women  had  ex- 
perienced no  previous  pregnancies.  The 
proportions  less  than  18  years  old,  parous, 
and  widowed,  divorced,  or  separated 
were  higher  for  black  women  than  for 
other  JPSA  patients. 

Private  patients,  including  all  clinic  pa- 
tients, represented  about  three-fifths  of  the 
total  JPSA  population.  Comparing  pri- 
vate and  nonprivate  patients,  the  women 
in  the  nonprivate  group  were  considerably 


Table  2.  Private  and  Nonprivate  Patients  with  Induced  Abortions,  by  Selected 
Characteristics:  Number  and  Percent 


Characteristic 

Number 

Percent 

Age  (years) 

14  and  under 

760 

15-17 

6,412 

8.8 

18-19 

10.524 

14.4 

20-24 

26.818 

36.8 

25-29 

14,033 

19.2 

30-34 

8.049 

11.0 

35-39 

4,569 

6.3 

40  and  over 

1,823 

2.5 

Prior  pregnancies 

None 

34,354 

47.1 

1  abortion  only 

2,455 

3.4 

2+  abortions  only 

374 

0.5 

1  birth 

1 1 ,328 

15.5 

2  births 

10,606 

14.5 

3  births 

6,808 

9.3 

4-5  births 

5.383 

7.4 

6+  births 

1,680 

2.3 

Marital  status 

Single 

40,814 

55.9 

Married 

21,843 

29.9 

Wid./div./sep. 

10,331 

14.2 

Ethnic  group 

White 

50,590 

69.3 

Black 

18,930 

25.9 

Other 

3,468 

4.8 

Type  of  service 

Private 

42,787 

58.6 

Nonprivate 

30,201 

41.4 

Residence 

Local 

45.129 

61.8 

Out-of-area 

27.859 

38.2 

All  patients 

72,988 

100.0 

Characteristic 


Age  (years) 

19  and  under 

20-29 

30  and  over 
Prior  pregnancies 

None 

1  +  abortions  only 

1+  births 
Marital  status 

Single 

Married 

Wid./div./sep. 
Ethnic  group 

White 

Black 

Other 
Residence 

Local 

Out-of-area 

All  patients 


Private 

Nonprivate 

Private 

Nonprivate 

10,831 
22.927 
9,029 

6,865 
17,924 
5,412 

25.3 
53.6 

21.1 

22.7 
59.3 
18.0 

24.092 
1.663 
17,032 

10,262 
1,166 
18,773 

56.3 
3.9 
39.8 

34.0 
3.8 
62.2 

24,823 
13,628 
4,336 

15,991 
8,215 
5,995 

58.0 
31.9 
10.1 

52.9 
27.2 
19.9 

35,564 
5,484 
1,739 

15,026 

13,446 

1,729 

83.1 
12.8 
4.1 

49.8 

44.5 

5.7 

20,374 
22,413 

24,755 
5,446 

47.6 
52.4 

82.0 
18.0 

more  often  black,  from  disrupted  mar- 
riages, and  parous  (Table  2).  Private  pa- 
tients were  three  times  as  likely  to  be  from 
out-of-area  as  were  nonprivate  patients. 
The  age  patterns  for  the  two  groups  and 
the  proportions  of  single  and  currently 
married  women  were  similar. 

Local  patients  also  made  up  about 
three-fifths  of  the  total  population;  two 
out  of  five  lived  out-of-area,  as  defined  by 
each  institution  in  terms  of  its  customary 
area  of  service,  which  may  or  may  not  be 
determined  by  city,  county,  or  state 
boundaries.  Compared  with  out-of-area 
women,  local  residents  were  older  and 
more  frequently  parous,  currently  or 
previously  married,  nonwhite,  and  on 
nonprivate  service  (Table  3).  The  fact 
that  88  percent  of  the  clinic  patients  were 
nonresidents  and  that  clinic  patients 
tended  to  be  young,  single,  white,  preg- 
nant for  the  first  time,  and  that  all  were 
private  patients  by  definition,  contributed 
to  the  differences  between  the  two  resi- 
dence groups.  These  differences  were  par- 
ticularly marked  by  ethnic  group  and  type 
of  service,  where  the  proportions  of  black 
and  of  nonprivate  patients  were  about 

Figure  1.  Percent  Distribution  of  Pa- 
tients with  Induced  Abor- 
tions, by  Age,  Prior  Preg- 
nancies, Marital  Status, 
Ethnic  Group,  Type  of 
Service,  and  Residence 


Age  (years) 

1517 
18  19 
2024 
25-29 
3034 
3539 
5  40 

Prior  pregnancies 

None 

1  Abortion  only 

2+  Abonions  only 

1  Birth 

2  Births 

3  Births 
4  5  Births 

6t  Births 

Marital  status 

Single 

Married 

Widowed/divorced/ 

separated 

Ethnic  group 

White 
Black 
Other 

Type  of  service 

Non  private 
Residence 

Local 
Out-of-area 

^ 

1 

2 
1 

1 

1 

3 

1 

1 

1          i-'.V 

1          1 

100 
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three  times  as  high  for  local  patients  as 
for  out-of-area  women. 

Preexisting  Complications 

The  total  number  of  women  with  pre- 
existing medical  or  gynecological  compli- 
cations, thought  to  increase  the  risk  of 
surgery  or  the  duration  of  hospital  stay, 
was  3,047,  or  4.2  percent  of  all  patients. 
While  neither  the  nature  nor  the  severity 
of  the  complications  was  fully  specified  in 
all  cases,  several  major  categories  re- 
ported by  the  participating  investigators 
could  be  identified,  as  shown  below  in 
rounded  numbers.  The  remaining  con- 
ditions fall  into  a  large  number  of  small 
categories. 

Diseases  of  circulatory  system 


Heart  disease 

400 

Hypertension 

170 

Other 

130 

Total 

700 

Diseases  of  genital  system 

Uterine  fibroma 

250 

Other 

350 

Total 

600 

Asthma 

250 

Diseases  of  urinary  system 

200 

Anemia 

200 

Diabetes  mellitus 

150 

Mental  disorder 

120 

Epilepsy 

100 

Three  additional  types  of  preexisting 
complications  were  not  discovered  until 
the  time  of  the  primary  procedure  or  even 
later:  ectopic  pregnancy,  hydatidiform 
mole,  and  congenital  malformations  of 


the  uterus.  Seventeen  ectopic  pregnancies 
were  reported.  Of  these,  three  underwent 
salpingectomy  immediately  and  four, 
later,  including  one  woman  who  appar- 
ently had  a  tubal  abortion  prior  to  the 
attempted  evacuation  of  the  uterus.  Nine 
of  the  women  experienced  rupture  of 
their  ectopic  pregnancies  within  three 
weeks  of  the  primary  procedure.  The  out- 
come was  not  reported  for  one  case. 
Hydatidiform  moles  were  diagnosed  in  12 
cases.  Total  abdominal  hysterectomy  was 
reported  in  two  of  these  cases;  the  other 
ten  women  were  still  under  observation 
when  the  hospital  submitted  the  history. 
Uterine  anomalies  were  reported  in  44 
cases,  usually  diagnosed  as  bicornuate, 
septate,  or  "double"  uterus,  of  which  38 
were  associated  with  suction  or  D  &  C. 

One  additional  category  with  a  pre- 
existing condition,  not  classified  as  a  com- 
plication, was  the  group  of  164  women, 
who  underwent  an  abortion  procedure 
because  they  were  misdiagnosed  as  preg- 
nant. Because  an  abortion  procedure  was 
performed  and  because  these  women  were 
subject  to  substantially  the  same  risks  as 
pregnant  women  undergoing  abortion, 
they  were  included  in  the  total  number  of 
aborted  women  and  any  complications 
they  experienced  were  included  with  post- 
abortal complications.  All  of  the  women 
in  the  nonpregnant  category  were  diag- 
nosed as  in  the  first  trimester  of  preg- 
nancy, representing  0.3  percent  of  the 
women  in  that  gestational  group. 

The  proportions  of  women  with  pre- 
existing complications  increased  sharply 
with  age  and  with  parity,  rising  from  less 
than  one  woman  in  30  among  the  young- 


Table  3.  Local  and  Out-of-Area  Patients  with  Induced  Abortions,  by  Selected 
Characteristics:  Number  and  Percent 


Characteristic 

Age  (years) 

19  and  under 

20-29 

30  and  over 
Prior  pregnancies 

None 

1  +  abortions  only 

1  +  births 
Marital  status 

Single 

Married 

WId./div./sep. 
Ethnic  group 

White 

Black 

Other 
Type  of  service 

Private 

Nonprivate 

All  patients 


Local       Out-of-area 


9,625 
25,983 
9,521 

18,202 
1,809 
25,118 

23,863 
14,176 
7,090 

26,175 
16,079 
2,875 

20,374 
24,755 


8,071 
14,868 
4,920 

16.152 
1,020 
10,687 

16,951 
7,667 
3,241 

24,415 

2,851 

593 

22,413 
5,446 


21.3 
57.6 
21.1 


52.9 
31.4 
15.7 

58.0 
35.6 


45.1 
54.9 


29.0 
53.4 
17.6 

58.0 
3.6 
38.4 

60.9 
27.5 
11.6 

87.7 
10.2 


80.5 
19.5 


est  women  and  those  with  no  previous 
pregnancies,  to  about  one  in  ten  among 
women  in  the  oldest  age  and  highest 
parity  groups  (Table  4).  Among  women 
with  previous  histories  of  two  or  more 
abortions  only  (with  no  births)  the  pro- 
portion with  preexisting  complications 
was  also  high  (9.1  percent);  one-third  of 
these  women  apparently  had  their  previ- 
ous pregnancies  terminated  because  of 
severe  and  permanent  physical  or  mental 
impairments.  Fewer  single  women  had 
preexisting  complications  than  married  or 
previously  married  women  because  single 
women  were  more  often  young  and  preg- 
nant for  the  first  time.  White  women  and 
those  on  private  service  were  apparently 
healthier  than  black  women  and  those  on 
nonprivate  service.  The  higher  proportion 
of  women  with  preexisting  complications 
for  those  in  the  second  trimester  of  gesta- 
tion may  reflect,  in  part,  a  more  cautious 
attitude  among  physicians  toward  women 
in  a  more  advanced  stage  of  pregnancy. 

Period  of  Gestation 

Period  of  gestation  in  this  report  is 
always  stated  in  completed  weeks,  count- 


Number  of  Patients  with  In- 
duced Abortions  and  Per- 
cent with  Preexisting  Com- 
plications, by  Selected  Char- 
acteristics 


Characteristic 


Percent  with 
preexisting 
nber  complications 


Age  (years) 

14  and  under 

15-17 

18-19 

20-24 

25-29 

30-34 

35-39 

40  and  over 
Prior  pregnancies 

None 

1  abortion  only 

2  *  abortions  only 

1  birth 

2  births 

3  births 
4-5  births 
6  t   births 

Marital  status 

Single 

Married 

Wid./div./sep. 
Ethnic  group 

White 

Black 

Other 
Type  of  service 

Private 

Nonprivate 
Period  of 

gestation  (weeks) 

12  or  less 

13  or  more 

All  patients 


760 
6,412 
10,524 
26.818 
14,033 
8,049 
4,569 
1,823 

34,354 
2,455 
374 
11.328 
10,606 
6,808 
5.383 
1,680 

40,814 
21,843 
10,331 

50.590 
18.930 
3,468 

42,787 
30,201 


53,880 
19,108 


101 


22 


ing  from  the  first  day  of  the  last  menstrual 
period  (LMP).  The  number  of  completed 
weeks  is  one  less  than  the  ordinal  number 
of  the  week  of  gestation  during  which  the 
abortion  occurred.  Thus,  gestation  of  six 
completed  weeks  or  less  corresponds  to  an 
abortion  in  the  seventh  week  or  earlier, 
whereas  seven  to  eight  completed  weeks 
correspond  to  the  eighth  and  ninth  weeks 
of  gestation. 

In  91.5  percent  of  all  cases,  the  period 
of  gestation  was  determined  by  subtract- 

Table  5.  Patients  with  Induced  Abor- 
tions, by  Period  of  Gesta- 
tion:  Number   and   Percent 


Gestation  (weeks) 

Number 

Percent 

6  or  less 

2,367 

3.3 

7-  8 

15,137 

20.7 

9-10 

22,422 

30.7 

11-12 

13,954 

19.1 

13-14 

4,044 

5.6 

15-16 

3,774 

5.2 

17-20 

9.573 

13.1 

21-24 

1,616 

2.2 

25  or  more 

101 

0.1 

12  or  less 

53,880 

73.8 

13  or  more 

19,108 

26.2 

All  gestations 

72.988 

100.0 

Table  6.  Percent  Distribution  of  Pa- 
tients with  Induced  Abor- 
tion, by  Selected  Charac- 
teristics, by  Period  of  Ges- 
tation 


Gestation 

(weeks) 

12cr 

13or 

Characteristic 

less 

more 

Age  (years) 

14  and  under 

51.2 

48.8 

15-17 

57.5 

42.5 

18-19 

69.8 

30.2 

20-24 

74.4 

25.6 

25-29 

78.3 

21.7 

30-34 

80.1 

19.9 

35-39 

79.1 

20.9 

40  and  over 

78.8 

21.2 

Prior  pregnancies 

None 

72.5 

27.5 

1   abortion  only 

80.2 

19.8 

2+   abortions  only 

79.9 

20.1 

1  birth 

73.4 

26.6 

2  births 

76.6 

23.4 

3  births 

77.1 

22.9 

4-5  births 

73.1 

26.9 

6  -■  births 

65.7 

34.3 

Marital  status 

Single 

71.3 

28.7 

Married 

79.9 

20.1 

Wid./div./sep. 

71.0 

29.0 

Ethnic  group 

White 

76.9 

23.1 

Black 

64.2 

35.8 

Other 

81.7 

18.3 

Type  of  service 

Private 

81.1 

18.9 

Nonprivate 

63.5 

36.5 

Residence 

Local 

71.5 

28.5 

Out-of-area 

77.6 

22.4 

All  patients 

73.8 

26.2 

ing  the  first  day  of  L  M  P,  as  reported,  from 
the  date  of  the  abortion  (for  the  saline 
method,  the  date  of  instillation).  In  8.4 
percent  of  all  cases,  the  physician's  esti- 
mate, based  on  a  pelvic  examination,  was 
substituted  because  the  date  of  the  LMP 
was  not  reported  or  was  obviously  errone- 
ous. Eighty-seven  cases  (O.I  percent)  were 
distributed  at  random  because  both  the 
date  of  LMP  and  the  physician's  estimate 
were  either  not  reported  or  clearly  in- 
compatible with  the  abortion  procedure. 
Approximately  74  percent  of  the  abor- 
tions were  performed  in  the  first  trimester 
of  pregnancy,  and  the  remaining  26  per- 
cent at  13  weeks  or  later,  including  2.3 
percent  at  21  weeks  or  later  (Table  5  and 
Figure  2).  Almost  one-fourth  of  all  abor- 
tions were  performed  at  eight  weeks'  ges- 
tation or  earlier  and  one-half  at  9-12 
weeks.  The  number  of  abortions  in  the 
next  four-week  period,  13-16  weeks,  was 
smaller  than  in  the  following  period,  1 7-20 
weeks,  reflecting  the  opinion  widely  held 
among  clinicians  that  the  fourth  lunar 
month  of  pregnancy  is  too  late  for  suction 
and  too  early  for  saline. 

Period  of  gestation,  in  general,  was  in- 
versely associated  with  the  woman's  age 
at  the  time  of  abortion;  that  is,  the 
younger  the  woman  the  more  advanced 
her  pregnancy;  the  older  the  woman,  the 
earlier  she  had  the  abortion  (Table  6  and 
Figure  3).  The  proportion  of  second  tri- 
mester abortions  was  highest  by  far  for  the 
youngest  women  (49  percent)  and  lowest 
for  women  in  their  early  thirties  (20  per- 
cent), followed  by  a  slight  increase  during 
the  later  years  of  the  reproductive  period. 
The  frequency  of  late  abortions  among  the 
young  probably  reflects  their  inexperience 
in  recognizing  the  symptoms  of  preg- 
nancy, their  unwillingness  to  accept  the 
reality  of  their  situation,  their  hesitation 
to  confide  in  their  parents,  and  their 
ignorance  about  where  to  seek  advice  and 
help.  Lack  of  money  and,  in  some  hos- 
pitals, regulations  prohibiting  surgery  on 
minors  without  parental  consent  may 
have  also  caused  delays. 

In  terms  of  prior  pregnancies,  the  pro- 
portion of  second  trimester  abortions  was 
highest  among  the  comparatively  few 
women  with  six  or  more  births  (34  per- 
cent). The  next  highest  percentage  of  late 
abortions  was  found  in  the  large  group  of 
women  with  no  previous  pregnancies  be- 
cause this  group  included  many  women 
under  18  years  of  age.  The  proportion  of 
second  trimester  abortions  was  smallest 
among  women  who  had  aborted  all  previ- 
ous pregnancies.  The  association  of 
period  of  gestation  with  age  and  with 
prior  pregnancies  observed  for  the  total 


Figure  2.  Percent  Distribution  of  Pa- 
tients with  Induced  Abor- 
tions, by  Period  of  Gesta- 
tion 
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Figure  3.  Percent  Distribution  by 
Age,  Prior  Pregnancies, 
Marital  Status,  Ethnic 
Group,  Type  of  Service, 
and  Residence,  by  Period 
of  Gestation 


Age  (years) 

^14 

1517 

18  19 

20  24 

2529 

30  34 

35  39 

^40 

Prior  pregnancies 

None 

1  Abortion   onlY 

2+  Abortions  only 

1  Birth 

2  Births 

3  Births 
4-5  Births 
6+  Births 

IVIarital  status 

Single 

Married 

Widowed/divorced/ 

separated 

Ethnic  group 

Black 
Other 

Type  of  service 

Private 

Nonprivate 

Residence 

Local 
Out-of-area 

1                             1 

1                          1 

1                  1 

1               1 

1             1 

1            1 

1            1 

1            1 

1            1 

1            1 

1                1 

1              1 

1                1 
1                    1 

1                 1 

1            1 

1                 1 

1             1 

1                 -1 

1       ~l 

1                     1 

1                 1 

1             1 
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Period  of  gestation: 
I 112  weeks  CII213  vieeks 


JPSA  population  was  also  found  for  pa- 
tients   on    private    and    on    nonprivate 

service. 
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Single  women  and  those  who  were  wid- 
owed, divorced,  or  separated  tended  to  be 
aborted  later  in  pregnancy  than  currently 
married  women,  and  black  women  were 
aborted  later  than  either  white  women  or 
women  in  other  ethnic  groups.  Nonpri- 
vate  patients  had  abortions  substantially 
later  in  pregnancy  than  private  patients, 
with  36.5  percent  and  18.9  percent,  re- 
spectively, having  second  trimester  abor- 
tions. To  what  extent  this  was  due  to 
bureaucratic  delays  to  which  nonprivate 
patients  may  have  been  subjected  or  to 
earlier  requests  for  abortion  by  private 
patients  requires  further  study.  Local 
residents,  also,  tended  to  have  their  abor- 
tions somewhat  later  in  pregnancy  than 
out-of-area  women.  Excluding  clinic  pa- 
tients made  little  difference  in  the  distribu- 
tion by  period  of  gestation  among  local 
patients,  but  increased  to  39  the  per- 
centage of  second  trimester  abortions 
among  out-of-area  patients. 


Primary  Procedures 

Virtually  all  the  abortions  performed  in 
the  JPSA  institutions  were  initiated  by 
five  major  procedures;  suction  (vacuum 
aspiration),  usually  followed  by  explora- 
tion of  the  uterine  cavity  with  a  sharp 
curette  (72.6  percent);  classical  dilatation 
and  curettage  (D  &  C)  (4.5  percent); 
transabdominal  intra-amniotic  instillation 
of  hypertonic  saline  solution  (20.1  per- 
cent); abdominal  hysterotomy  (1.3  per- 
cent); and  hysterectomy  (1.1  percent), 
also  in  most  cases  by  the  abdominal 
route  (Table  7).  Included  with  the  hyster- 
ectomies was  a  small  number  of  cases  in 
which  another  procedure  was  used  to 
evacuate  the  uterus  prior  to  the  surgery. 
Other  procedures  (0.4  percent)  included 
a  few  cases  of  intra-  and  extra-amniotic 
instillation  of  saline  by  the  vaginal  route, 
instillation  of  50  percent  glucose,  about 
100  cases  of  Rivanol  instilled  through  the 
cervix,  intravenous  administration  of 
prostaglandin,  and  a  variety  of  other  pro- 
cedures. The  entire  group  was  too  small 
and  heterogeneous  to  warrant  analysis. 

Most  abortions  by  suction  and  D  &  C — 
about  95  percent — were  performed  during 
the  first  trimester  of  pregnancy.  The 
median  gestational  periods  were  10.0 
weeks  for  suction  and  9.6  weeks  for 
D  &  C.  Conversely,  most  abortions  by 
saline  (92.5  percent)  were  performed  at  13 
weeks  or  later,  with  a  median  of  18.5 
weeks.  Abortions  by  hysterotomy  and 
hysterectomy  were  scattered  over  the  en- 
tire range  of  gestation,  with  a  median  of 
15.5  weeks  for  the  former  and  13.1  weeks 
for  the  latter. 


Table  7.  Patients  with  Induced  Abortions,  by  Period  of  Gestation,  by  Primary 
Procedure:  Number  and  Percent 


Hyster- 

Hyster- 

All 

All 

Gestation  (weeks) 

Suction 

D&C 

Saline 

otomy 

ectomy 

other  procedures 

r  of  pati 

8  or  less 

16.117 

1,267 

0 

30 

79 

11 

17.504 

9-10 

20.989 

1.230 

0 

64 

121 

18 

22,422 

11-12 

12,915 

671 

0 

150 

199 

19 

13.954 

13-14 

2.480 

106 

1.092 

186 

141 

39 

4.044 

15-16 

461 

37 

2,926 

173 

118 

59 

3,774 

17-20 

0 

0 

9.066 

285 

124 

98 

9.573 

21  or  more 

0 

0 

1,606 

54 

31 

26 

1.717 

All  gestations 

52.962 

3,311 

14.690 

942 

813 

270 

72,988 

,^ 

It  distributi 

on  by  period  of  gestation 

8  or  less 

30.4 

38.3 

0.0 

3.2 

9.7 

4.1 

24.0 

9-10 

39.6 

37.1 

0.0 

6.8 

14.9 

6.7 

30.7 

11-12 

24.4 

20.3 

0.0 

15.9 

24.5 

7.0 

19.1 

13-14 

4.7 

3.2 

7.5 

19.7 

17.3 

14.4 

5.6 

15-16 

0.9 

1.1 

19.9 

18.4 

14.5 

21.9 

5.2 

17-20 

0.0 

0.0 

61.7 

30.3 

15.3 

36.3 

13.1 

21  or  more 

0.0 

0.0 

10.9 

5.7 

3.8 

9.6 

2.3 

All  gestations 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

„ 

it  distribution  by  primary  procedure- 

8  or  less 

92.1 

7.2 

0.0 

0.1 

0.5 

0.1 

100.0 

9-10 

93.6 

5.5 

0.0 

0.3 

0.5 

0.1 

100.0 

11-12 

92.6 

4.8 

0.0 

1.1 

1.4 

0.1 

100.0 

13-14 

61.3 

2.6 

27.0 

4.6 

3,5 

1.0 

100.0 

15-16 

12.2 

1.0 

77.5 

4.6 

3.1 

1.6 

100.0 

17-20 

0.0 

0.0 

94.7 

3.0 

1.3 

1.0 

100.0 

21  or  more 

0.0 

0.0 

93.6 

3.1 

1.8 

1.5 

100.0 

All  gestations 

72.6 

4.5 

20.1 

1.3 

1.1 

0.4 

100.0 

Table  8.  Percent  Distribution  of  Patients  with  Induced  Abortions,  by  Selected 
Characteristics,  by  Primary  Procedure 


Characteristic 


Suction      D&C 


Hyster-     Hyster-      All  All 

Saline    otomy       ectomy  other  procedures 


Age  (years) 

24  and  under  71.1 

25  and  over  74.9 
Prior  births 

None  73.4 

1  or  more  71.9 
Preexisting  complications 

No  73.1 

Yes  60.1 


22.5 
18.0 


20.1 
20.9 


2.6 
0.1 


100.0 
100.0 


100.0 
100.0 


By  age  (years) 

24  and  under 

25  and  over 

By  prior  births 
None 
1  or  more 


By  preexisting  complications 
No 
Yes 


59.8 
40.2 

52.4 
47.6 

72.9 
27.1 

17.2 
82.8 

8.2 
91.8 

71.5 
28.5 

61.0 
39.0 

47.6 
52.4 

36.4 
63.6 

52.7 
47.3 

5.2 
94.8 

1.5 
98.5 

55.9 
44.1 

47.1 
52.9 

itions 
96.5 
3.5 

94.4 
5.6 

95.7 
4.3 

82.7 
17.3 

75.6 
24.4 

88.1 
11.9 

95.8 
4.2 

100.0        100.0  100.0        100.0        100.0        100.0 


Although  the  first  suction  apparatus 
was  introduced  into  the  United  Stales  as 
recently  as  1966,  this  procedure  accounted 
for  93  percent  of  all  abortions  in  the  first 
trimester  in  the  institutions  participating 
in  JPSA  (Table  7).  The  other  relatively 
new  procedure,  instillation  of  saline,  was 
used  in  almost  95  percent  of  all  termina- 
tions at   17  weeks  or  later.  During  the 


intervening  period,  13-16  weeks,  38  per- 
cent of  the  pregnancies  were  terminated 
by  suction  and  51  percent  by  saline. 

Women  aborted  by  suction,  D&C,  and 
saline  were  more  likely  to  be  younger 
than  25  years  of  age,  nulliparous,  and 
healthy  than  women  aborted  by  hyster- 
otomy or  hysterectomy  (Table  8).  Women 
aborted    by    major   surgical    procedures 
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were  not  only  older  and  usually  parous 
but  were  also  3  to  7  times  more  likely 
to  have  preexisting  complications  than 
women  aborted  by  suction,  D  &  C,  or 
saline.  Conversely,  hysterotomy  and  hys- 
terectomy were  5  to  7  times  more  fre- 
quent among  women  with  preexisting 
complications  than  among  women  with- 
out them. 

About  one-fourth  of  all  abortions  by 
suction  and  a  few  abortions  by  D  &  C 
were  performed  in  clinics.  The  remainder 
by  these  methods,  as  well  as  all  abortions 
by  other  procedures,  were  performed  in 
hospitals  (Table  9).  Almost  two-thirds  of 


the  women  aborted  by  suction  were  pri- 
vate patients;  whereas  for  all  other  pro- 
cedures nonprivate  patients  were  in  the 
majority. 

The  ratio  of  inpatients  to  outpatients 
(defined  as  hospital  patients  scheduled  for 
admission  and  discharge  on  the  same  day 
and  all  clinic  patients)  was  1  to  3  for 
suction,  a  little  less  than  1  to  1  for  D  &  C, 
and  4  to  1  for  saline.  Although  the  pro- 
portion of  outpatients  among  all  suction 
abortion  cases  varied  widely  among  the 
hospitals  participating  in  JPSA,  almost 
two-thirds  of  the  hospitals  performed 
more  than  50  percent  of  their  abortions 


Table  9.  Percent  Distribution  of  Patients  with  Induced  Abortions,  by  Type  of 
Institution,  Service,  and  Care,  by  Primary  Procedure 


Institution,  service, 
care 


Suction     D  &  C 


Hyster-    Hyster-     All  All 

Saline     otomy     ectomy   other  procedures 


Type  of  institution 

Hospital 

Clinic 
Type  of  service 

Private 

Nonprivate 
Type  of  care 

Inpatient 

Outpatient 


65.8 
99.9 


81.3 
60.2 


46.0 
89.3 


13.5 
29.6 


41.5 
6.7 


100.0 
100.0 


100.0 
100.0 


100.0 
100.0 


By  type  of  institution 
Hospital 
Clinic 

By  type  of  service 
Private 
Nonprivate 

By  type  of  care 
Inpatient 
Outpatient 


72.8 
27.2 

99.5 
0.5 

100.0 
0.0 

100.0 
0.0 

100.0 
0.0 

100.0 
0.0 

80.3 
19.7 

65.7 
34.3 

45.0 
55.0 

39.2 
60.8 

37.5 
62.5 

34.2 
65.8 

47.8 
52.2 

58.6 
41.4 

24.5 
75.5 

45.8 
54.2 

79.6 
20.4 

100.0 
0.0 

100.0 
0.0 

94.1 
5.9 

38.7 
61.3 

100.0        100.0  100.0        100.0        100.0       100.0 


Table  10.  Numbers  of  Inpatients  witti  Induced  Abortions  and  Percent  Dis- 
tribution by  Days  of  Preoperative  and  Postoperative  Hospitaliza- 
tion, by  Primary  Procedure 


Hospitalization  (days) 


Hyster- 
otomy 


Hyster- 
ectomy 


Preoperative 
0 
1 
2  or  more 

All  inpatients 

Postoperative 
0 
1 


8  or  more 
AH  inpatients 


-Number  of  patients- 


20.3 
76.5 
3.2 

38.9 
57.4 
3.7 

— Percent 

73.3 
23.7 
3.0 

2.8 
77.7 
19.5 

1.6 
82.5 
15.9 

30.2 

36.3 

0.2 

0.1 

0.0 

61.2 

56.4 

14.1 

0.0 

0.0 

3.7 

2.7 

47.9 

0.4 

0.0 

1.1 

1.2 

24.4 

3.3 

1.7 

1.0 

0.9 

6.9 

12.0 

12.2 

0.9 

0.7 

2.6 

19.3 

23.1 

0.8 

1.0 

1.3 

28.6 

26.2 

0.6 

0.3 

0.8 

22.6 

17.7 

0.5 

0.5 

1.8 

13.7 

19.1 

by  suction  on  outpatients. 
Outpatients  (percent) 


Hospitals 


Less  than  1  9 

1-^  2 

5-24  5 

25-49  5 

50-74  13 

75-94  12 

95-98  9 

99  or  more  5 

Instillation  of  saline  was  performed  on 
outpatients  in  only  20  of  the  60  hospitals. 
In  nine  of  these  20  hospitals,  more  than 
three  out  of  four  patients  aborted  by  the 
saline  method  were  so  treated.  In  general, 
the  women  were  admitted  to  the  hospital 
for  the  subsequent  delivery  of  the  fetus 
and  placenta,  but  one  institution  permit- 
ted the  women  to  deliver  at  home,  rf  they 
preferred  (i). 

Abortions  in  clinics  were  performed  by 
suction,  with  the  exception  of  a  few  by  D 
&  C  (Table  9).  In  hospitals,  suction  was 
the  most  frequent  procedure  (66  percent); 
followed  by  saline,  25  percent;  D  &  C, 
about  6  percent;  hysterotomy  and  hyster- 
ectomy, less  than  2  percent  each;  and 
other  procedures,  a  fraction  of  one  per- 
cent. Four  out  of  five  private  patients 
were  aborted  by  suction,  compared  with 
three  out  of  five  for  the  nonprivate  cate- 
gory. On  the  other  hand,  the  proportions 
of  private  patients  aborted  by  each  of  the 
other  procedures  were  about  one-half  the 
cjmparable  proportions  for  nonprivate 
patients.  Among  inpatients,  about  equal 
proportions  were  aborted  by  suction  and 
by  D  &  C,  whereas  nine  out  of  ten  out- 
patients were  aborted  by  suction. 

Days  of  Hospitalization 

Except  for  patients  aborted  by  saline, 
three-fourths  of  whom  had  the  amnio- 
centesis (instillation  of  saline)  on  the  day 
they  were  admitted  to  the  hospital,  most 
inpatients,  as  defined  in  this  report,  were 
hospitalized  at  least  one  day  prior  to  the 
procedure  (Table  10).  About  one-fifth  of 
the  inpatients  with  suction  and  two-fifths 
of  those  with  D  &  C  had  their  abortions 
on  the  day  they  were  admitted  and  most 
of  the  remainder  were  aborted  after  one 
night  in  the  hospital.  Among  patients 
aborted  by  major  surgery,  about  80  per- 
cent had  been  in  the  hospital  overnight 
and  most  of  the  remainder,  for  two  days 
or  more. 

About  one-third  of  the  inpatients 
aborted  by  suction  or  D  &  C  left  the 
hospital  on  the  day  of  the  procedure,  and 
most  of  the  remainder  left  on  the  follow- 
ing day  (Table  10  and  Figure  4).  Most 
patients  with  saline  (80  percent)  remained 
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in  the  hospital  one  to  three  days  after  the 
instillation.  The  prolonged  stay  of  pa- 
tients with  saline  was  largely  due  to  the 
interval  between  the  instillation  and  the 
expulsion  of  the  fetus.  Most  patients  with 
hysterotomy  and  hysterectomy  remained 
in  the  hospital  at  least  four  days  after  the 
operation,  with  the  sixth  day  as  the  most 
frequent  day  of  discharge  for  both  oper- 
ations. The  0.1  percent  of  hysterotomies 
with  zero  days  of  postoperative  stay  rep- 
resented one  patient  who  died  during  the 
operation  (see  p.  109).  Since  the  data  in 
Table  10  include  patients  with  preexisting 
and  postabortal  complications,  they  do 
not  represent  experience  with  uncompli- 
cated abortions. 


Sterilizing  Operations 

Sterilizing  operations,  including  1,912 
tubal  sterilizations  performed  in  associa- 
tion with  another  procedure,  and  813 
hysterectomies,  were  reported  in  3.7  per- 
cent of  all  JPSA  abortions  (Table  II). 
These  figures  do  not  include  women  who 
were  scheduled  for  a  sterilizing  operation 
at  some  time  after  the  completion  of  their 
abortions.  The  abdominal  route  was  the 
usual  approach  for  tubal  sterilizations 
(74  percent);  the  remainder  were  done  by 
laparoscopy  and,  in  a  few  cases,  by 
colpotomy. 

The  proportion  of  women  with  steriliz- 
ing operations  rose  steeply  both  with  age 
— from  0.2  percent  at  19  years  of  age  or 
less  to  15.7  percent  for  those  aged  40  and 
older — and  with  parity — from  0.1  percent 
for  the  nulliparae  to  19.0  percent  for  those 
with  four  births  or  more.  The  small  num- 
ber of  very  young,  nulliparous  women 
(ten  under  20  years  of  age)  with  sterilizing 
operations  presumably  had  serious  mental 
or  physical  impairments. 

Sterilizing  operations  were  also  more 
frequent  among  married  women,  black 
women,  and  women  on  nonprivate  service 
than  among  other  women  in  comparable 
categories,  reflecting  in  part  the  higher 
frequency  of  preexisting  complications 
and  multiparity  in  these  groups.  Steriliz- 
ing operations  were  about  five  times  more 
frequent  among  women  with  preexisting 
complications  and  women  with  four  or 
more  births  than  among  healthy  women 
and  women  with  one  to  three  births,  and 
about  2.5  times  more  frequent  for  abor- 
tions performed  late  in  pregnancy  than 
early  in  pregnancy.  The  frequency  of 
sterilizing  operations  varied  widely  among 
hospitals,  ranging  from  less  than  I  percent 
in  14  hospitals  to  21-23  percent  in  two 
hospitals. 


Figure  4.  Percent  Distribution  of  Patients,  by  Days  of  Postoperative  Hos- 
pitalization, by  Primary  Procedure 


7  ] 


In  addition  to  the  1,912  sterilizing  oper- 
ations, 1,940  women,  or  2.7  percent  of  all 
JPSA  patients,  had  an  intrauterine  device 
(lUD)  inserted — immediately  after  the 
evacuation  of  the  uterus  in  1,720  cases, 
and  prior  to  discharge  from  the  hospital 
in  220  cases.  The  frequency  of  lUD  inser- 
tions ranged  from  less  than  1  percent  of 
all  patients  in  31  hospitals  to  about  28 
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percent  in  two  hospitals.  One  clinic  in- 
serted lUDs  in  one-third  of  its  patients: 
the  others  inserted  them  in  exceptional 
cases  only. 

Failures  and  Changes  of 
Procedure 

A  total  of  893  cases,  or  1.2  percent  of 
all  JPSA  abortions,  were  reported  as  fail- 
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Table  lf.  Number  ot  Patients  with  Induced  Abortions  and  Percent  with  Tubal 
Sterilization  and  with  Hysterectomy,  by  Selected  Characteristics 


Percent 

Total 

Number  of 

Tubal 

sterilizing 

Characteristic 

patients 

sterilization 

Hysterectomy 

operations 

Age 

19  and  under 

17.696 

0.2 

0.0 

0.2 

20-29 

40,851 

1.9 

0.7 

2,6 

30-39 

12,618 

7.5 

3.7 

11,2 

40  and  over 

1.823 

9.3 

6.4 

15,7 

Prior  pregnancies 

None 

34,354 

0.1 

0.0 

0,1 

1    ■   abortions  only 

2.829 

0.5 

0.4 

0,9 

1-3  births 

28.742 

3.3 

1.3 

4,6 

4    :    births 

7.063 

13.1 

5.9 

19,0 

Marital  status 

Single 

40.814 

0.6 

0.2 

0.8 

Married 

21.843 

5.4 

2.3 

7.7 

Wid./div./sep. 

10,331 

4.7 

2,1 

6.8 

Ethnic  group 

White 

50.590 

2.0 

1.1 

3.1 

Black 

18.930 

4.2 

1.3 

5.5 

Other 

3,468 

3.3 

0.8 

4.1 

Type  of  service 

Private 

42,787 

2.1 

0.6 

2.7 

Nonprivate 

30,201 

3.3 

1.8 

5.1 

Preexisting  complications 

1^0 

69.941 

2.3 

0.9 

3.2 

Yes 

3.047 

9.3 

6.5 

15.8 

Gestation  (weeks) 

12  or  less 

53.880 

2.0 

0,7 

2.7 

13  or  more 

19.108 

4,3 

2.2 

6.5 

Primary  procedure" 

Suction 

52.962 

1.7 

n.a. 

1.7 

D&C 

3.311 

1.7 

n.a. 

1.7 

Saline 

14,690 

0.8 

n.a. 

0.8 

Hysterotomy 

942 

87.0 

n.a. 

87.0 

Hysterectomy 

813 

n.a. 

100.0 

100.0 

All  patients 

72.988 

2.6 

1.1 

3.7 

J. — Not  applj( 


ures  of  the  primary  procedure.  Of  these, 
569  cases  were  followed  by  a  successful 
repetition  of  the  same  procedure  and  324 
cases,  by  change  to  other  procedures 
(Table  12).  The  reported  failure  rate  at 
first  attempt  was  highest  by  far  for  saline 
Instillations  (4.5  percent).  Nevertheless, 
this  rate  is  grossly  understated  because 
some  investigators  misunderstood  the 
definition  of  failure  and  did  not  report 
repeated  attempts  at  amniocentesis  during 
one  session.  This  underreporting  did  not 
affect  the  rate  of  change  from  saline  abor- 
tions to  other  procedures. 

About  one-half  of  the  changes  from 
suction  and  D&C  followed  perforations 
of  the  uterus,  which  required  either  evacu- 
ation by  hysterotomy  or  control  of  major 
hemorrhage  by  hysterectomy.  Most  of  the 
remaining  failures  of  suction  or  D  &  C 
were  undiscovered  until  some  weeks  after 
the  initial  procedure  and  the  women  were 
then  aborted  by  intra-amniolic  instillation 
of  saline. 

About  one-third  of  the  saline  failures 


involved  pregnancies  at  a  comparatively 
early  stage  of  gestation  and  they  were  sub- 
sequently terminated  by  suction  or  D  & 
C;  one-third  were  terminated  by  hysterot- 
omy; and  the  remainder,  by  other  meth- 
ods, mainly  intravenous  oxytocin. 

Total  Complications 

The  number  of  postabortal  complica- 
tions reported  in  JPSA  was  very  large  be- 
cause it  included  many  complaints  of  a 
comparatively  trivial   nature,  such  as  a 


single  day  of  fever  or  vomiting  after  an- 
esthesia, which  are  not  usually  listed  in 
official  reports. 

These  complications  and  complaints 
are  shown  in  Table  13.  (A  few  rare  and 
clinically  unimportant  conditions  were 
excluded.)  The  number  of  complications 
and  complaints  listed  in  the  table  exceeds 
the  number  of  women  with  complications 
because  some  women  had  more  than  one. 
Failure  of  amniocentesis,  failure  to  pro- 
duce labor,  any  other  failure  to  terminate 
pregnancy,  and  nonpregnancy  were  not 
included  among  the  complications  of  the 
abortion  procedure. 

Retention  of  the  placenta  or  of  pla- 
cental or  decidual  tissue  (2,730  cases), 
which  were  not  distinguishable  on  the 
JPSA  record,  was  the  most  common  com- 
plaint, most  frequently  associated  with 
abortion  by  saline.  Fever  of  38.0°C 
(100.4°F)  or  more  was  reported  in  an 
almost  equal  number  of  cases  (2,700). 

Hemorrhage  at  operation  or  postabor- 
tal bleeding  was  usually  associated  with 
abortion  by  suction,  whereas  almost  all 
hemorrhage  with  unspecified  timing  was 
associated  with  instillation  of  saline  be- 
cause the  timing  within  this  two-stage 
procedure  could  often  not  be  determined 
on  the  basis  of  the  information  on  the 
JPSA  record.  Endometritis  was  by  far 
the  most  frequently  reported  form  of  pel- 
vic infection. 

For  purposes  of  analysis,  all  reported 
complications  were  classified  into  the  fol- 
lowmg  seven  nonoverlapping  categories, 
representing  7,039  women  with  one  or 
more  complaints,  or  9.6  percent  of  all 
JPSA  patients: 


Complication 

Number 

Perforation  of  uterus 

187 

Other  injury 

543 

Hemorrhage 

2.761 

Pelvic  infection 

747 

Hemorrhage  &  infection 

607 

Fever  only 

1.351 

All  other 

843 

Perforation  of  uterus.  Among  the  187 
patients  with  perforation  of  the  uterus, 


Table  12.  Percent  Distribution  of  Patients  with  Induced  Abortions,  by  Priinary 
Procedure  at  First  Attempt,  by  Outcome  at  First  Attempt,  and 
by  Ultimate  Outcome 


Outcome  of  first  attempt    Ultimate  outcome:  abortion  by 


Primary 
procedure 


Same 
procedure 


Different 
procedure 


Suction 

D&C 

Saline 

Hysterotomy 

Hysterectomy 


99.7 
99.3 
95.5 
100.0 
100,0 


27 


99  underwent  laparotomy,  with  injury  to 
the  intestines  involved  in  eight  cases.  In 
48  cases,  the  injury  was  repaired:  hyster- 
otomy was  performed  in  32  cases  and 
hysterectomy  in  19  cases.  Of  the  remain- 
ing 88  patients,  who  were  placed  under 
observation,  25  were  reported  as  "pos- 
sible" or  "suspected"  cases  of  perfora- 
tion. Two  or  more  days  of  fever  were  re- 
ported in  21  of  the  187  cases;  19  patients 
received  blood  transfusions;  and  48  re- 
mained in  the  hospital  for  one  week  or 
longer  postoperatively  or  after  read- 
mission. 

Other  injury.  Virtually  all  of  the  pa- 
tients in  this  category  had  suffered  lacer- 
ations of  the  cervix,  either  by  the  tenacu- 
lum or  by  the  instruments  used  for  dila- 
tation. In  68  percent  of  these  cases,  the 
injury  was  repaired  by  suture. 

Hemorrhage.  This  large  category  in- 
cludes not  only  hemorrhage  during  the 
operative  procedure  and  postabortal 
bleeding,  but  also  retention  of  placenta  or 
placental  tissue  as  the  most  common 
cause  of  bleeding,  and  anemia  as  a  sequel 
of  bleeding.  Of  the  2,761  patients  in  this 
group,  171  (6  percent)  received  one  or 
more  blood  transfusions  while  1,815  (66 
percent)  required  a  repeat  curettage. 

Pelvic  infection.  This  category  in- 
cludes endometritis,  salpingitis,  parame- 
tritis, peritonitis,  septicemia,  thrombo- 
phlebitis, and  pulmonary  embolism  and 
infarction.  Of  the  747  patients  in  this 
group,  155  (21  percent)  experienced  two 
or  more  days  of  fever  of  38.0°  C  or  more. 

Hemorrhage  and  infection.  This  group 
of  patients  includes  not  only  women  with 
one  or  more  complications  from  each  of 
the  two  categories  just  described  but  also 
cases  of  retained  placental  tissue  plus 
fever.  Following  abortion  by  suction  or 
D  &  C,  this  combination  can  be  inter- 
preted as  septic  incomplete  abortion.  In 
association  with  the  instillation  of  saline, 
the  fever  may  precede  the  hemorrhage 
and  the  two  conditions  may  be  indepen- 
dent. Of  the  607  patients  in  this  group,  69 
(11  percent)  received  blood  transfusions, 
485  (80  percent)  needed  repeat  curettage, 
and  181  (30  percent)  had  fever  for  two  or 
more  days.  The  increased  percentages, 
compared  with  the  two  preceding  cate- 
gories, illustrate  the  more  serious  charac- 
ter of  combined  complications. 

Fever  only.  Among  the  1,351  patients 
whose  only  recorded  complication  was 
fever,  277  (21  percent)  reached  a  tempera- 
ture of  38.0°  C  or  more  on  two  days.  An 
undiagnosed  pelvic  infection  was  prob- 
ably present  in  some  of  these  cases. 

All   other.   This   category    includes   a 


Table  13.  Number  of  Complications,  by  Type  of  Complication,  by  Primary 
Procedure 


Suction   D  &  C 


Hyster-  Hyster- 
Saline    otomy  ectomy   Other   Total 


Perforation,  uterus  161 
including  perforation  suspected    21 

Injury,  cervix  495 

Injury,  intestines  11 

Hemorrhage,  operational 
Hemorrhage,  postabortal 
Hemorrhage,  unspecified 
Abruptio  placentae 
Atony,  uterine 
Retention,  placenta/tissue 
Anemia 

Endometritis 

Salpingitis,  etc.  (P.I.D.) 

Peritonitis  11 

Septicemia  3 

Thrombophlebitis  11 

Embolism,   pulmonary  11 

Fever  781 

Anesthesia,  complications  80 

Convulsions  7 

Infection,  upper  respiratory  9 

Infection,  urinary  tract  109 

Obstruction,  bowel  1 

Pain,  cramps  82 

Pneumonia  3 

Reaction,  depressive  39 

Reaction,  other  neur. /psych.  22 

Reaction,  drug  9 

Reaction,  saline  0 

Shock,  syncope,  hypotension  16 
Wound,  disruption  or  infection         14 


183 

17 

0 

247 

34 

0 

5 

0 

373 

0 

0 

3 

0 

0 

2 

314 

27 

2,356 

84 

3 

118 

363 

24 

389 

139 

22 

53 

0 

187 

0 

28 

1 

534 

0 

11 

0 

225 

1 

293 

4 

383 

0 

3 

0 

2 

29 

2,730 

2 

249 

10 

826 

0 

225 

0 

23 

0 

145 

0 

25 

0 

66 

1 

38 

0 

13 

0 

66 

0 

48 

0 
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group  of  miscellaneous  complications 
which  were  left  over  after  the  six  previ- 
ously defined  categories  were  completed. 

Major  Complications 

A  broad  definition  of  complications  has 
the  advantages  of  including  complaints 
reported  by  patients  as  well  as  diagnoses 
made  by  physicians,  and  of  permitting 
the  analysis  of  incidence  for  compara- 
tively small  numbers  of  women.  However, 
it  may  produce  a  quite  distorted  impres- 
sion of  the  risk  to  health  associated  with 
legal  abortion.  We  have,  therefore,  at- 
tempted to  identify  a  more  restricted 
group  of  "major  complications,"  includ- 
ing unintended  major  surgery  (laparotomy 
and  repair,  hysterotomy,  and  hysterec- 
tomy— 120  cases);  one  or  more  blood 
transfusions  (277);  three  or  more  days  of 
fever  (358);  and  several  other  categories 
associated  with  roughly  comparable  de- 
grees of  risk  of  death,  prolonged  illness, 
or  permanent  functional  impairment. 
The  total  number  of  cases  assigned  to 
"major  complications"  was  765,  one  per- 
cent of  all  patients  and  1 1  percent  of  all 
patients  with  complications  (Table  14). 
Of  the  765  patients  with  major  complica- 
tions, 43  remained  in  the  hospital  for  two 


weeks  or  longer  postoperatively  or  after 
readmission. 

The  great  majority  (638)  of  the  765  pa- 
tients experienced  only  one  of  the  three 
major  conditions  listed  above,  45  pa- 
tients had  two,  and  nine  had  all  three.  An 
additional  73  women  had  none  of  the 
three  major  conditions  but  were  classified 
as  having  major  complications  on  the 
basis  of  clinical  judgment: 

15-bIood  loss  estimated  at  1,000  milli- 
liters or  more,  without  transfusion. 
13-pelvic  infection  (including  septic  in- 
complete abortion)  with  two  days  of 
fever  and  a  peak  of  40.0°  C  or  more, 
and/or    hospitalization    for    11-15 
days. 
1 1 -depressive  reaction  or  postabortal 
psychosis  with  hospitalization  and/ 
or  suicidal  attempt  (including  two 
deaths). 
10-pulmonary  embolism  and/or  infarc- 
tion. 
6-hypernatremia  after  saline. 
6-convulsions  (three  cases  after  instil- 
lation of  saline,   three  cases  after 
suction  in  local  anesthesia). 
5-disruption  or  infection  of  wound 
following  hysterotomy  or  hysterec- 
tomy (readmitted  for  5-1 1  days). 
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2-thrombophlebitis  (readmitled  for 
14-18  days). 

I-abruptio  placentae. 

1 -amnesia. 

1 -cardiac  arrest  (hysterotomy,  died 
during  operation). 

1-pneumonia  and  pleural  effusion  (re- 
admitted for  1.^  days). 

I -small  bowel  obstruction  after  hys- 
terotomy (readmitted  for  17  days). 

Although  every  definition  of  a  major 
complication  is  arbitrary  to  some  degree, 
at  least  until  standards  are  agreed  upon 
by  the  medical  profession,  the  proportion 
of  major  complications,  as  defined  in  this 
report,  among  each  type  of  complication, 
corresponded  with  clinical  opinion.  Fur- 
thermore, the  patterns  of  major  and  total 
complications  were  similar  in  their  asso- 
ciation with  such  variables  as  period  of 
gestation  and  primary  procedure. 

More  than  one-half  of  the  187  cases  of 
perforation  of  the  uterus  were  classified 
as  major  complications,  as  were  one- 
fourth  of  the  607  cases  of  hemorrhage  and 
infection  combined  (Table  14).  About 
13  percent  each  of  the  747  cases  of  pelvic 
mfection  and  of  the  843  cases  in  the  cate- 
gory "all  other"  complications  were  also 
major.  In  the  remaining  categories  (other 
injury,  hemorrhage,  and  fever  only),  ma- 
jor complications  represented  less  than  10 
percent  of  total  complications.  The  pro- 
portions of  patients  with  major  complica- 
tions among  those  with  total  complica- 
tions were  two  to  three  times  as  high  after 
hysterectomy  (30  percent)  and  hysterot- 
omy (22  percent)  than  after  suction  (11 
percent),  D  &  C  (9  percent),  or  saline  (8 
percent). 

Mortality 

Six  deaths  have  been  reported  among 
the  72,988  JPSA  patients,  corresponding 
to  a  mortality  rate  of  8.2  per  100,000  abor- 
tions. All  but  one  involved  abortions  in 
the  second  trimester.  Three  deaths  oc- 
curred among  1,755  patients  aborted  by 
major  surgery;  two  deaths  among  14,690 
patients  aborted  by  the  saline  method; 
and  one  death  among  56,273  patients 
aborted  by  suction  or  D  &  C. 

In  three  of  the  six  cases  the  fatal  out- 
come could  be  directly  attributed  to  the 
abortion.  The  first  patient  was  45  years 
of  age,  with  a  history  of  borderline  hyper- 
tension, when  she  underwent  hysterotomy 
and  bilateral  tubal  ligation.  Within  three 
hours  after  the  operation,  she  developed 
disseminated  intravascular  coagulation 
with  severe  hypofibrinogenemia.  During 
the  next  24  hours,  she  received  23  units 
of  blood.  A  laparotomy  was  performed  to 


Table  14.  Number  of  Patients  with  Postabortal  Complications,  by  Type  of 
Complication  and  Primary  Procedure,  and  Major  Complications 
as  Percent  of  Total  Complications 


Complication 

Total 

and  procedure 

complications 

Complication 

Perforation  of  uterus 

187 

Other  injury 

543 

Hemorrhage 

2.761 

Pelvic   infection 

747 

Hemorrhage  &  infection 

607 

Fever  only 

1,351 

All  other 

843 

Primary  procedure 

Suction 

2,488 

D  &  C 

223 

Saline 

3,501 

Hysterotomy 

351 

Hysterectomy 

415 

All  other 

61 

N/lajor  complications 
Major  as  percent 

complications    of  total  complications 


266 
20 

268 
76 

125 


54.5 
3.3 


13.0 
24.1 


10.7 
9.0 
7.7 
21.7 
30.1 
16.4 


Table  15.  Number  of  All  Patients  and  Patients  with  "Abortion  Only,"  and 
Complication  Rates,  by  Period  of  Gestation:  Total  Patients  and 
Local  Patients  with  Follow-up  (FU) 


Complication  rate  per  100  women 


Total 


Major 


Gestation 
(weeks) 


Total 
patients 


Local 
patients 
with  FU 


Local  Local 

Total        patients        Total       patients 
patients     with  FU      patients     with  FU 


All  patients 
6  or  less 
7-8 
9-10 
11-12 
13-14 
15-16 
17-20 
21-24 
25  or  more 

12  or  less 

13  or  more 

All  gestations 

"Abortion  only" 
6  or  less 
7-8 
9-10 
11-12 
13-14 
15-16 
17-20 
21-24 
25  or  more 

12  or  less 

13  or  more 

All  gestations 


2,367 
15,137 
22,422 
13,954 
4,044 
3,774 
9,573 
1,616 
101 

53,880 
19,108 


857 
5,448 
8,150 
5.434 
1.895 
1,761 
3.816 

552 
36 

19.889 
8,060 


4.8 
6.8 
15.9 
24.0 
24.0 
22.8 
26.7 

5.2 


8.9 
6.3 
7.2 
10.0 
19.3 
27.8 
28.9 
24.1 
30.6 

7.8 
26.1 


2.0 
0.6 


3.3 
3.1 


2,246 

782 

4.1 

7.0 

14.344 

5,008 

3.5 

5.1 

21,194 

7,515 

4.1 

6.1 

12,838 

4,799 

5.2 

7.2 

3,495 

1,576 

13.4 

16.2 

3,293 

1,488 

22.3 

25.9 

8,748 

3,352 

22.7 

27.1 

1,456 

472 

20.9 

21.2 

83 

29 

25.3 

(27.6) 

50,622 

18.104 

42 

6.2 

17,075 

6,917 

20.6 

24.0 

{1.3) 


=  Expected  and  observed  cases  less  than  5. 
=  Both  expected  and  observed  cases  less  than  10,  but  at  least  c 
"Abortion  only"  excludes  patients  with  preexisting  complicatic 


and/or  sterilizing  operation 


relieve  abdominal  distension.  The  patient 
did  not  respond  to  treatment  and  died  on 
the  eighth  postoperative  day  (4). 

The  second  patient  was  a  woman  37 
years  of  age  without  preexisting  compli- 
cations, whose  pregnancy  was  terminated 


by  saline  at  15  weeks'  gestation.  Soon 
after  the  instillation,  she  developed  hyper- 
natremia  with  cerebral  edema,  leading 
successively  to  convulsive  episodes,  pro- 
longed hypoxia,  and  renal  failure,  as  well 
as  to  aspiration  pneumonia.  She  died  ten 
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days  after  the  instillation.  The  third  pa- 
tient was  an  18-year-old  who  committed 
suicide  three  days  after  a  suction  pro- 
cedure, because  of  guilt  feelings  about 
having  "killed  her  baby,"  before  she 
could  be  informed  that  she  had  not  been 
pregnant. 

In  the  three  other  cases,  preexisting 
disease  doubtless  contributed  to  the  fatal 
outcome.  One  patient  had  a  history  of 
rheumatic  heart  disease,  mitral  stenosis 
and  insufficiency,  bacterial  endocarditis. 
and  addiction  to  heroin.  She  collapsed  on 
the  operating  table,  immediately  follow- 
ing hysterotomy;  the  cause  of  death  was 
recorded  as  cardiac  arrest.  Another  pa- 
tient had  a  long  history  of  pelvic  inflam- 
matory disease  with  repeated  abdominal 
operations.  Following  hysterotomy,  she 
developed  peritonitis  and  died  six  days 
postoperatively.  The  sixth  patient,  who 
had  a  history  of  schizophrenia,  was 
aborted  by  the  saline  method  late  in  the 
second  trimester.  After  the  expulsion  of 
the  fetus  and  placenta,  she  was  returned 
to  a  psychiatric  institution.  One  month 
after  the  abortion,  she  left  that  hospital 
against  medical  advice  and  committed 
suicide.  The  association  of  this  death 
with  the  abortion  is  highly  questionable. 

Complication  Rotes 

Analysis  of  the  complications  of  abor- 
tion should  distinguish  between  complica- 
tions directly  associated  with  the  termina- 
tion of  pregnancy  and  those  associated 
with  preexisting  pathology  or  with  surgi- 
cal procedures  undertaken  for  other  pur- 
poses, such  as  permanent  sterility  or  the 
removal  of  a  diseased  organ.  For  this 
reason,  complication  rates  in  this  report 
are  shown  not  only  for  the  aggregate  of 
all  patients,  but  also  for  a  group  of  pre- 
sumably healthy  women  subject  to  the 
risks  associated  with  "abortion  only." 
From  the  latter  group,  all  patients  with 
preexisting  complications,  all  women 
undergoing  concurrent  tubal  sterilization, 
and  those  aborted  by  hysterectomy  have 
been  excluded.  The  combined  effect  of 
these  exclusions  was  to  reduce  the  total 
number  of  cases  available  for  analysis 
from  72,988  to  67,697. 

Complication  rates  in  this  report  are 
also  shown  for  total  patients  and  local  pa- 
tients with  follow-up.  Follow-up  was  de- 
fined as  any  contact  with  the  woman  ten 
or  more  days  after  the  abortion,  including 
contact  by  mail  or  by  telephone,  either 
direct  or  by  the  physician  who  referred  her 
to  the  hospital  or  clinic  or  to  whom  she 
was  referred  for  aftercare.  Follow-up  by 
hospitals  was  more  complete  for  local  pa- 
tients than  for  out-of-area  patients.  The 


comparable  percentages  for  clinics  were 
in  an  intermediate  position,  with  relatively 
minor  differences  between  local  patients 
and  nonresidents. 

Percent  with  follow-up 


Figure  5.  Range  of  Complication 
Rates  Per  100  Patients  with 
"Abortion  Only,"  by  Period 
of  Gestation 


Hospitals 
Local  patients 
Out-of-area 

Clinics 

Local  patients 
Out-of-area 


62.6 
43.7 


46.4 
49.5 


The  complication  rate  for  total  patients 
represents  a  minimum  estimate  of  post- 
abortal complications  in  the  JPSA  insti- 
tutions. Since  patients  with  complications 
are  more  likely  to  return  for  care  than 
those  without  complaints,  and  since  the 
proportion  of  nonprivate  patients  (who 
had  more  complications)  was  higher 
among  local  patients  than  among  non- 
residents, the  complication  rate  for  local 
patients  with  follow-up  represents  a  maxi- 
mum estimate  of  the  incidence  of  post- 
abortal complications  in  the  participating 
institutions.  (In  a  few  instances,  the  rate 
for  total  patients  is  higher  because  of 
random  variation.) 

All  rates  are  shown  to  one  decimal  per 
100  women.  Rates  are  shown  in  paren- 
theses when  the  number  of  women  with 
complications  expected  on  the  basis  of 
the  rate  for  all  women  and  the  observed 
number  of  women  with  complications 
were  both  less  than  ten,  but  at  least  one  of 
the  two  was  five  or  more.  An  asterisk 
is  used  when  the  expected  and  observ- 
ed numbers  of  women  with  complications 
were  both  less  than  five.  (See  Appendix 
C,  p.  122.) 

The  minimum  estimate  of  the  total 
complication  rate,  including  all  reported 
diagnoses  and  complaints,  was  9.6  per  100 
for  all  women  in  JPSA.  The  maximum 
estimate  was  13.1  per  l(X)  local  women 
with  follow-up  (Table  15).  Complication 
rates  following  abortion  were  higher  at 
six  weeks'  gestation  or  earlier  than  they 
were  at  seven  to  ten  weeks,  after  which 
they  increased  to  a  high  plateau  at  15 
weeks'  gestation  or  later.  The  rise  in  the 
rates  after  24  weeks  of  gestation  was  not 
statistically  significant. 

Complication  rates  during  the  second 
trimester  of  pregnancy  were  three  to  four 
times  as  high  as  comparable  rates  during 
the  first  trimester.  The  pattern  was  similar 
for  major  complications,  except  that  the 
relative  excess  for  major  complications 
during  the  second  trimester  was  some- 
what lower  than  for  total  complications. 

The  group  of  presumably  healthy 
women  exposed  to  the  risk  of  "abortion 
only"  consisted  almost  entirely  of  women 
aborted  by  suction  in  the  first  trimester 
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Figure  6.  Complication  Rates  Per 
100  Women,  For  Selected 
Groups  of  Patients 


and  by  saline  in  the  second  trimester. 
Compared  with  all  patients,  complication 
rates  among  these  women  were  somewhat 
lower  at  each  period  of  gestation  and  ex- 
cess morbidity  in  the  second  trimester  was 
somewhat  greater  (Table  1 5  and  Figure  5). 
Clinic  patients  represented  26  percent  of 
all  women  aborted  during  the  first  tri- 
mester and  2  percent  of  all  women 
aborted  at  13  weeks'  gestation  or  later. 
Since  complication  rates  were  lower  in 
clinics  than  in  hospitals,  and  since  it  can- 
not be  determined  to  what  extent,  if  any, 
these  lower  rates  reflected  incomplete  re- 
porting, complication  rates  by  period  of 
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Figure  7.  Range  of  Complication 
Rates  Per  100  Private  and 
Nonprivate  Patients,  by 
Period  of  Gestation 
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Figure  8.  Range  of  Complication 
Rates  Per  100  Patients  with 
"Abortion  Only,"  by  Age  of 
Woman 


Figure  9.  Range  of  Complication 
Rates  Per  100  Patients  witti 
"Abortion  Only,"  by  Prior 
Births 
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Table  16.  Number  of  Patients  with  Preexisting  Complications  and/or  Steriliz- 
ing Operations,  and  Complication  Rates,  by  Period  of  Gestation: 
Total  Patients  and  Local  Patients  with  Follow-up  (FU) 


Complication  rate  per  100  women 

Preexisting 

ber 

Total 

Major 

complications, 
sterilizing 

Local 

Local 

Local 

operations, 

Total 

patients 

Total 

patients 

Total 

patients 

gestation  (weeks) 

patients 

witti  FU 

patients 

with  FU 

patients 

Preexisting  complications  only 

8  or  less 

561 

265 

11.4 

14.3 

(0.5) 

* 

9-12 

1,206 

552 

13.3 

18.5 

1.7 

2.7 

13-16 

330 

179 

26-4 

32.4 

4.5 

6.1 

17-20 

380 

186 

33.7 

39.2 

4.7 

7.0 

21  or  more 

89 

41 

27.0 

34.1 

* 

* 

12  or  less 

1,767 

817 

12.7 

17.1 

1.4 

2.0 

13  or  more 

799 

406 

29.9 

35.7 

4.6 

6.7 

All  gestations 

2,566 

1,223 

18.0 

23.3 

2.4 

3.5 

Sterilizing  operations 

only 

8  or  less 

299 

211 

25.4 

25.6 

6.0 

5.7 

9-12 

943 

599 

26.1 

28.9 

6.2 

7.7 

13-16 

577 

339 

34.1 

34.2 

8.1 

8.8 

17-20 

357 

215 

375 

37.7 

7.6 

6.0 

21  or  more 

68 

34 

41.2 

32.4 

(11.8) 

* 

12  or  less  1,242 

13  or  more  1,002 

All  gestations  2,244 

Preexisting  complications 
and  sterilizing  operations 
8  or  less  54 

9-12  195 

13-16  123 

17-20  88 

21  or  more  21 


810 
588 


25.9 
35.8 


28.0 
35.4 


12  or  less 

13  or  more 


All  gestations 


249 
232 


39 

40.7 

38.5 

(16.7) 

(15.4) 

119 

43.6 

48.7 

14.4 

17.6 

74 

51.2 

54.1 

9.8 

(10.8) 

63 

58.0 

61.9 

17.0 

22.2 

12 

81.0 

91.7 

(23.8) 

* 

158 

43.0 

46.2 

14.9 

171 

149 

56.5 

60.4 

13.8 

17.4 

*  =  Expected  and  observed  cases 
C  )  =Both  expected  and  observed  ( 


:  than  10.  but  at  least  ( 


gestation  for  hiospital  patients  only  are 
shiown  in  Table  34  (Appendix  B,  p.  121). 
DifTerences  between  rates  in  that  table  and 
in  Table  15  for  total  patients  were  minor 
and  did  not  affect  conclusions  drawn  from 
the  data  presented  in  this  report.  Since 
clinic  patients  represented  only  4  percent 
of  local  patients  with  follow-up  aborted 
during  the  first  trimester,  the  effect  of 
their  exclusion  on  rates  based  on  that 
group  of  patients  was  negligible. 

In  Table  16  and  in  Figure  6,  the  effects 
of  preexisting  complications  and  steriliz- 
ing operations  on  postabortal  complica- 
tions are  measured  separately  and  in 
combination,  by  period  of  gestation.  Com- 
pared with  all  JP.SA  patients,  rates  of 
total  complications  were  twice  as  high  for 
patients  with  preexisting  complications 
only,  three  times  as  high  for  those  with 
sterilizing  operations  only,  and  close  to 
five  times  as  high  for  women  with  both 
preexisting  complications  and  sterilizing 
operations. 

Major  complication  rates  were  affected 
even  more  than  total  complication  rates, 
showing  the  increased  risks  from  abortion 
that  can  be  expected  for  women  in  poor 
health  and  those  undergoing  concurrent 
tubal  sterilization  or  hysterectomy. 

Total  and  major  complications  for  pa- 
tients with  "abortion  only"  were  much 
higher  for  nonprivate  than  for  private  pa- 
tients, including  clinic  patients,  at  each 
period  of  gestation  (Table  17  and  Figure 
7).  The  differences  were  particularly 
marked  in  the  second  trimester  of  preg- 
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nancy.  Comparable  data  for  private  and 
nonprivale  patients  in  hospitals  only  are 
shown  in  Table  35  (Appendix  B,  p.  121). 

The  consistently  higher  complication 
rates  for  nonprivate  patients,  compared 
with  private  patients,  may  be  due  in  part 
to  poorer  health  not  reflected  in  recorded 
preexisting  conditions,  in  part  to  poorer 
medical  care  during  the  abortion  and/or 
hospitalization,  and  in  part  to  inadequate 
aftercare  in  their  home  environment. 

Rates  of  total  and  of  major  complica- 
tions were  lowest  for  abortions  by  suction, 
followed  in  ascending  order  by  D  &  C, 
instillation  of  hypertonic  saline  solution, 
hysterotomy,  and  hysterectomy  (Table 
18).  The  omission  of  clinic  patients  from 
the  patients  aborted  by  suction  did  not 
change  the  rank  order. 

Among  patients  with  "abortion  only," 
nonprivate  patients  had  higher  rates  of 
both  total  and  major  complications  for 
each  type  of  procedure,  except  for  D  &  C, 
where  the  rates  of  major  complications 
for  nonprivate  patients  were  lower  than 
for  private  patients  (Table  19).  However, 
this  difference  was  not  statistically  sig- 
nificant. Differences  in  complication  rates 
between  private  and  nonprivate  patients 
aborted  by  suction  were  reduced,  but  not 
eliminated,  by  limiting  the  comparison  to 
hospital  patients  only. 

For  patients  with  "abortion  only," 
total  complication  rates  decreased  slightly 
with  age  of  woman  during  the  first  tri- 
mester of  pregnancy  and  increased  with 
age  (with  one  minor  exception)  during 
the  second  trimester  (Table  20  and  Figure 
8).  Rates  of  major  complications  showed 
no  consistent  change  with  age  of  woman 
during  the  first  trimester  of  pregnancy, 
but  generally  increased  with  age  during 
the  second  trimester.  Similarly,  total  com- 
plication rates  showed  no  consistent  pat- 
tern by  parity  for  women  aborted  during 
the  first  12  weeks  of  gestation  but  in- 
creased markedly  with  number  of  prior 
births  during  the  second  trimester  (Table 
21  and  Figure  9).  The  pattern  for  major 
complications  was  less  consistent. 

For  women  with  no  preexisting  com- 
plications, the  risk  of  postabortal  com- 
plication was  considerably  increased  when 
tubal  sterilization  was  a  concurrent  pro- 
cedure with  suction  or  D  &  C  (Table  22). 
With  salines  and  hysterotomies,  however, 
there  was  very  little  difference  in  compli- 
cation rates  among  healthy  women  with 
or  without  concurrent  tubal  sterilization. 

Adequate  numbers  of  patients  for  a 
comparison  of  complication  rates  among 
the  different  routes  for  tubal  sterilization 


Table  17.  Number  of  Private  and  Nonprivate  Patients  with  "Abortion  Only," 
and  Complication  Rates,  by  Period  of  Gestation:  Total  Patients 
and  Local  Patients  with  Follow-up  (FU) 


Com 

plication  rate  per  100  women 

Number 

Total 

Major 

Local 

Local 

Local 

Service  and 

Total 

patients 

Total 

patients 

Total 

patients 

gestation  (weeks) 

patients 

with  FU 

patients      with  FU 

patients 

VKlth  FU 

Private 

6  or  less 

1,685 

532 

3.4 

6.0 

0.5 

(1.1) 

7-8 

10,257 

3,188 

3.2 

5.0 

0.2 

0.2 

9-10 

13,256 

4,033 

3.3 

5.0 

0.3 

0.6 

11-12 

7,787 

2.480 

4.3 

6.5 

0.5 

0.6 

13-14 

1,777 

718 

7.2 

9.9 

0.8 

0.7 

15-16 

1,279 

464 

13.0 

17.9 

1.2 

(1.3) 

17-20 

3,680 

1,007 

14.6 

19.8 

1.1 

2.0 

21-24 

682 

129 

172 

17.8 

(1.2) 

25  or  more 

35 

10 

31.4 

* 

• 

* 

12  or  less 

32.985 

10,233 

3.5 

5.4 

0.3 

0.5 

13  or  more 

7,453 

2,328 

12.9 

16.3 

1.1 

1.4 

All  gestations 

40,438 

12,561 

5.2 

7.4 

0.5 

0.7 

Nonprivate 

561 

250 

6.1 

(1.1) 

7-8 

4.087 

1,820 

4.5 

5.4 

0.5 

0.7 

9-10 

7,938 

3,482 

5.6 

7.4 

0.4 

0.6 

11-12 

5,051 

2,319 

6.5 

7.8 

0.6 

0.8 

13-14 

1,718 

858 

19.7 

21.6 

1.7 

1.9 

15-16 

2,014 

1,024 

28.3 

29.6 

2.2 

2.1 

17-20 

5,068 

2.345 

28.6 

30.2 

2.2 

2.9 

21-24 

774 

343 

24.3 

22.4 

(1.2) 

* 

25  or  more 

48 

19 

20.8 

* 

* 

* 

12  or  less 

17,637 

7,871 

5.6 

7.1 

0.5 

0.7 

13  or  more 

9,622 

4,589 

26.6 

27.8 

2.0 

2.4 

All  gestations 

27,259 

12,460 

13.0 

14.8 

1.0 

1.3 

=  Expected  and  observed  cases  less  than  5. 

-  Both  expected  and  observed  cases  less  than  10,  but  at  least  c 


Table  18.  Number  of  All  Patients  and  Patients  with  "Abortion  Only,"  and 
Complication  Rates,  by  Primary  Procedure:  Total  Patients  and 
Local  Patients  with  Follow-up  (FU) 

Complication  rate  per  100  women 


Major 


Local 

Local 

Primary 

Total 

patients 

Total 

patients 

procedure 

patients 

with  FU 

patients 

with  FU 

All  patients 

Suction 

Total 

52.962 

19,006 

4.7 

7.0 

Hospital  only 

38,578 

18,189 

5.4 

7.1 

D  &  C 

3,311 

1.761 

6.7 

9.0 

Saline 

14.690 

5,973 

23.8 

27.9 

Hysterotomy 

942 

582 

37.3 

38.0 

Hysterectomy 

813 

490 

51.0 

51.2 

All  procedures" 

72,988 

27,949 

9.6 

13.1 

"Abortion  only" 

Suction 

Total 

50,352 

17,681 

4.2 

6.1 

Hospital  only 

36,207 

16,888 

4.9 

6.2 

D  &  C 

3,077 

1,602 

6.0 

8.2 

Saline 

13,946 

5,584 

23.4 

27.2 

Hysterotomy 

96 

44 

33.3 

36.4 

All  procedures" 

67,697 

25,021 

8.4 

11.1 

(6.2) 


■Includes  "other." 
*=Ejtpected  and  observed  cases 
)  =Both  expected  and  observed  < 


10.  but  at  le 


111 


32 


were  available  for  patients  aborted  by 
suction  and  for  total  complications  only. 
These  rates  were  as  follows; 


Route 


Number 


Rate 


Total  patients 

Abdominal 

380 

20.3 

Colpotomy 

131 

13.7 

Laparoscopy 

266 

5.3 

No  sterilization 

50,352 

4.2 

Local  patients  with  follow-up 

Abdominal 

269 

22.7 

Colpotomy 

73 

20.5 

Laparoscopy 

148 

4.7 

No  sterilization 

17,681 

6.1 

These  data  showed  that  the  additional 
risk  of  complication  due  to  tubal  steriliza- 
tion via  laparoscopy  was  negligible,  and 
that  the  abdominal  route  was  associated 
with  the  highest  rate  of  complication. 
Postabortal  complication  rates  for  women 
without  preexisting  complications  aborted 
by  suction  who  had  an  lUD  inserted  were 
not  significantly  different  from  the  rates 
for  women  who  did  not  have  an  lUD. 

Abortion  by  Suction 

Suction  is  not  only  the  procedure  em- 
ployed in  the  largest  number  of  cases,  but 
also  the  method  that  most  urgently  calls 
for  major  medical  policy  decisions  on 
such  matters  as  the  safety  of  outpatient 
care. 

The  distribution  by  period  of  gestation 
of  patients  aborted  by  suction  showed 
that    hospital   inpatients    were    aborted 


somewhat  later  in  pregnancy  than  hos- 
pital outpatients  and  that  clinic  patients 
were  aborted  earlier  in  pregnancy  than 
hospital  patients  (Table  23).  About  24 
percent  of  the  inpatients  were  aborted  at 
eight  weeks'  gestation  or  less,  compared 
with  30  percent  of  the  outpatients,  and  37 
percent  of  the  clinic  patients.  For  abor- 
tions by  suction  at  13  weeks  of  pregnancy 


or  more,  the  proportions  were  9  percent 
for  inpatients,  6  percent  for  outpatients, 
and  3  percent  for  clinic  patients. 

Inpatients  were  more  often  on  nonpri- 
vate  service,  and  outpatients  more  often 
on  private  service.  All  clinic  patients  were 
classified  as  private.  General  anesthesia 
was  most  frequently  used  for  hospital  in- 
patients and   least   frequently   for  clinic 


Table  19.  Numbers  of  Private  and  Nonprivate  Patients  with  "Abortion  Only," 
and  Complication  Rates,  by  Primary  Procedure:  Total  Patients 
and  Local  Patients  with  Follow-up  (FU) 

Complication  rate  per  100  women 


Ni 

jmber 

Total 

Local 

Local 

Service  and 

Total 

patients 

Total 

patients 

procedure 

patients 

with  FU 

patients 

with  FU 

Private 

Suction 

Total 

33,308 

10,196 

3.5 

5.5 

Hospital  only 

19,163 

9,403 

4.3 

5.7 

D  &  C 

1,392 

701 

4.8 

6.1 

Saline 

5,560 

1,594 

15.1 

19.6 

Hysterotomy 

58 

20 

29.3 

(35.0) 

All  procedures" 

40,438 

12,561 

5.2 

7.4 

Nonprivate 

Suction 

17,044 

7,485 

5.7 

7.0 

D  &  C 

1.685 

901 

7.0 

9.9 

Saline 

8,386 

3,990 

28.9 

30.3 

Hysterotomy 

38 

24 

39.5 

(37.5) 

All  procedures" 

27,259 

12.460 

13.0 

14.8 

Major 


Local 
Total       patients 
patients    with  FU 


Includes  "other." 

*  =  Expected  and  observed  cases 

)  =Both  expected  and  observed  ( 


Table  20.  Number  of  Patients  with  "Abortion  Only,"  and  Complication  Rates,  by  Period  of  Gestation,  by  Age  of 
Woman:  Total  Patients  and  Local  Patients  witii  Follow-up  (FU) 


Number 

CompI 

ication  rate  per 

100  women 

Total 

Major 

19  or 

30  or 

19  or 

30  or 

19or 

30  or 

Gestation  (weeks) 

less 

20-24 

25-29 

more 

less 

20-24 

25-29 

more 

less 

20-24 

25-29 

more 

Total  patients 

8  or  less 

2,790 

6.158 

3,710 

3,932 

3.8 

4.1 

3.8 

2.6 

0.3 

0.3 

0.5 

0.2 

9-10 

4,778 

8,074 

4,163 

4.179 

4.2 

4.5 

4.3 

3.1 

0.2 

0.4 

0.6 

0.3 

11-12 

3,571 

4,969 

2,330 

1,968 

5.8 

5.1 

5.1 

4.2 

0.6 

0.4 

0.7 

0.5 

13-16 

2,103 

2,505 

1,153 

1,027 

15.0 

17.1 

19.9 

22.2 

1.3 

1.3 

1.6 

2.3 

17-20 

3,274 

3,318 

1,207 

949 

19.8 

21.8 

28.3 

29.4 

1.6 

1.3 

2.3 

3.1 

21  or  more 

659 

571 

187 

122 

19.7 

21.2 

22.5 

27.0 

(0.8) 

(1.4) 

* 

12  or  less 

11,139 

19,201 

10,203 

10,079 

4.6 

4.5 

4.3 

3.1 

0.4 

0.4 

0.6 

0.3 

13  or  more 

6,036 

6,394 

2,547 

2,098 

18.1 

19.9 

24.1 

25.7 

1.4 

1.3 

2-0 

2.6 

All  gestations 

17,175 

25,595 

12,750 

12,177 

9.4 

8.4 

8.3 

7.0 

0.7 

0.6 

0.8 

0.7 

Local  patients  with  FU 

8  or  less 

749 

2,043 

1,455 

1,543 

6.5 

6.6 

5.4 

3.3 

0.4 

0.5 

0.8 

0.3 

9-10 

1,402 

2,721 

1,737 

1,655 

6.8 

6.8 

6.4 

3.9 

0.4 

0.4 

1.2 

0.5 

11-12 

1,182 

1,820 

992 

805 

8.0 

6.9 

7.4 

6.2 

0.8 

0.4 

1.0 

1.0 

13-16 

917 

1,122 

536 

489 

19.0 

20.9 

22.8 

22.9 

1.2 

1.4 

(1.7) 

2.7 

17-20 

1,253 

1,219 

488 

392 

23.3 

26.2 

35.7 

31.4 

2.7 

1.8 

2.9 

4.3 

21  or  more 

230 

173 

59 

39 

17.8 

23.1 

22.0 

35.9 

* 

* 

* 

' 

12  or  less 

3,333 

6,584 

4,184 

4,003 

7.2 

6.8 

6.3 

4.1 

0.5 

0.4 

1.0 

0.5 

13  or  more 

2,400 

2,514 

1,083 

920 

21.1 

23.6 

28.5 

27.1 

1.9 

1.6 

2.2 

3.5 

All  gestations 

5,733 

9,098 

5,267 

4,923 

13.0 

11.4 

10.9 

8.4 

1.1 

0.8 

1.2 

1.1 

*  —Expected  and  observed  cases  les 

s  than  5. 

(  )  =Both  expected  and  observed  cas( 

!s  less  than 

10.  but  at  lea 

istone,  5  orm 

ore. 
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Table  21.  Number  of  Patients  with  "Abortion  Only"  and  Complication  Rates,  by  Period  of  Gestation,  by  Number  of 
Prior  Births:  Total  Patients  and  Local  Patients  with  Follow-up  (FU) 


Complication  rate  per  100  women 


Total 


Major 


Gestation  (weeks) 


birth       births      births 


birth     births     births 


Total  patients 
8  or  less 
9-10 
11-12 
13-16 
17-20 
21  or  more 

12  or  less 

13  or  more 

All  gestations 
Local  patients  \ 

8  or  less 

9-10 

11-12 

13-16 

17-20 

21  or  more 

12  or  less 

13  or  more 

All  gestations 


8,367 

2,479 

2.631 

3,113 

3.6 

3.8 

4.0 

3.2 

11,028 

3,337 

3,151 

3.678 

4.1 

4.5 

3.8 

4.1 

7,017 

2,089 

1.708 

2.024 

5.1 

5.7 

4.8 

5.2 

3,508 

1,141 

963 

1,176 

13.6 

19.7 

21.1 

25.3 

5,175 

1,404 

1.006 

1.163 

18.8 

24.8 

26.1 

34.8 

969 

249 

162 

159 

18.9 

22.9 

24.7 

28.9 

26,412 

7,905 

7.490 

8.815 

4.2 

4.6 

4.1 

4.1 

9,652 

2,794 

2,131 

2.498 

16.9 

22.5 

23.7 

30.0 

36,064 

10,699 

9.621 

11.313 

7.6 

9.3 

8.5 

9.8 

2,616 

961 

1,061 

1.152 

5.7 

5.7 

5.2 

4.7 

3,505 

1,354 

1,276 

1.380 

6.1 

6.6 

5.8 

5.9 

2,426 

867 

737 

769 

6-8 

7.8 

6.1 

8.7 

1,480 

559 

465 

560 

17.0 

22.7 

24.5 

26.8 

1,809 

625 

446 

472 

22.8 

28.8 

31.6 

36.9 

289 

85 

68 

59 

17.6 

27.1 

26.5 

27.1 

8,547 

3,182 

3.074 

3.301 

6.2 

6.7 

5.7 

6.1 

3.578 

1,269 

979 

1,091 

20.0 

26.0 

27.9 

31.2 

12,125 

4,451 

4.053 

4.392 

10.2 

12.2 

11.0 

12.3 

-  Expected  and  observed  c 


patients.  The  opposite  was  true  for  local 
anesthesia.  Hospital  outpatients  were  in 
an  intermediate  position  for  both  forms 
of  anesthesia. 

Inpatients  also  had  the  highest  propor- 
tions of  women  with  preexisting  compli- 
cations, indicating  that  physicians  did  not 
consider  it  good  medical  practice  to  treat 
these  women  as  outpatients  and  had  them 
admitted  for  at  least  overnight  observa- 
tion or  care.  Inpatients  also  had  by  far  the 
highest  proportion  of  women  with  tubal 
sterilization,  6.1  percent;  outpatients  had 
0.4  percent  and  clinic  patients  had  none. 
To  simplify  the  analysis,  data  on  compli- 
cations associated  with  abortions  by  suc- 
tion in  this  report  were  based  on  a  popu- 
lation that  excluded  women  with  preexist- 
ing complications,  tubal  sterilization,  or 
both  ("abortion  only"). 

Starting  at  seven  to  eight  weeks"  gesta- 
tion, complication  rates  with  suction  in- 
creased with  each  period  of  gestation, 
reaching  a  maximum  at  15  weeks  or  more 
(Table  24).  This  was  true  for  total,  major, 
immediate,  and  delayed  complications. 

Immediate  complications  were  defined 
as  those  that  would  generally  be  dis- 
covered on  the  operating  table  or  in  the 
recovery  room,  such  as  perforation  of  the 
uterus  and  other  injuries;  hemorrhage  at 
the  time  of  the  operation;  shock,  syncope, 
and  hypotension;  and  complications  of 
anesthesia.  Delayed  complications  were 
defined  as  those  ordinarily  occurring  after 


Table  22.  Number  of  Patients  with  Induced  Abortions,  without  Preexisting 
Complications,  and  Complication  Rates,  by  Primary  Procedure, 
with  and  without  Tubal  Sterilization:  Total  Patients  and  Local 
Patients  with  Follow-up  (FU) 

Complication  rate  per  100  women 


Procedure 

and  Total 

tubal  sterilization      patients 


Local 
patients 
with  FU 


Total 
patients 


Local  Local 

patients      Total       patients 
with  FU    patients     with  FU 


Suction 
Without  tubal 
sterilization 
With  tubal 
sterilization 
D&C 

Without  tubal 
sterilization 
With  tubal 
sterilization 
Saline 

Without  tubal 
sterilization 
With  tubal 
sterilization 
Hysterotomy 
Without  tubal 
sterilization 
With  tubal 
sterilization 


17.681 
490 


(16.7) 


(17.9) 


96 
683 


i84              23.4 

27.2 

67              25.0 

29.9 

44              33.3 

36.4 

35              33.4 

32.9 

5. 

than  10,  but  at  lea; 

;t  one.  5  o 

the  patient  had  left  the  hospital  and  in- 
cluded such  conditions  as  postabortal 
bleeding,  retention  of  tissue,  anemia,  in- 
fection of  the  pelvic  organs  or  the  urinary 
tract,  depressive  reaction,  and  fever  with- 


out a  specific  diagnosis. 

For  each  period  of  gestation  rates  of 
total  complications  were  highest;  delayed 
complications,  second  highest;  immediate 
complications,  next;  and  major  complica- 


113 
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Table  23.  Number  of  Hospital  Inpa- 
tients and  Outpatients  and 
Clinic  Patients  Aborted  by 
Suction,  and  Percent  Dis- 
tribution by  Selected  Char- 
acteristics 


Hospital 

Charac-     

teristic       Inpatients  Outpatients     Clime 


Number  of  patients 

12,984  25,594  14,384 


Gestation 
(weeks) 

6  or  less 

7-8 

9-10 

11-12 

13-14 


2.7 
21.3 
38.0 
29.2 

7.3 


15  or  more    1.5 

Type  of  service 
Private         43.5 
Nonprivate  56.5 

Anesthesia 

General       83.6 
Local  3.3 

Ottier  and 
n.s.  13.1 

Preexisting 
complications 


Tubal 
sterilization 


26.2 
40.0 
24.3 


57.6 
42.4 


63.1 
26.7 


97.1 
2.9 


5.4 
31.3 
40.5 
20.2 
2.3 
0.3 


12.2 
87.1 


100.0 
0.0 


Table  24.  Number  of  Patients  Aborted  by  Suction  and  Complication  Rates, 
by  Period  of  Gestation:  Total  Patients  and  Local  Patients  with 
Follow-up  (FU) 


Gestation  (weeks) 


Complication  rate  per  100  women 

Major  Immediate      Delayed 


Total  patients 
6  or  less 
7-8 
9-10 
11-12 
13-14 
15  or  more 

All  gestations 
Local  patients 

6  or  less 

7-8 

9-10 

11-12 

13-14 

15  or  more 

All  gestations 


nth  FU 


2.066 
13,334 
20,029 
12,189 

2,317 
417 

50,352 


683 

4,500 

6,907 

4,456 

961 

174 

17,681 


0.8 
(1.9) 


(1.3) 
0.3 


(0.6) 


(5.2) 


=  Expected  and  observed  cases 
-Both  expected  and  observed  ( 


tions,  lowest.  Because  some  patients  had 
both  immediate  and  delayed  compMca- 
tions,  the  sums  of  the  rates  for  delayed 
and  immediate  complications  consistently 
exceed  the  comparable  rates  of  total 
complications. 

Although  higher  rates  of  delayed  com- 
plications could  be  expected  among  local 
patients  with  follow-up  than  among  total 
patients,  the  rates  of  immediate  complica- 
tions among  these  local  patients  were  also 
higher  and  roughly  at  the  same  ratio.  This 
finding  may  indicate  that  physicians  were 


more  likely  to  urge  patients  with  immedi- 
ate complications  to  return  for  checkups 
and  that  these  patients  were  more  likely 
to  do  so. 

The  overall  pattern  of  increasing  com- 
plication rates  with  each  period  of  gesta- 
tion, starting  with  seven  to  eight  weeks, 
was  repeated  with  minor  irregularities  for 
specific  types  of  complications  (Table  25). 
The  higher  complication  rates  of  abor- 
tions at  six  weeks"  gestation  or  earlier, 
compared  to  seven  to  eight  weeks'  gesta- 
tion, cannot  be  attributed  to  any  specific 


Table  25.  Number  of  Patients  Aborted  by  Suction  and  Complication  Rates,  by  Period  of  Gestation,  by  Type  of  Com- 
plication: Total  Patients  and  Local  Patients  with  Follow-up  (FU) 


Rate 

per  100  V 

i/omen 

Perfora- 

Pelvic 

Hemorrhage 

tion  of 

Other 

Hemor- 

infec- 

and 

Fever 

All 

Gestation  (weeks) 

Number 
2,066 

uterus 

injury 

rhage 

tion 

infection 

only 

other 

Total  patients 

(0.4) 

0.6 

0.9 

0.5 

. 

0.6 

0.7 

7-8 

13,334 

0.2 

0.8 

0.6 

0.5 

0.1 

0.7 

0.4 

9-10 

20,029 

0.2 

0.9 

0.8 

0.7 

0.1 

0.7 

0.5 

11-12 

12,189 

0.3 

1.2 

1.5 

0.6 

0.3 

0.7 

13-14 

2,317 

0.6 

1.1 

2.0 

1.0 

0.5 

1.0 

15  or  more 

417 

* 

(1.9) 

2.9 

(1.4) 

All  gestations 

50,352 

0.3 

0.9 

1.0 

0.6 

0.2 

0.7 

0.5 

Local  patients  with  FU 

683 

* 

(1.2) 

(1.3) 

(1.3) 

* 

(0.7) 

(1.0) 

7-8 

4,500 

0.3 

1.1 

0.9 

1.0 

0.2 

0.6 

0.8 

9-10 

6,907 

0.5 

1.2 

1.1 

1.2 

0.2 

0.6 

11-12 

4,456 

0.4 

1.8 

2.1 

1.2 

0.4 

0.4 

0.8 

13-14 

961 

(0.5) 

1.9 

2.8 

1.7 

(0.6) 

(0.8) 

(0.7) 

15  or  more 

174 

(2.9) 

(4.6) 

All  gestations 

17,681 

0.4 

1.4 

1.4 

1.2 

0.3 

0.6 

0.8 

*  =  Expected  and  observed 

cases  less 

than  5, 

(  )  =Both  expected  a 

nd  obse 

trved  case: 

s  less  than  10.  but  at 

least  one,  5  or  n- 

lore. 
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type  of  complication  since  none  of  the 
differences  were  statistically  significant. 
Nor  was  the  excess  associated  with  a 
higher  incidence  of  repeat  curettage 
(Table  26). 

The  incidence  of  total  complications 
among  hospital  outpatients  aborted  by 
suction  was  lower  than  among  inpatients  . 
(Table  27).  The  disparity  was  especially 
marked  at  13  weeks'  gestation  and  later, 
when  outpatient  abortions  were  associ- 
ated with  complication  rates  that  were 
about  half  those  for  inpatient  abortions. 
The  pattern  was  repeated  for  major,  im- 
mediate, and  delayed  complications. 

The  higher  complication  rates  for  in- 
patients, compared  with  outpatients,  were 
partially  due  to  higher  proportions  of 
nonpnvate  patients  among  inpatients.  In 
addition,  there  were  apparently  other 
factors  that  could  not  be  identified  on  the 
basis  of  available  data.  These  may  in- 
clude: (1)  a  selection  of  patients  on  the 
basis  of  medical  judgment  as  to  their  gen- 
eral state  of  health,  not  reflected  in  re- 
corded preexisting  complications  (women 
with  preexisting  complications  were  not 
included  in  the  taoles  in  this  section);  (2) 
greater  experience  and,  hence,  greater 
skill  of  physicians  performing  abortions 
on  an  outpatient  basis  and  having  the 
opportunity  to  perform  large  numbers  of 
abortions;  and  (3)  a  tendency  to  record 
complications  less  completely  for  outpa- 
tients than  for  inpatients,  which,  in  turn, 
may  reflect  experience  and  confidence. 
However,  none  of  these  factors  appears  to 
apply  particularly  to  abortions  at  13 
weeks'  gestation  or  later,  when  the  rela- 
tive differential  was  greatest. 

Total  complication  rates  based  on  total 
clinic  patients  were  substantially  lower 
than  comparable  rates  for  hospital  out- 
patients; rates  for  major  complications, 
however,  were  the  same  for  the  two 
groups  (Table  27).  The  markedly  lower 
rates  of  immediate  complications  among 
clinic  patients  compared  with  hospital 
outpatients  may  reflect  greater  experience 
and  confidence  of  clinic  physicians  or  the 
reluctance  of  out-of-town  patients  to 
remain  for  observation  beyond  the  mini- 
mal time  required  by  the  clinic,  which 
tended  to  be  substantially  less  than  the 
time  required  in  the  majority  of  JPSA 
hospitals.  The  incidence  of  delayed  com- 
plications among  clinic  patients  was  also 
lower  than  among  hospital  outpatients, 
but  the  differences  were  less  marked  than 
those  for  immediate  complications. 

Because  the  great  majority  of  women 
whose   pregnancies   were   terminated   in 


Table  26.  Number  of  Patients  Aborted  by  Suction  and  Rate  of  Repeat  Curet- 
tage, by  Period  of  Gestation:  Total  Patients  and  Local  Patients 
with  Follow-up  (FU) 


Nu 

mber 

Rate  per 

100 

women 

Gestation  (weeks) 

Total 
patients 

Local 
patients 
with  FU 

Total 
patients 

Local 
patients 
with  FU 

6  or  less 

7-8 

9-10 

11-12 

13-14 

15  or  more 

All  gestations 

2.066 
13.334 
20,029 
12.189 

2,317 
417 

50,352 

683 

4,500 

6.907 

4.456 

961 

174 

17,681 

0.4 
0.5 
0.6 
0.7 

1.1 
(1.4) 

0.6 

(0.6) 
0.7 
1.0 
0.9 
1_9 

0.9 

•  '^  Expected  and  obser 
(   )  ^"  Both  expected  and 

"ved  cases 
observed  c 

less  than  5, 
ases  less  tha 

in  10 

.  but  at  least  one. 

5  or  more. 

Table  27.  Number  of  Patients  Aborted  by  Suction  and  Rates  of  Total,  Major, 
Immediate,  and  Delayed  Complications,  by  Type  of  Care:  Total 
Patients  and  Local  Patients  with  Follow-up  (FU) 


Total  patients 

Local  patients  wi 

thFU 

Type  of  complication 
and  gestation  (weeks)      1 

Hospital 

Clinic 

Hospital 

npatients  Oi 

utpatients 

Inpatients  0 

utpatients 

Clinic 

2,751 

4,391 

3,322 

988 

7,444 
9,934 
6,006 
1,371 

-Number  c 

5,205 

5.705 

2,860 

375 

,      ,-     , 

8  or  less 

9-10 

11-12 

13  or  more 

1,251 

2,028 

1,584 

487 

3.591 

4,524 

2.792 

631 

2,629 

2,886 

1,317 

136 

All  gestations 

11,452 

24,755 

14,145 

-Rate  per 

2.4 
2.4 
2.9 
2.4 

5,350 

11,538 

6,968 

Total  complications 
8  or  less 
9-10 
11-12 
13  or  more 

4.7 
5.8 
7.8 
10.5 

3.8 
4.0 
4.6 
5.8 

5.5 
6.7 
9.6 
12.7 

5.1 
5.4 
5.9 
6.5 

3.7 
3.2 
4.9 
(4.4) 

All  gestations 

6.5 

4.2 

2.5 

7.8 

5.5 

3.7 

Ma\oT  complications 
8  or  less 
9-10 
11-12 
13  or  more 

0.4 
0.7 
1.0 
1.7 

0.4 
0.2 
0.4 
(0.6) 

0.2 
0.2 
0^5 

(0.6) 
1.0 
1.3 

(1.4) 

0.4 
0.4 
0^4 

0.3 
0.2 
(0.7) 

All  gestations 

0.8 

0.3 

0.3 

1.0 

0.4 

0.4 

Immediate  complications 
8  or  less 
9-10 
11-12 
13  or  more 

1.9 
2.2 
3.4 
5.7 

1.4 
1.6 
2.2 
2.0 

0.5 
0.5 
0.7 
(1.1) 

2.0 
2.6 
4.0 
6.8 

1.7 
2.1 
2.8 
1.9 

0.5 
0.4 
0^.8 

All  gestations 

2.8 

1.7 

0.6 

3.3 

2.1 

0.5 

Delayed  complications 
8  or  less 
9-10 
11-12 
13  or  more 

3.0 
4.1 
4.9 
6.3 

2.6 
2.6 
2.7 
3.9 

1.9 
1.8 
2.2 
1.6 

3.9 
4.7 
6.5 
8.0 

3.5 
3.7 
3.4 
4.6 

3.3 
2.8 
4.1 
(3.7) 

All  gestations 

4.2 

2.7 

1.9 

5.4 

3.6 

3.3 

°  Local  and  out-ofarea  patients  with  follow 
*  —  Expected  and  observed  cases  less  th^ 
(  )  —  Both  expected  and  observed  cases  le 

«-up. 
an  5 
ss  than  10, 

but  at  least  one.  5  or  mor 

36 


Table  28.  Number  of  Patients  Aborted  by  Suction  and  Rates  of  Complication, 
Repeat  Curettage,  and  Secondary  Hospitalization,  by  Type  of 
Care:  Total  Patients  and  Local  Patients  with  Follow-up  (FU) 


Total  patients 


Hospital 


Local  patients  with  FU 
Hospital 


Inpatients  Outpatients    Clinic"      Inpatients  Outpatients  Clinic" 


11.452  24,755 


Complication 

Perforation  of  uterus 
Otfier  injury 
Hemorrhage 
Pelvic  infection 
Hemorrhage 

and  infection 
Fever  only 
All  other 

Repeat  curettage 

Secondary  hospitalization 
Day  1 
Day  2-30 


-Number  of  patients — 

14,145         5,350 
—Rate  per  100  women- 


=  Not  applicable. 


Table  29.  Number  of  Hospital  Inpatients  and  Outpatients  Aborted  by  Suction 
and  Rates  of  Total,  Major,  Immediate,  and  Delayed  Complications, 
by  Period  of  Gestation,  by  Type  of  Service:  Total  Patients  and 
Local  Patients  with  Follow-up  (FU) 


Total  hospital  patients 


Local  hospital  patients  with  FU 


Inpatients 

Type  of  complication  Non- 

and  gestation  (weeks)     Private  private 


Outpatients  Inpatients         Outpatients 


Non-  Non-  Non- 

Private    private  Private  private  Private  private 


8  or  less 

9-10 

11-12 

13  or  more 

All  gestations 


Number  of  patients 

1,303     1,448        4,831        2,613         610         641      2,475      1,116 

1,759     2,632        5,334       4,600         836     1,192     2,603      1,921 

1,332      1,990        3,301        2,705         639         945      1.614     1,178 

462         526  841  530         224         263        402         229 


Total  complications 
8  or  less 
9-10 
11-12 
13  or  more 

All  gestations 

tvlajor  complications 
8  or  less 
9-10 
11-12 
13  or  more 

All  gestations 

Immediate  complications 
8  or  less 
9-10 
11-12 
13  or  more 

All  gestations 

Delayed  complications 
8  or  less 
9-10 
11-12 
13  or  more 

All  gestations 


4,856     6.596     14,307     10,448     2.309     3,041      7.094     4.444 
Rate  per  100  women 


5.0 
4.5 
8.0 


3.5  4.3  6.9  4.2  4.9 

3.5  4.6  5.0  7.9  4.8 

3.8  5.7  11.1  8.6  4.8 

4.4  7.9  12.5  12.9  6.0 


(0.2)       (0.5) 
0.6         0.8 


(1.1) 
0.8 


3.6 


0.2 
(0.7) 


5.0 


7.9 


7.8 


4.9 


(0.8)  0.2 

(1.0)         1.1  0.4 

1.9         (1.0)  (0.1) 
*         (2.7) 


1.0 


1.1 


0.3 


2.3 
3.2 
5.9 

2.8 


6.5        (1.5)       (2.6) 


4.9 
6.3 

4.4 


2.4  2.8  5.1 

2.5  2.7  3.3 
2.3  3.3  7.7 
3.0  5.5  8.0 


2.5 


3.0 


5.5 


*  —Expected  and  observed  cases 
(  )  =Both  expected  and  observed  c 


s  than  10.  but  at  least  c 


clinics  were  nonresidents,  it  was  not  pos- 
sible to  compute  valid  complication  rates 
for  local  patients  with  follow-up  for  this 
group.  Hence,  the  rates  for  clinic  patients 
are  based  on  all  women  with  follow-up, 
including  local  patients  and  nonresidents. 
In  our  judgment,  this  substitution  is  justi- 
fied because  the  follow-up  procedures  of 
the  clinics  (mainly  questionnaires  mailed 
in  by  the  patients  and  telephone  inter- 
views) tended  to  be  the  same  for  local  pa- 
tients and  for  nonresidents.  The  fact  that 
the  percentage  with  follow-up  was 
slightly  higher  among  out-of-area  clinic 
patients,  compared  with  local  clinic  pa- 
tients, lends  additional  weight  to  the  argu- 
ment. Since  this  report  includes  data  from 
only  six  clinics,  with  one  contributing  70 
percent  of  the  cases  with  follow-up,  gen- 
eralizations from  the  findings  should  be 
made  with  the  greatest  caution. 

Except  for  "fever  only,"  where  the  com- 
plication rate  was  highest  among  clinic 
patients,  and  the  category  for  "all  other" 
complications,  where  it  was  marginally 
higher  for  outpatients,  clinic  patients  had 
the  lowest  incidence  of  each  specific  type 
of  complication,  and  hospital  inpatients 
had  the  highest  (Table  28).  The  high  rates 
of  "fever  only"  for  clinic  patients,  com- 
bined with  low  rates  of  pelvic  infection, 
reflect  the  dependence  of  clinics  on  re- 
ports directly  from  patients  rather  than 
from  physicians  who  would  have  made 
more  specific  diagnoses. 

Among  the  24,755  hospital  outpatients 
aborted  by  suction,  149  (0.6  percent)  were 
kept  in  the  hospital  for  one  night  or 
longer.  Of  these  women,  84  remained  in 
the  hospital  for  only  one  night,  indicating 
that  they  were  admitted  essentially  for 
observation.  Another  59  women  were 
hospitalized  for  two  to  seven  days,  and 
six  women,  for  eight  to  thirteen  days. 

The  reasons  for  keeping  the  65  women 
for  two  days  or  longer  were  as  follows: 


Diagnosis 


Days 


Perforation  of  uterus 

with  surgery 

without  surgery 
Hemorrhage 
Complications  of 

anesthesia 
To  rule  out  ectopic 

pregnancy 
Incomplete  evacuation 
Fever 

Parametritis 
Other 


3-13 

2-7 

2-5 


2-9 
2-5 
2-3 


In  addition  to  the  65  outpatients  who 
remained  in  hospital,  seven  women  were 
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readmitted  during  the  first  30  days  follow- 
ing the  suction  procedure  with  a  diagnosis 
of  uterine  perforation,  complicated  in  at 
least  four  instances  by  pelvic  infection. 
Six  of  these  women  underwent  abdominal 
surgery,  including  three  hysterectomies; 
the  seventh  patient  was  hospitalized  for 
23  days  because  of  pulmonary  embolism. 
Among  the  14,145  clinic  patients,  only 
1 1  women  (0. 1  percent)  were  hospitalized, 
four  for  overnight,  and  the  remaining 
seven  for  two  to  ten  days,  five  cases  be- 
cause of  perforation  of  the  uterus,  and 
two  because  of  laceration  of  the  cervix. 
Two  additional  women  were  admitted  to 
hospitals  later  for  five  to  seven  days  be- 
cause of  perforation  of  the  uterus. 

The  very  low  rates  of  immediate  com- 
plications for  clinic  patients  may  reflect,  in 
part,  greater  experience  of  the  physicians 
working  in  these  institutions  and,  in  part, 
the  administrative  and  psychological  im- 
plications of  transferring  a  clinic  patient 
to  a  hospital,  compared  with  keeping  a 
patient  who  is  already  in  a  hospital. 

A  total  of  225  patients  were  admitted 
or  readmitted  to  hospitals  for  the  treat- 
ment of  complications  from  the  second  to 
the  thirtieth  day  following  the  primary 
procedure.  The  rate  of  these  admissions 
was  lower  for  hospital  outpatients  than 
for  inpatients  and  much  lower  for  clinic 
patients  than  for  hospital  patients  (Table 
28).  With  insignificant  variations  by  type 
of  care,  the  median  duration  of  hospitali- 
zation was  2.7  days  and  9  percent  of  those 
admitted  remained  in  the  hospital  for  one 
week  or  longer. 

The  pattern  of  repeat  curettage  was 
similar  to  the  pattern  of  secondary  hos- 
pitalization. The  very  low  rates  of  repeat 
curettage  and  later  admission  to  hospitals 
of  clinic  patients  probably  reflect  the  re- 
luctance of  many  patients  to  seek  medical 
advice  or  care  in  their  home  communities. 
To  some  extent,  differences  between 
complication  rates  for  hospital  inpatients 
and  outpatients  occurred  because  non- 
private  patients  constituted  a  higher  pro- 
portion of  inpatients  than  of  outpatients 
(Table  29).  Almost  without  exception, 
complication  rates  among  private  and 
nonprivate  hospital  patients  were  higher 
for  inpatients  than  for  outpatients,  but 
these  difi'erences  were  greater  among  pri- 
vate patients.  Differences  in  complication 
rates  between  private  and  nonprivate  in- 
patients were  small  for  all  periods  of  ges- 
tation combined  and  were  irregular  at 
specific  periods;  whereas  among  outpa- 
tients, complication  rates  were  consis- 
tently higher  for  nonprivate  than  for  pri- 


vate patients.  The  differences  in  compli- 
cation rates  between  private  hospital  out- 
patients and  clinic  patients,  who  were  also 
considered  private  patients,  were  sub- 
stantially smaller  than  the  differences 
previously  noted  between  all  hospital  out- 
patients and  clinic  patients  (Table  27), 
These  patterns  were  also  observed  for  the 
other  three  types  of  complication  rates — 
major,  immediate,  and  delayed. 

Except  for  hemorrhage,  where  the 
complication  rate  was  substantially  higher 
for  private  than  for  nonprivate  patients 
among  hospital  inpatients,  complication 
rates  for  specific  complications  tended  to 
be  higher  for  nonprivate  patients  among 
both  inpatients  and  outpatients  (Table 
30).  Nonprivate  inpatients  and  outpa- 
tients also  had  higher  rates  of  repeat 
curettage  and  of  secondary  admissions  to 
hospitals,  compared  with  inpatients  and 
outpatients  on  private  service.  Poorer 
general  health  and  inadequate  medical 
care  among  the  nonprivate  patients  may, 
again,  be  suggested  as  contributing 
causes. 

Among  hospital  outpatients,  total  com- 
plication rates  with  local  anesthesia  (but 
not  rates  of  major  complications)  ex- 
ceeded those  with  general  anesthesia  at 
each  period  of  gestation,  contrary  to 
widely  held  medical  opinion  (Table  31). 
These  differentials  are  partially  explained 
by  the  higher  proportion  of  nonprivate 
patients  among  those  aborted  under  local 
anesthesia.  Rates  of  repeat  curettage  were 
about  two  to  three  times  as  high  with  local 


anesthesia  among  both  private  and  non- 
private  patients. 

Comparable  data  on  hospital  inpatients 
and  on  clinic  patients  were  not  shown 
because  of  the  small  numbers  of  patients 
with  local  or  general  anesthesia,  respec- 
tively, in  these  two  groups. 

Time  Trends 

For  the  26  hospitals  with  28,603  pa- 
tients for  which  data  for  the  entire  12 
months,  1  July  1970  to  1  July  1971,  were 
available,  the  distribution  of  patients  by 
selected  characteristics  was  quite  similar 
to  comparable  distributions  for  all  hos- 
pital patients.  The  data  for  the  26  hos- 
pitals show  a  well-defined  time  trend  on 
most  parameters  (Table  32  and  Figure  10). 
From  the  third  quarter  of  1970  to  the 
second  quarter  of  1971,  the  proportions  of 
primigravidae,  single,  white,  and  private 
patients  declined,  while  the  proportions  of 
parous,  married,  black,  and  nonprivate 
patients  increased.  Some  of  these  changes 
probably  reflected  a  movement  of  abor- 
tion-seeking women  from  hospitals  to  the 
newly  established  clinics.  There  was  little 
change  over  time  in  the  distributions  by 
age  and  residence  of  women. 

Despite  the  changes  in  ethnic  group 
and  type  of  service  among  the  women 
aborted  in  hospitals,  the  proportion  of 
early  abortions  increased  with  a  comple- 
mentary decline  in  late  abortions.  This 
change  indicates  that  increasing  numbers 
of  women  have  become  aware  of  the  ad- 
vantages of  abortion  early  in  pregnancy. 


Table  30.  Number  of  Hospital  Inpatients  and  Outpatients  Aborted  by  Suction 
and  Rates  of  Complication,  Repeat  Curettage,  and  Secondary 
Hospitalization,  by  Type  of  Service:  Total  Patients  and  Local  Pa- 
tients witfi  Follow-up  (FU) 


Total  hospital  patients 

Local  hospital  patients 
Inpatients          Outpal 

with  FU 

Inpatients 
Non- 

Outpatients 

iients 

Non- 

N 

lon- 

Non- 

Item 

Private 

private 

Private 

private 

Private  pr 

ivate 

Private  private 

Ni 

jmber  of  patients- 

4,856 

6,596 

14,307 

10,448 

2,309     3,041 

7.094 

4,444 

Complication 

Perforation  of  uterus 

0.3 

0.5 

0.2 

0.4 

(0.3) 

0./ 

0.2 

0.5 

Other  injury 

1.3 

1.7 

0.8 

1.3 

1.7 

1.9 

1.0 

Hemorrhage 

2.1 

1.4 

0.9 

1.1 

2.7 

l.b 

Pelvic  infection 

0.7 

1.2 

0.7 

0.8 

0.9 

1.8 

1.0 

Hemorrhage 

and  infection 

0.2 

0.3 

0.1 

0.3 

(0.3) 

Fever  only 

0.9 

1.0 

0.3 

0.4 

1.0 

0.8 

0.4 

0.4 

All  other 

0.6 

0.6 

0.6 

0.7 

1.0 

U.b 

0.9 

1.0 

Repeat  curettage 

0.7 

1.0 

0.6 

0.9 

0.8 

1.3 

0.7 

1.1 

Secondary  hospitalizati 

en 

Day  1 

n.a. 

n.a. 

0.4 

C.9 

n.a. 

n.a. 

Day  2-30 

0.8 

0.9 

0.5 

0.9 

1.2 

1.3 

0.6 

1.1 

(  )  =:  Both  expected  and  observed  c 
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10.  but  at  least  c 


38 


Figure  10.  Percent  Distribution  of 
Selected  Characteristics, 
by  Calendar  Quarter 
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and  that  hospitals  have  improved  their 
administrative  procedures,  with  a  result- 
ing decline  in  waiting  periods. 

Over  the  one-year  period,  abortions  by 
suction  increased  at  the  expense  of  all 
other  procedures,  except  saline,  which  re- 
mained constant. 

Among  women  aborted  by  suction,  the 
proportions  receiving  inpatient  care  and 
those  aborted  under  general  anesthesia 
also  declined  frorr  mid- 1970  to  mid- 1971, 
whereas  outpatient  care  and  local  anes- 
thesia were  more  widely  used  (Table  33 
and  Figure  1 1). 

All  complication  rates  of  suction — 
total,  major,  immediate,  and  delayed — 
for  both  total  patients  and  local  patients 
with  follow-up  declined  sharply  in  JP.SA 
hospitals  over  the  one-year  period  covered 
(Table  33  and  Figure  12).  Most  of  these 
declines  were  by  50  percent  or  more. 
These  gratifying  declines  in  complication 
rates  can  undoubtedly  be  attributed  to 
the  greater  experience  and  skill  of  the 
physicians  and  other  hospital  personnel 
dealing  with  the  abortion  patient  and 
improved  equipment  in  many  hospitals. 


Figure  11.  Percent  Outpatients  and 
Local  Anesthesia  Among 
Patients  Aborted  by  Suc- 
tion, by  Calendar  Quarter 


Table  31.  Number  of  Hospital  Outpatients  Aborted  by  Suction,  by  Period  of 
Gestation  and  Type  of  Service,  and  Rates,  of  Total  and  Major 
Complications  and  Repeat  Curettage,  by  Type  of  Anesthesia: 
Total  Patients  and  Local  Patients  with  Follow-up  (FU) 


Total  hospital  out- 
patients 

Local  hospital  out- 
patients with  FU 

Item 

General 
anesthesia 

Local 
anesthesia 

General 
anesthesia 

Local 
anesthesia 

.,      . 

, 

Gestation  (weeks) 
8  or  less 
9-10 
11-12 
13  or  more 

4,744 

5,878 

4,007 

966 

1,847 

3.164 

1,420 

250 

2.509 

2,917 

1,977 

459 

698 

1,224 

519 

86 

Type  of  service 
Private 
Nonprivate 

11,662 
3,933 

1,949 
4,732 

6,029 
1,833 

671 
1,856 

All  patients 

15,595 

6,681 

7,862 

2,527 

Total  complications 
8  or  less 
9-10 
11-12 
13ormore 

3,4 
3.4 
4.4 
5,2 

4,0 
4.9 
5,3 
9,2 

4,5 
4.5 
5,6 
5,7 

5.9 
7.5 
7.3 
14.0 

All  gestations 

3.8 

4,9 

4.8 

7.2 

Type  of  service 
Private 
Nonprivate 

3.3 
5,1 

4,8 
4,9 

4.4 
6,3 

9.1 
6,6 

Major  complications 
Private 
Nonprivate 

0,3 
0,2 
0.7 

0,3 
(0.4) 
0.3 

0.4 
0.2 
0,9 

0,3 
0,3 

Repeat  curettage 
Private 
Nonprivate 

0.5 
0,5 
0.7 

1,2 
1.1 
1.3 

0.6 
0,6 
0.7 

1,8 
1,9 
1,7 

*  =  Expected  and  observed  cases 
(  )  =^Both  expected  and  observed  c 

less  than  5. 
ases  less  than 

10.  but  at  least  o 

ne    5  or  more 

4th  1970  1st  1971  2nd  1971 

Calendar  quarter 


Figure  12.  Range  of  Complication 
Rates  Per  100  Patients 
Aborted  by  Suction,  by 
Calendar  Quarter 


v^^ 

-^^\ 

Total 
^       complications 

^^"""^ 

- 

^ 

\ 

\ 

\ 

Major 

\ 

-~.«„,\ 

v^ 

/ 

1 

3rd  1970  4th  1970  1st  1971         2nd  1971_ 

Calendar  quarter 
^^ Total  patients    —^^Local  patients  with  follow-up 
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Table  32.  Number  of  Patients  with  Induced  Abortions  and  Percent  Distribu- 
tion by  Selected  Characteristics,  by  Calendar  Quarter:  Hospitals 
with  12  Months'  Participation 


Call 

endar quarter 

Characteristic 

3rd  1970 

4th  1970 

1st  1971 

2nd  1971 

Number 

,      ... 

01  patients 

7,055 

6.789 
1 

7,689 
^e  rcent 

7,070 

Age  (years) 

19  and  under 

22.0 

23.4 

22.5 

21.8 

20-29 

56.4 

54.6 

54.5 

54.6 

30  and  over 

21.6 

22.0 

23.0 

23.6 

Prior  pregnancies 

None 

48.2 

45.1 

42.8 

39.3 

1  +  abortions  only 

3.6 

3.2 

3.9 

4.2 

1  +  births 

48.2 

51.7 

53.3 

56.5 

Marital  status 

Single 

53.3 

52.8 

50.8 

48.3 

Married 

32.6 

31.8 

33.5 

34.8 

Wid./div./sep. 

14.1 

15.4 

15.7 

16.9 

Ethnic  group 

White 

71.9 

69.7 

65.8 

62.9 

Black 

21.8 

24.4 

28.5 

30.4 

Other 

6.3 

5.9 

5.7 

6.7 

Type  of  service 

Private 

63.1 

55.4 

49.8 

47.6 

Nonprivate 

36.9 

44.6 

50.2 

52.4 

Residence 

Local 

72.2 

72.6 

72.6 

73.7 

Out-of-area 

27.8 

27.4 

27.4 

26.3 

Gestation  (weeks) 

12  or  less 

66.3 

69.4 

71.8 

72.4 

13  or  more 

33.7 

30.6 

28.2 

27.6 

Primary  procedure 

Suction 

64.7 

67.6 

70.3 

71.6 

D&C 

7.6 

5.5 

5.0 

3.9 

Saline 

21.7 

22.8 

21.3 

21.5 

Hysterotomy 

2.7 

1.5 

1.5 

1.3 

Hysterectomy 

2.1 

1.9 

1.5 

1.4 

Other 

1.2 

0.7 

0.4 

0.3 
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Table  33.  Number  of  Patients  Aborted  by  Suction  and  Percent  Distribution 
by  Type  of  Care  and  Anesthesia,  and  Rates  of  Total,  Major,  Imme- 
diate, and  Delayed  Complications,  by  Calendar  Quarter:  Hospitals 
with  12  Months'  Participation 

Calendar  quarter 


Total  patients 

Local  patients  with  FU 

Type  of  care 

Inpatient 

Outpatient 
Anesthesia 

General 

Local 

Other  and  n.s. 

Total  complications 

Total  patients 

Local  patients  with  FU 
Major  complications 

Total  patients 

Local  patients  with  FU 
Immediate  complications 

Total  patients 

Local  patients  with  FU 
Delayed  complications 

Total  patients 

Local  patients  with  FU 


4,206 
2,112 


32.8 
67.2 


90.9 


-Number  of  patients 

4,286  5,073 

2,186  2.321 

-Percent  of  total  patients- 


32.5 
67.5 


80.0 
12.4 


-Rate  per  100  women- 


4,723 
2,260 


i.  =  Not  slated. 
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APPENDIX  A 
List  of  Participating  Institutions 
and  Principal  Investigators 

Arizona 
Phoenix 
Good     Samaritan     Hospital— W.     B. 
Cherny,  M.D. 
California 
Los  Angeles  Metropolitan  Area 

Harbor  General   Hospital— Gerald  B. 

Holzman,  M.D. 
Kaiser  Foundation  Hospital— Katsumi 

Tawa,  M.D. 
Los     Angeles    County-University     of 
Southern  California  Medical  Center 
—Gail  V.  Anderson,  M.D. 
University  of  California  Los  Angeles 
School  of  Medicine— Gerald  B.  Holz- 
man, M.D. 
Oakland 

Kaiser  Foundation  Hospital— Leonard 
Roth,  M.D. 
San  Francisco 

Children's  Hospital— Gilbert  A.  Webb, 

M.D. 
H.  C.  Moffitt  Hospital— Alan  J.  Mar- 

golis,  M.D. 
Mt.  Zion  Hospital— John  A.  Kerner, 

M.D. 
San     Francisco     General     Hospital- 
Philip  J.  Goldstein,  M.D. 
Connecticut 
New  Haven 
Yale  University  School  of  Medicine- 
Philip  M.  Sarrel,  M.D. 
District  of  Columbia 

Columbia  Hospital  for  Women— David 

H.  Kushner,  M.D. 
District  of  Columbia  General  Hospital 

—Frank  J.  Bepko,  M.D. 
George  Washington  University  Medical 

Center— James  G.  Sites,  M.D. 
PRETERM*— Benjamin    N.    Branch, 

M.D. 
Washington  Hospital  Center— William 
F.  Peterson,  M.D. 

Hawaii 
Honolulu 

Kapiolani  Maternity  and  Gynecological 
Hospital— Roy  G.  Smith,  M.D. 

Kansas 
Kansas  City 
University  of  Kansas  Medical  Center— 
Kermit  E.  Krantz,  M.D. 

Maryland 
Baltimore 
Church  Home  and  Hospital— Eleanor 
Scott,  M.D. 


Johns    Hopkins    Hospital— Irvin     M. 

Cushner,  M.D. 
Sinai  Hospital  of  Baltimore— Jerome  S. 
Harris,  M.D. 
Massachusetts 
Boston 

Beth     Israel     Hospital— Emanuel     A. 

Friedman,  M.D. 
Boston  Hospital  for  Women— Duncan 
E.  Reid,  M.D. 
New  York 
Buffalo 
Children's  Hospital- Ronald  J.  Foote, 
M.D. 
New  York  City  Metropolitan  Area 
The   Hospital   of  the  Albert   Einstein 
College  of  Medicine— Norman  Her- 
zig,  M.D. 
Bellevue  Hospital— Gordon  W.  Doug- 
las, M.D. 
Beth  Israel  Hospital— George  Blinick, 

M.D. 
Booth    Memorial    Medical    Center- 
Lewis  Shenker,  M.D. 
Bronx-Lebanon  Hospital  Center— Rob- 
ert S.  Neuwirth,  M.D. 
Bronx-Municipal  Hospital  Center— Sey- 
mour L.  Romney,  M.D. 
Brooklyn  Cumberland  Medical  Center 

— Vincent  Tricomi,  M.D. 
The    Center    for    Reproductive    and 
Sexual    Health*- Bernard    Nathan- 
son,  M.D. 
Flower  and  Fifth  Avenue  Hospitals- 
Martin  L.  Stone,  M.D. 
French-Polyclinic    Hospital— Leon    A. 

Falik,  M.D. 
Harlem    Hospital   Center— Donald   P. 

Swartz,  M.D. 

Jewish  Hospital  and  Medical  Center  of 

Brooklyn — Morton  A.  Schiffer,  M.D. 

Jewish  Hospital  and  Medical  Center  of 

Brooklyn -Greenpoint    Affiliation  — 

Ralph  Schwartz,  M.D. 

Long  Island  College  Hospital— Henry 

Freedman,  M.D. 
Long  Island  Jewish  Medical  Center- 
Alexander  H.  Rosenthal,  M.D. 
Maimonides  Medical  Center— William 

Pomerance,  M.D. 
Manhattan  Women's  Center*— Michael 

Truppin,  M.D. 
Metropolitan     Hospital  —  Martin     L. 

Stone,  M.D. 
Montefiore  Hospital  and  Medical  Cen- 
ter-Gun Hill   Road  Division— Nor- 
man Herzig,  M.D. 
Montefiore-Morrisania  Affiliation  Hos- 
pital—Norman Herzig,  M.D. 
The  Mount  Sinai  Hospital— Thomas  D. 
Kerenyi,  M.D. 
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Nassau  County  Medical  Center-Mead- 
owbrook     Hospital  —  Joel    Robins, 
M.D. 
New   York    Hospital-Cornell    Medical 

Center— Fritz  Fuchs,  M.D. 
Pelham     Medical     Group*  —  Gerald 

Grossman,  M.D. 
Roosevelt    Hospital— Abraham    Risk, 

M.D. 
Sloane    Hospital    for    Women— R.    L. 

Vande  Wiele,  M.D. 
State  University-Kings  County  Medical 
Center  (SUNY)— James  H.  Nelson, 
Jr.,  M.D. 
University  HospitaKN.Y.U.)— Gordon 

W.  Douglas,  M.D. 
Woman's  Hospital-St.  Luke's  Hospital 
Center— Harold  M.  M.  Tovell,  M.D. 
Woman's  Pavilion* — Leonard  M.  Rob- 
erts, M.D. 
Syracuse 

Planned  Parenthood  Center*— A.  Jef- 
ferson Penfield,  M.D. 
Rochester 

Highland  Hospital— George  C.  Trom- 

betta,  M.D. 
Strong  Memorial   Hospital— Curtis  J. 
Lund,  M.D. 

North  Carolina 
Chapel  Hill 

North  Carolina  Memorial  Hospital- 
Charles  H.  Hendricks,  M.D. 

Oregon 
Portland 

University  of  Oregon  Medical  School — 
Ralph  C.  Benson,  M.D. 

Pennsylvania 
Philadelphia 

Albert  Einstein  Medical  Center— Wil- 
liam G.  Slate,  M.D. 

Pennsylvania  Hospital— S.  Leon  Israel, 
M.D. 

Philadelphia   General    Hospital— John 
P.  Emich,  M.D. 

Thomas  Jefferson  University  Hospital- 
Roy  G.  Holly,  M.D. 
Pittsburgh 

Magee-Women's  Hospital— Donald  L. 
Hutchinson,  M.D. 

Western  Pennsylvania  Hospital— Leon- 
ard E.  Laufe,  M.D. 

Washington 
Seattle 

University   of  Washington  School  of 
Medicine— Julius  C.  Butler,  M.D. 


'  Nonhospital  facilities. 
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APPENDIX  B 

Tables  34  and  35  present  data  compa- 
rable to  those  in  Tables  15and  I7(pp.  108, 
ill),  except  that  clinic  patients  are  ex- 
cluded. The  complication  rates  following 
abortions  at  16  weeks'  gestation  or  earlier 
for  all  hospital  patients  and  for  private 
patients  in  hospitals  are  higher  than  compa- 
rable rates  when  data  for  clinic  patients  are 
included,  but  these  differences  are  small 
when  based  on  total  patients  and  negli- 
gible when  based  on  local  patients  with 
follow-up. 


Table  34.  Numbers  of  Hospital  Patients  and  of  Hospital  Patients  with  "Abor- 
tion Only,"  and  Complication  Rates,  by  Period  of  Gestation:  Total 
Patients  and  Local  Patients  with  Follow-up  (FU) 

Complication  rate  per  100  women 


Gestation  (weeks) 


All  hospital  patients: 
6  or  less 
7-8 
9-10 
11-12 
13-14 
15-16 
17-20 
21-24 
25  or  more 


Total 


Major 


Total 
patients 


Local 
patients 
with  FU 


Local  Local 

Total       patients    Total     patients 
patients     with  FU  patients  with  FU 


1,588 
10,627 
16,598 
11,048 
3,708 
3,729 
9,573 
1,616 
101 


788 
5,166 
7,779 
5,352 
1,878 
1,760 
3,816 

552 
36 


17.1 
24.3 
24.0 
22.8 
26.7 


10.2 
19.3 
27.8 
28.9 
24.1 
30.6 


All  gestations 

Hospital  patients 
with  "abortion  only" 
6  or  less 
7-8 
9-10 
11-12 
13-14 
15-16 
17-20 
21-24 
25  or  more 


1,476 
9,903 
15,482 
9,976 
3,164 
3,248 
8,748 
1,456 
83 


716 
4,732 
7,157 
4,719 
1,559 
1,487 
3,352 

472 
29 


14.5 
22.6 
22.7 
20.9 
25.3 


6.2 
7.3 
16.2 
26.0 
27.1 
21.2 
(27.6) 

6.3 
24.0 


>  than  10,  but  f 


Table  35.  Number  of  Private  and  Nonprivate  Hospital  Patients  with  "Abortion 
Only,"  and  Complication  Rates,  by  Period  of  Gestation:  Total 
Patients  and  Local  Patients  with  Follow-up  (FU) 

Complication  rate  per  100  women 


Service  and 
gestation  (weeks) 


Total 
patients 


Local  Local  Local 

patients       Total      patients     Total      patients 
with  FU      patients    with  FU   patients    with  FU 


7-8 

9-10 

11-12 

13-14 

15-16 

17-20 

21-24 

25  or  more 


915 
5.816 
7.544 
4.925 
1.446 
1,234 
3,680 

682 
35 


466 
2,912 
3,675 
2,400 

701 

463 
1,007 

129 


5.1 
8.2 
13.5 
14.6 
17.2 
31.4 
4.2 


17.9 
19.8 
17.8 


(1.3) 


9-10 
11-12 
13-14 
15-16 
17-20 
21-24 
25  or  more 


561 
4.087 
7.938 
5.051 
1,718 
2,014 
5,068 

774 
48 


250 
1,820 
3,482 
2,319 

858 
1,024 
2,345 

343 
19 


19.7 
28.3 
28.6 
24.3 
20.8 


21.6 
29.6 
30.2 
22,4 


27.8 
14.8 


xpected  and  observed  ( 
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57-676    O  -  76  -  4 
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Table  36.  Ninety-five  Percent  Confidence  Limits  for  Selected  Levels  of  Complication  Rates  and  Numbers  of  Patients 


Numbe 

r  of  patients 

Rate  per 

100  wome 

n       100 

200 

500 

1,000 

2,000 

5.000 

10.000 

20,000 

50,000 

0.1 

• 

* 

0.0- 

0.2 

0.0- 

0.2 

0.1- 

0.2 

0.1-  0.1 

0.2 

* 

* 

* 

* 

* 

0.1- 

0.4 

0.1- 

0.4 

0.2- 

0.3 

0.2-  0.2 

0.3 

• 

* 

* 

0.1- 

0.7 

0.2- 

0.5 

0.2- 

0.4 

0.2- 

0.4 

0.3-  0.4 

0.4 

• 

* 

' 

0.2- 

0.8 

0.3- 

0.6 

0.3- 

0.5 

0.3- 

0.5 

0.4-  0-5 

0.5 

* 

* 

• 

0.2- 

1.2 

0.2- 

0.9 

0.3- 

0.7 

0.4- 

0.7 

0.4- 

0.6 

0.4-  0.6 

0.6 

* 

* 

* 

0.2- 

1.3 

0.3- 

1.0 

0.4- 

0.8 

0.4- 

0.8 

0.5- 

0.7 

0.5-  0.7 

0.7 

* 

* 

* 

0.3- 

1.4 

0.4- 

1.2 

0.5- 

1.0 

0.6- 

0.9 

0.6- 

0.8 

0.6-  0.8 

0.8 

* 

* 

0.4- 

1.6 

0.5- 

1.3 

0.6- 

1.1 

0.6- 

1.0 

0.7- 

0.9 

0.7-  0.9 

0.9 

* 

* 

0.4- 

1.7 

0.5- 

1.4 

0.7- 

1.2 

0.7- 

1.1 

0.8- 

1.0 

0.8-   1.0 

1.0 

* 

* 

0.3-  2.3 

0.5- 

1.8 

0.6- 

1.5 

0.7- 

1.3 

0.8- 

1.2 

0.9- 

1.1 

0.9-   1.1 

2.0 

• 

* 

1.0-  3.6 

1.3- 

3.0 

1.5- 

2.7 

1.7- 

2.4 

1.8- 

2.3 

1.8- 

2.1 

1.9-  2.1 

3.0 

* 

1.1-  6.4 

1.8-  4.8 

2.1- 

4.2 

2.4- 

3.8 

2.6- 

3.5 

2.7- 

3.3 

2.8- 

3.2 

2.9-  3.1 

4.0 

* 

1.7-  7.7 

2.5-  6.0 

2.9- 

5.4 

3.2- 

4.9 

3.5- 

4.6 

3.6- 

4.4 

3.7- 

4.3 

3.8-  4.2 

5.0 

1.6-11.3 

2.4-  9.0 

3.3-  7.3 

3.7- 

6.5 

4.1- 

6.0 

4.4- 

5.6 

4.6- 

5,4 

4.7- 

5.3 

4.8-  5.2 

6.0 

2.2-12.6 

3.2-10.2 

4.1-  8.4 

4.6- 

7.6 

5.0- 

7.1 

5.4- 

6.7 

5.6- 

6.5 

5.7- 

6.3 

5.8-  6.2 

7.0 

2.9-13.9 

4.0-11.4 

5  0-  9.6 

5.5- 

8.7 

5.9- 

8.2 

6.3- 

7.7 

6.5- 

7.5 

6.7- 

7.4 

6.8-   7.2 

8.0 

3.5-15.2 

4.7-12.6 

5.8-10.7 

6.4- 

9.8 

6.9- 

9.3 

7.3- 

8.8 

7.5- 

8.5 

7.6- 

8.4 

.    7.8-  8.2 

9.0 

4.2-16.4 

5.5-13.8 

6.7-11.8 

7.3-10.9 

7.8-10.3 

8.2- 

9.8 

8.4- 

9.6 

8.6- 

9.4 

8.8-  9.2 

10.0 

4.9-17.6 

6.2-15.0 

7.5-13.0 

8.2-12.0 

8.7-11.4 

9.2-10.9 

9.4-10.6 

9.6-10.4 

9.7-10.3 

12.0 

6.4-20.0 

7.9-17.3 

9.3-15.2 

10.0-14.2 

10.6-13.5 

11.1- 

12.9 

11.4-12.6 

11.6-12.5 

11.7-12.3 

14.0 

7.9-22.4 

9.5-19.6 

11.1-17.3 

11.9-16.3 

12.5-15.6 

13.0-15.0 

13.3-14.7 

13.5-14.5 

13.7-14.3 

16.0 

9.4-24.7 

11.2-21.8 

12.9-19.5 

13.8-18.4 

14.4-17.7 

15.0-17.0 

15.3-16.7 

15.5-16.5 

18.0 

11.1-26.9 

13.0-24.0 

14.7-21.6 

15.7-20.5 

16.4-19.8 

17.0-19.1 

17.2-18.8 

17.5-18.5 

20.0 

12.7-29.2 

14.7-26.2 

16.6-23.8 

17.6-22.6 

18.3-21.8 

18.9-21.1 

19.2-20.8 

19.4-20.6 

30.0 

21.2-40.0 

23.7-36.9 

26.0-34.2 

27.2-33.0 

28.0-32.0 

28.7-31.3 

29.1 

30.9 

29.4-306 

40.0 

30.3-50.3 

33.2-47.1 

35.7-44.4 

37.0-43.1 

37.8-42.2 

• 

50.0 

39.8-60.2 

42.9-57.1 

45.5-54.4 

• 

• 

• 

60.0 

49.7-69.7 

52.9-66.8 

55.6-64.3 

* 

* 

70.0 

60.0-78.8 

63.1-76.3 

• 

* 

* 

* 

80.0 

70.8-87.3 

73.8-85.3 

* 

* 

* 

* 

90.0 

82.4-95.1 

* 

•Rates  based  on  less  tha 

n  5  complication 

s  or  beyond  the 

ange  of  JPSAexpe 

r.ence 

APPENDIX  C 

Table  36  presents  95  percent  confidence 
limits  for  selected  levels  of  complication 
rates  from  O.I  to  90.0  per  100  women, 
among  groups  of  patients  ranging  from 
100  to  50,000.  derived  from  Mainland's 
Tables  (5).  Asterisks  have  been  substi- 
tuted in  this  table  for  rates  based  on  fewer 
than  five  women  with  complications 
which  are  not  shown  in  other  tables  in 
this  report,  and  for  other  rates  beyond  the 
JPSA  experience. 
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Induced  Abortion: 
A  Factbook 


CHRISTOPHER  TIETZE 
DEBORAH  A.  DAWSON 


ABSTRACT  This  report  presents  an  overview  of  current  international 
data  on  induced  abortion,  primarily  from  the  demographic  and  public 
health  points  of  view.  The  report  does  not  attempt  to  review  all  that  has 
been  written  on  the  subject,  or  even  all  that  has  been  written  by  compe- 
tent scholars^  rather,  it  marshals  comprehensive  observations  based  on 
well-defined  statistical  concepts  Statistical  tabulations  make  up  the 
major  part  of  the  report,  with  the  text  providing  background  informa- 
tion. Opening  sections  review  definitions,  sources  of  data,  standard 
forms  of  statistical  analysis,  and  the  relationship  of  abortion  and  contra- 
ception. 

Major  topics  for  which  data  are  presented  include  incidence  of  abortion 
(Tables  1-3).  legal  abortions  by  age  of  woman,  parity,  and  marital  status 
(Tables  4-12),  incidence  of  repeat  abortions  (Tables  13-15):  period  of 
gestation  and  abortion  procedures  (Tables  16-19).  incidence  of  abortion 
with  concurrent  sterilization  (Table  20).  total  and  major  complications 
(Tables  21-23);  and  mortality  (Tables  24-27).  Data  are  discussed  in  the 
context  of  country  policies  toward  abortion.  The  effects  of  changes  in 
abortion  policies  on  trends  in  the  numbers  of  legal  abortions,  illegal  abor- 
tions, total  induced  abortions,  and  births  and  contraceptive  practice  are 
evaluated  in  the  final  section 
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NOTES  ON  THE  TABLES 

All  abortion  figures  are  rounded  to  the 
nearest  100.  Those  for  the  most  recent  years 
may  be  preliminary  and  subject  to  re- 
Numbered  footnotes,  including  refer- 
ences, appear  at  the  end  of  each  table. 
Footnotes  must  be  read  in  conjunction  with 
each  table 


X  indicates  one  of  the  following,  (a)  data 
not  available  or  not  located,  (b)  category 
not  in  source,  (c)  rate  or  ratio  not  computed 
because  denominator  not  available  or  not 
located,  (d)  inadequate  number  of  cases,  or 
(e)  entry  considered  irrelevant, 

A  dash  between  years  (-)  indicates  that 
the  period  covered  is  in  full  calendar  years. 


A  slash  between  years  (/)  indicates  that 
the  period  covered  is  from  some  point  in  the 
first  year  to  the  same  point  in  the  second 
year. 
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"Induced  Abortion:  A  Factbook" 

Reports  on  Population / Family  Planning, 
no.  14  (December  1973) 


In  Appendix  A  (page  50),  the  first  paragraph  and  the  text 
table  should  read  as  shown  below.  The  corrected  words 
are  printed  in  bold  face. 


APPENDIX  A 

Estimated  Distribution  of  Abortions  and 
Live  Births  by  Women's  Age  at  Conception 

The  "de-aging"  of  women  having  abortions  was  carried  out 
by  the  following  procedures.  For  three  countries  where  num- 
bers of  abortions  were  available  by  single  years  of  age  at 
abortion  (Czechoslovakia  1967  and  1968,  England  and  Wales 
1969  and  1970,  United  States  JP5A  data)  the  numbers  for 
each  year  were  divided  into  quarters  using  an  osculatory 
formula  suggested  by  Professor  Nathan  Keyfitz.  Five-year 
age  groups  were  aggregated  and  the  percentages  of  abortions 
falling  within  the  first  three  months  of  each  five-year  age 
group  were  estimated.  (The  abortions  in  the  first  three 
months  approximate  those  pregnancies  that  were  conceived 
while  the  woman  was  in  the  next  younger  age  group  and  that 
must  be  shifted  to  the  younger  group  in  converting  to  age  at 
conception.)  The  ratio  of  abortions  in  each  five-year  age 
group  compared  with  the  next  older  five-year  age  group  was 
also  computed.  Thus  for  each  country  and  year  the  following 
data  were  created: 


Age  at 
abortion 

Number  of 
abortions 

Ratio  of  prior 
to  this  age 

group 

Percentage  of 

abortions  in  first 

3  months 

10-14 
15-19 
20-24 

Hi 
Ho 

X,  =  100  n,/no 
X,,  =  1 00  nJn, 

Note:  The  abortion  ratios  shown  in  Table  6  on  pages  22-23 
were  computed  by  the  correct  procedure. 
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ERRATA  SHEET 

INDUCED  ABORTION:   A  FACTBOOK 
Reports  on  Population/Family  Planning,  Number  14  (December  1973) 


;e  1   -  The  acknowledgement  on  line  4  of  page  1  should  be  to  the 


International  Reference  Center  for  Abortion  Research. 

Page  8  -  The  total  abortion  rate  per  woman  in  Table  1  for  Black  women  In 
California  should  be  1.05  for  1970/71  and  1.36  for  1971/72  rather  then 
10.5  and  13.6,  respectively. 

Page  14  -  References  110,  113,  and  114  should  be  deleted  from  footnote  14. 

Page  36  -  The  word  "five"  In  the  last  line  of  the  third  column  should  be 
deleted. 

Page  37  -  The  percentages  of  legal  abortion  with  concurrent  sterilization 
by  prior  births  In  the  United  States,  1970/71  should  be: 


None 

0.2 

1 

1.2 

2 

4.9 

3 

9.6 

4  or  more 

19.0 

Page  49  -  The  last  two  lines  in  the  first  numbered  paragraph  should  read, 
"little  effect  on  the  number  of  Illegal  abortions." 

Page  50  -  The  penultimate  sentence  in  the  first  paragraph  of  Appendix  A 
should  be,  "The  ratio  of  abortions  in  each  five-year  age  group  compared  with 
the  next  older  five-year  age  group  was  also  computed." 

Page  51  -  The  third  column  in  the  text  table  at  the  top  of  the  page 
should  read: 

Ratio  of  prior  to  this  age  group 

Xj  =  100  ni/n2 
X3  =  100  n2/n3 


Note:  The  abortion  ratios  shown  in  Table  6  on  pages  22-23  were 
computed  correctly. 
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P^gg  5^  -  The  reference  numbers  in  Appendix  B  should  be  26  and  40  rather 
than  27  and  128,  respectively. 

Page  51  -  Abortion  on  social  grounds  in  the  Republic  of  Korea  is  not 
legal,  as  shown  in  the  Table,  Countries  Where  Abortion  is  Legal  on 
Extended  Grounds, 

Page  53  -  The  first  reference  22  should  be  reference  21. 

Page  53  -  Reference  38A  should  be  Finland:   Central  Statistical  Office. 
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The  current  trend  toward  lib- 
eralization of  abortion  laws  in  many 
countries  throughout  the  world  has 
generated  a  proliferation  of  statisti- 
cal analysis  of  the  incidence  of  in- 
duced abortion,  characteristics  of 
women  having  abortions,  proce- 
dures, and  morbidity  and  mortality 
associated  with  the  operation.  As  a 
preface  to  data  to  be  presented  in 
this  report  on  this  subject,  the  first 
four  sections  review  briefly  the  ter- 
minology that  has  been  established 
in  the  field;  describe  the  sources  of 
data,  including  methods  of  estima- 
tion; summarize  the  methods  of 
statistical  analysis  that  appear  in 
the  report;  and  discuss  the  Correla- 
tion between  abortion  experience 
and  contraceptive  experience. 

DEFINITIONS 

As  used  by  the  medical  profession, 
the  term  "abortion"  denotes  the  ter- 
mination of  a  pregnancy  before  the 
fetus  has  attained  viability,  that  is, 
before  it  has  become  capable  of  in- 
dependent extrauterine  life.  Via- 
bility is  defined  in  terms  of  the 
duration  of  the  pregnancy  and/or 
fetal  weight.  According  to  tradition, 
viability  is  attained  after  28  weeks 
of  gestation,  counting  from  the  first 
day  of  the  last  normal  menstrual 
period,  corresponding  to  a  fetal 
weight  of  approximately  1,000  gram. 
This  definition  was  based  on  the  ob- 
servation that  infants  below  this 
weight  had  little  chance  of  survival, 
whereas  the  mortality  of  infants 
above  1,000  gram  decUned  rapidly 
with  increasing  weight. 

In  recent  years,  many  medical 
textbooks,  especially  in  the  United 
States,  have  lowered  the  upper  limits 
of  abortion  to  20  weeks'  gestation  or 
a  fetal  weight  of  500  gram,  because 
some  of  these  tiny  infants  have,  in 
fact,  survived.  The  term  "immature 
birth"  is  used  to  describe  the  de- 
livery of  a  fetus  weighing  between 
500  and  1,000  gram.  From  a  clinical 
point  of  view,  a  further  distinction 
in  the  timing  of  abortion  can  be 
made    by    separating    those    at    12 


weSKS  or  less,  or  in  the  first  tri- 
mester of  pregnancy,  from  those  at 
13  weeks  or  more,  or  in  the  second 
trimester. 

The  two  major  categories  of 
abortions  are  known  as  induced  and 
spontaneous.  Induced  abortions  are 
those  initiated  voluntarily  with  the 
intention  to  terminate  pregnancy; 
all  other  abortions  are  considered 
spontaneous,  even  if  an  external 
cause  is  involved,  such  as  a  trauma 
or  a  high  fever.  In  this  report, 
unless  otherwise  noted,  the  term 
abortion  refers  to  induced  abortion, 
including  legal  and  illegal  abortions, 
as  defined  by  the  laws  of  each 
country.  Where  abortions  are  illegal, 
they  are  frequently  performed  by 
unqualified  persons  under  un- 
sanitary conditions,  resulting  in  an 
increased  risk  of  infection  and  other 
complications.  This  higher  risk  also 
applies  to  self-induced  abortions, 
regardless  of  their  legal  status. 

Diagnosis  of  illegal  or  of  self- 
induced  abortion  in  most  cases  re- 
quires information  from  the  woman 
involved,  members  of  her  family,  or 
the  abortionist.  In  the  absence  of 
such  information  or  of  evidence  of 
manipulation,  such  as  injury  to  the 
cervix  or  perforation  of  the  uterus, 
it  is  rarely  possible,  either  clinically 
or  at  autopsy,  to  differentiate  be- 
tween spontaneous  and  induced 
abortion.  Most  septic  abortions  are 
thought  to  be  induced,  but  many 
induced  abortions  show  no  signs  or 
symptoms  of  infection,  whereas 
some  spontaneous  abortions  do. 

Such  diagnostic  categories  as 
imminent,  inevitable,  and  incom- 
plete abortion  describe  stages  in  the 
process  of  abortion  and  are  signifi- 
cant only  in  relation  to  a  specific 
point  in  time.  After  an  abortion  has 
been  initiated,  a  woman  may  seek 
medical  care  at  any  stage  of  the 
process,  although  a  more  experi- 
enced woman  may  wait  until  she 
feels  sure  that  the  pregnancy  can 
no  longer  be  saved  against  her 
wishes.  Incomplete  abortion  is  the 
most  common  diagnosis  when 
women  are  admitted  to  hospitals  for 


aftercare,  usually  for  postabortal 
bleeding  caused  by  retention  of 
placental  tissue. 

SOURCES  OF  DATA 

Most  of  the  tables  in  this  report  are 
based  on  official  statistics  of  legal 
abortions  from  countries  where  lib- 
erahzed  abortion  laws  have  been 
enacted  at  various  times  since  the 
late  1930s.  Most  of  these  laws  pro- 
vide for  the  reporting  to  health 
authorities  of  all  abortions  per- 
formed under  the  provisions  of  the 
statute,  and  in  most  of  the  coun- 
tries, but  not  in  all,  nationwide 
statistics  are  published  periodically. 
The  completeness  of  reporting  and 
the  quantity  and  quality  of  the  tab- 
ulations vary  among  countries. 

Official  statistics  of  legal  abor- 
tions have  been  supplemented,  in 
some  cases,  by  the  results  of  studies 
sponsored  by  private  organizations 
or  conducted  by  individual  scholars. 
The  most  comprehensive  of  these 
studies,  used  extensively  in  this  re- 
port, is  the  Joint  Program  for  the 
Study  of  Abortion  (JPSA)  in  the 
United  States,  sponsored  by  the 
Population  Council  (J  1 .5,  J 1 8).  JPSA 
extended  over  a  period  of  12  months, 
from  July  1970  through  June  1971, 
and  obtained  medical  records  of 
73,000  abortions  from  the  Ob/Gyn 
Departments  of  60  teaching  hos- 
pitals and  from  six  free-standing 
clinics  in  12  states  and  the  Dis- 
trict of  Columbia,  about  one- 
seventh  of  all  legal  abortions  in  the 
United  States. 

Although  information  on  con- 
traceptive practices  has  been  suc- 
cessfully obtained  in  many  coun- 
tries by  interviewing  samples  of 
women  (usually  married  women) 
and  occasionally  of  men,  drawn 
from  the  general  population,  ef- 
forts to  estimate  the  incidence  of 
illegal  abortion  by  such  surveys 
have  been  far  less  successful.  It  is 
quite  apparent  that  many  respon- 
dents who  are  wiUing  to  reveal  their 
contraceptive  practices  to  an  in- 
terviewer will  not  report  experience 
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with  illegal  or  even  legal  abortion. 
The  classic  example  is  the  Hun- 
garian Fertility  and  Family  Plan- 
ning Study  of  1966,  conducted  more 
than  a  decade  after  the  legalization 
of  abortion  In  that  country  (56).  In 
that  study,  the  numbers  of  abortions 
reported  by  the  respondents  for  the 
years  1960-1965  corresponded  to 
50-60  percent  of  the  number  ac- 
tually performed,  according  to  re- 
ports from  hospitals. 

Some  data  based  on  surveys  of 
samples  of  general  populations  have 
nevertheless  been  included  in  this 
report  (Tables  2,  3,  and  15),  be- 
cause they  throw  additional  light 
on  such  aspects  of  abortion  as  re- 
gional differences  and  the  percent- 
age of  women  with  abortion  experi- 
ence. These  data  were  selected 
because  the  reported  abortion  rates 
and  ratios  were  high  for  at  least  one 
segment  of  the  population  and, 
therefore,  more  "plausible"  than  the 
low  rates  and  ratios  obtained  in 
other  surveys.  The  possibility  cannot 
be  excluded,  of  course,  that  the  se- 
lected surveys  do  not  represent  pop- 
ulations with  a  particularly  high 
incidence  of  abortion,  but  rather 
women  more  willing  than  others  to 
reveal  their  abortion  experience. 

Some  investigators  have  tried 
to  estimate  the  incidence  of  abor- 
tion on  the  basis  of  interviews  con- 
ducted in  various  medical  settings: 
with  obstetrical  patients,  gyne- 
cological patients,  or  with  women 
attending  birth  control  clinics.  Al- 
though rapport  in  these  medical 
situations  may  be  better,  as  a  rule, 
than  in  door-to-door  interviewing, 
the  results  may  be  severely  dis- 
torted by  a  number  of  selective  fac- 
tors {109,  141).  Hence,  no  data  of 
this  type  are  shown  in  this  report. 

A  major  step  forward  in  the 
methodology  of  abortion  research 
involves  the  use  of  the  "randomized 
response  technique"  (RRT),  which 
permits  respondents  to  give  in- 
formation on  highly  sensitive  sub- 
jects without  revealing  the  facts  to 
the  interviewer  (138). 

In   its   simplest   form,   RRT  in- 


volves the  use  of  a  box  containing  a 
number  of  small  beads  in  two  colors, 
for  example,  35  red  beads  and  15 
blue  beads.  The  box  has  a  large 
window,  allowing  a  view  of  its  con- 
tents, and  a  smaller  window  through 
which  only  a  single  bead  can  be 
seen.  Two  alternate  questions  are 
provided:  one  sensitive  and  the 
other  nonsensitive.  For  example,  a 
red  bead  visible  through  the  small 
window  may  mean  "Have  you  had 
an  abortion  during  the  past  12 
months?"  whereas  a  blue  bead 
means  "Were  you  bom  in  the  month 
of  March?"  The  respondent  is  asked 
to  shake  the  box  and  to  answer  the 
question  indicated  by  the  color  of 
the  bead  visible  in  the  small  window 
with  either  "yes"  or  "no."  The  in- 
terviewer records  the  answer  but 
does  not  know  which  question  is 
being  answered. 

The  percentage  of  women  who 
had  an  abortion  during  the  past  year 
(P)  can  be  estimated  from  the  per- 
centage of  respondents  answering 
"yes"  (P)  according  to  the  following 
formula; 


P  = 


100  P'  -  (100-  Q)P" 


P  "  is  the  proportion  of  respon- 
dents bom  in  March,  which  is  known 
to  be  about  8.3  percent.  Q  is  the 
percentage  of  red  beads  in  the  box, 
70  in  our  illustrative  example.  As- 
suming 20  percent  "yes"  answers, 
the  computation  works  out  as  fol- 
lows; 

(100  X  20)  -  (30  X  8.3) 


P' 


70 


2,000-249      1751 


70 


70 


=  25 


Hence  it  is  estimated  that  25 
percent  of  the  women  in  the  popula- 
tion from  which  the  sample  was 
drawn  had  experienced  an  abortion 
during  the  12  months  preceding  the 
interview.  Numerous  refinements  to 
RRT  have  been  developed  to  adapt 
the  method  to  a  variety  of  situations 
including  the  interviewing  of  illit- 
erate respondents.  One  major  short- 
coming of  RRT  is  the  fact  that  it 


requires  larger  samples  than  direct 
questioning. 

RRT  has  been  applied  to  abor- 
tion in  the  United  States  and  in 
Taiwan  ( 1 ,  J  .9).  In  the  latter  country, 
one-half  of  a  sample  of  2,200  women 
was  asked  directly  whether  they 
had  ever  had  an  induced  abortion; 
RRT  was  administered  to  the  other 
half.  Among  the  group  directly  ques- 
tioned 12.7  percent  admitted  expe- 
rience with  abortion,  whereas  for 
those  interviewed  by  RRT  the  cor- 
responding estimate  was  28.2  per- 
cent, or  more  than  twice  as  high. 
However  when  RRT  was  admin- 
istered to  a  small  group  of  women 
known  to  have  had  abortions,  the 
estimated  proportion  with  abortion 
experience  was  only  40  percent,  sug- 
gesting a  considerable  amount  of 
prevarication,  even  with  RRT  (20). 

STATISTICAL  ANALYSIS 

Two  distinct  approaches  to  the  as- 
sessment of  the  incidence  of  abor- 
tion involve  relating  the  number  of 
abortions  (1)  to  the  number  of 
women  at  risk  of  having  them  and 
(2)  to  the  number  of  births  or  preg- 
nancies. The  types  of  information 
obtained  by  these  two  approaches 
are  different  but  complementary. 
This  report  follows  the  convention 
that  measures  relating  abortions  to 
women  (or  the  total  population)  are 
referred  to  as  rates  whereas  mea- 
sures relating  abortions  to  births  or 
pregnancies  are  ratios  (141).  Since 
this  convention  is  not  universally 
accepted,  the  relevant  denominator 
is  identified  whenever  necessary. 
Specifically,  the  following  abortion 
rates  and  ratios  appear  in  this  report ; 

1 .  Abortion  rates  per  1 ,000  pop- 
ulation, corresponding  to  crude  birth 
rates  (Table  1). 

2.  Abortion  rates  per  1,000 
women  of  reproductive  age,  defined 
as  15-44  years,  corresponding  to 
general  fertility  rates  (Table  1). 

3.  Age-specific  abortion  rates 
per  1,000  women  in  five-year  age 
groups,  corresponding  to  age- 
specific  fertility  rates  (Table  5).  Age- 
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specific  abortion  rates  for  women 
under  20  years  of  age  are  computed 
per  1,000  women  aged  15-19,  and 
those  for  women  40  or  over,  per 
1,000  women  aged  40-44  years. 

4.  Total  abortion  rates  per 
woman  (Table  IX  corresponding  to 
total  fertility  rates.  These  rates  are 
computed  by  adding  the  age-specific 
abortion  rates  for  quinquennial  age 
groups,  multiplying  the  sum  by  five, 
and  dividing  the  product  by  1,000. 

5.  Abortion  ratios  per  1,000  live 
births  (Table  1).  In  the  computation 
of  these  and  all  other  abortion  ratios 
in  this  report,  the  number  of  live 
births  in  the  denominator  is  the 
number  occurring  during  a  12- 
month  period  starting  six  months 
later  than  the  period  during  which 
the  abortions  occurred.  This  shift 
of  six  months  is  necessary  if  the 
abortions  and  births  are  to  represent 
a  reasonable  approximation  of  the 
same  cohort  of  conceptions. 

6.  Abortion  ratios  per  1,000 
abortions  plus  live  births  (Table  1). 
This  type  of  abortion  ratio  is  a  sub- 
stitute for  the  ratio  per  1,000  preg- 
nancies, ignoring  those  ending  Ln 
spontaneous  abortions  or  stillbirths 
and,  in  most  cases,  illegal  abortions 
as  well.  An  abortion  ratio  per  1,000 
live  births  (R)  can  be  converted  into 
a  ratio  per  1,000  abortions  plus  live 
births  (R')  by  the  formula:  R'  = 
R/(1,000-I-R). 

7.  Age-specific  abortion  ratios 
per  1,000  live  births  (Table  6).  In 
the  computation  of  these  ratios, 
abortions  were  "de-aged"  by  three 
months  and  births  (six  months  later) 
by  nine  months  in  order  to  approxi- 
mate distributions  by  age  at  concep- 
tion. The  procedure  is  described  in 
Appendix  A. 

8.  Abortion  ratios  per  1,000  live 
births  specific  for  parity  (Table  8) 
and  for  marital  status  (Table  10). 

All  rates  and  ratios  shown  in 
Tables  1,  5,  6,  8,  and  10,  are  period 
rates,  not  cohort  rates.  We  have 
been  able  to  locate  only  a  single  set 
of  data  from  which  it  was  possible 
to    compute    age-specific    abortion 


rates  both  for  two  recent  periods, 
1961-1965  and  1966-1970,  and  for 
the  birth  cohorts  of  1926-1930. 
These  data  obtained  in  a  survey  of 
married  women  in  Seoul,  Korea,  in 
1971,  are  shown  below  (52). 


(years)  1961-1965     1966-1970     1926-1930 

15-19  7,1  137'  00 

20-24  41.3  79  6  2  4 

25-29  110  4  125  8  16,9 

30-34  158,2  193,3  103,2 

35-39  145,2  179,5  145,2 

40-44  82,2"  101,6  101,6 

"  Estimated, 

The  outstanding  difference  be- 
tween the  period  rates  and  the  co- 
hort rates  is  the  much  higher  level 
of  the  period  rates  among  women 
under  age  35  years.  The  total  abor- 
tion rate  per  woman  was  2.72  for 
the  period  1961-1965  and  3.47  for 
1966-1970,  compared  with  1.85  for 
the  birth  cohorts  1926-1930. 

Tables  2  and  3  show  three  in- 
dicators of  lifetime  experience  with 
abortions,  customarily  obtained  in 
population  surveys.  For  all  age 
groups  combined,  these  indicators 
are  neither  period  rates  nor  cohort 
rates.  For  the  oldest  age  group  at 
the  time  of  the  interview,  represent- 
ing women  who  have  passed  their 
fertile  period,  the  mean  number  of 
abortions  per  woman  is  the  equiv- 
alent, in  cohort  terms,  of  the  total 
abortion  rate  shown  in  Table  1,  and 
the  abortion  ratio  per  1,000  live 
births  is  also  a  measure  for  the  en- 
tire life  span  of  the  cohort.  The  third 
indicator,  the  percentage  of  women 
with  abortion  experience,  can  also 
be  defined  as  a  cumulative  rate  of 
first  abortions;  it  is  rarely  possible 
to  compute  the  corresponding  rate 
from  period  data. 

The  importance  of  making  a 
sharp  distinction  between  abortion 
rates  and  abortion  ratios  is  illus- 
trated by  the  following  example: 
Assume  two  countries,  each  with  a 
population  of  1  million,  one  with 
45,000  hve  births  and  9,000  abor- 
tions, the  other  with  15,000  live 
births  and  6,000  abortions.  The 
abortion  rates  are  9.0  and  6.0,  re- 
spectively,   per     1,000    population, 


whereas  the  abortion  ratios  are  200 
and  400,  respectively,  per  1,000  live 
births,  that  is,  one  of  these  two 
countries  has  the  higher  abortion 
rate  and  the  other  has  the  higher 
abortion  ratio.  A  given  abortion 
rate  corresponds  to  a  higher  abor- 
tion ratio  when  the  birth  rate  is  low 
than  when  the  birth  rate  is  high. 

ABORTION  AND 
CONTRACEPTION 

Because  induced  abortion  and  con- 
traception share  the  prevention  of 
unwanted  births  as  a  common  ob- 
jective, a  high  correlation  between 
abortion  experience  and  contracep- 
tive experience  can  be  expected  in 
populations  in  which  some  couples 
have  attempted  to  regulate  the 
number  and  spacing  of  their  chil- 
dren while  others  have  not  wanted 
to  do  so.  In  such  populations,  women 
who  have  used  contraception  are 
more  likely  to  have  had  abortions 
than  those  who  have  not  used  con- 
traception, and  the  contraceptors 
will  also  have  higher  abortion  rates 
and  ratios  than  the  noncontracep- 
tors. 

This  apparent  paradox  is  im- 
mediately resolved  if  the  com- 
parison is  limited  to  couples  all  of 
whom  are  determined  to  avoid  or  to 
defer  childbirth  but  not  all  of  whom 
practice  contraception.  In  such  a 
population  the  abortion  ratio  will 
be  very  high  because  most  un- 
wanted pregnancies  will  be  aborted. 
However,  those  women  who  (or 
whose  sexual  partners)  practice 
contraception  consistently  and  ef- 
fectively will  experience  fewer  un- 
wanted pregnancies  and  therefore  a 
lower  abortion  rate,  over  a  period 
of  time,  than  women  who  use  con- 
traception ineffectively  or  not  at 
aU. 

Another  aspect  of  the  complex 
relationship  between  abortion  and 
contraception  concerns  the  number 
of  abortions  required  to  replace  one 
live  birth.  In  reference  to  a  given 
pregnancy  the  answer  to  this  ques- 
tion is  of  course  "one"  since  a  preg- 
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Illustrative  model 


nancy  can  be  terminated  only  once, 
but  a  different  answer  is  required 
when  one  considers  either  the  life 
of  a  woman  over  a  period  of  years 
or  an  entire  population. 

The  interval  between  two  suc- 
cessive conceptions  has  three  com- 
ponents: (a)  the  pregnancy  itself; 
(b)  an  anovulatory  period  following 
the  pregnancy  during  which  con- 
ception cannot  occur;  and  (c)  an 
ovulatory  period  during  which  the 
monthly  probability  of  conception 
is  more  than  zero  but  less  than  one. 

Induced  abortion  reduces  com- 
ponents (a)  and  (b)  because  the  dur- 
ation of  pregnancy  is  shortened 
from  about  nine  months  for  a  live 
birth  to  about  three  months  for 
an  abortion,  and  the  subsequent 
anovulatory  period  is  also  shortened 
following  an  abortion  compared  with 
a  hve  birth,  the  magnitude  of  the 
difference  depending  on  the  extent 
and  average  duration  of  breast- 
feeding. The  average  time  required 
for  conception  during  the  ovulatory 
period  (c)  is  presumably  not  affected. 
With  breastfeeding  of  moderate  to 
long  duration  and  without  con- 
traception, component  (b)  is  com- 
paratively long  and  component  (c) 
is  short,  the  net  effect  being  that  at 
least  two  abortions  are  required  to 
avert  one  live  birth.  If  contracep- 
tion is  practiced  widely  with  even 
moderate  effectiveness,  (c)  is  ex- 
tended relative  to  (a)  and  (b)  with 
the  result  that  only  slightly  more 
than  one  abortion  is  required  to  avert 


one  birth  (89,  141).  Although  the 
model  is  crude,  it  makes  the  point 
that  abortion  alone  is  an  inefficient 
method  of  fertility  regulation,  be- 
coming progressively  more  efficient 
as  the  expanding  use  of  contracep- 
tion relegates  its  role  to  a  backstop 
measure. 

By  way  of  illustration,  the  un- 
controlled fertiUty  of  a  human  pop- 
ulation may  be  conservatively  rep- 
resented by  a  total  fertUity  rate 
of  7.0  live  births  per  woman  during 
her  Ufe  time.  To  reduce  this  rate 
to  the  level  needed  for  the  main- 
tenance of  a  stationary  population 
(2.2)  by  the  use  of  abortion  alone, 
without  contraception,  a  total  abor- 
tion rate  of  at  least  9.6  per  woman 
would  be  required.  If,  on  the  other 
hand,  this  hypothetical  population 
practices  contraception  universally 
with  a  fairly  high  degree  of  effec- 
tiveness (95  percent),  using  abor- 
tion to  terminate  pregnancies  re- 
sulting from  contraceptive  faUure, 
a  stationary  population  can  be 
achieved  with  a  total  abortion  rate 
of  about  0.7  per  woman,  corre- 
sponding to  a  ratio  of  318  abortions 
per  1 ,000  bve  births. 

The  transition  of  a  population 
from  uncontrolled  fertility  to  re- 
production at  a  replacement  level  is 
charted  below  and  illustrated  in 
Figure  1.  The  decline  from  a  total 
fertUity  rate  of  7.0  births  per  woman 
during  her  lifetime  to  2.2  births  is 
assumed  to  approximate  a  logistic 
curve.   A   simultaneous  shift  from 


exclusive  reliance  on  abortion  to 
universal  use  of  contraception,  ef- 
fective at  a  95  percent  level,  with 
abortion  as  a  backstop  in  all  cases 
of  failure,  is  also  assumed  to  foUow 
a  logistic  path. 

The  time  intervals  indicated  be- 
low are  not  necessarily  of  equal  du- 
ration, and  each  could  extend  over 
years  or  even  decades.  In  the  course 
of  the  transition,  the  total  abortion 
rate  per  woman  and  the  total  preg- 
nancy rate  (hve  births  plus  induced 
abortions,  excluding  stillbirths  and 
spontaneous  abortions)  both  in- 
crease, then  decline. 


Time 

Fertility 

Abortion 

Pregnancy 

interval 

rate 

rate 

rate 

0 

700 

_ 

7.00 

1 

690 

0,21 

711 

2 

6.77 

0  44 

7  21 

3 

650 

091 

741 

4 

590 

1.73 

7  63 

5 

4.60 

2,58 

718 

6 

3.30 

2.11 

541 

7 

2,70 

1,46 

416 

8 

2.43 

107 

350 

9 

230 

088 

318 

10 

220 

070 

2,90 

Since  World  War  II,  total  fertility 
rates  in  most  of  the  developed  coun- 
tries have  ranged  from  2.0  to  3.0  per 
woman.  According  to  the  assump- 
tions of  the  model,  total  fertUity 
rates  of  this  magnitude  imply  total 
abortion  rates  ranging  from  0.7  to 
about  1.8  per  woman,  corresponding 
to  annual  abortion  rates  of  about  30 
to  50  per  1,000  women  aged  15-44 
years  and  abortion  ratios  on  the  or- 
der of  300  to  600  per  1,000  live 
births.  Rates  and  ratios  of  legal  abor- 
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tions  of  this  order  of  magnitude,  and 
in  some  cases  higher,  have  been  re- 
ported from  a  number  of  countries; 
for  countries  with  restrictive  legisla- 
tion and  with  fertihty  rates  on  the 
same  order  of  magnitude  as  in  coun- 
tries with  Uberal  abortion  laws, 
equally  high  rates  and  ratios  of  il- 
legal abortion  can  be  postulated. 

A  lower  incidence  of  abortion 
than  indicated  above  implies  one  or 
more  of  the  following  conditions:  (1) 
a  low  level  of  reproductive  health 
with  a  high  prevalence  of  sterility 
and  subfecundity  and/or  a  high  inci- 
dence of  spontaneous  abortions  and 
stillbirths;  (2)  widespread  defer- 
ment and  avoidance  of  marriage 
combined  with  little  or  no  coital  ac- 
tivity among  unmarried  women;  (3) 
universal  practice  of  contraception 
at  a  level  of  effectiveness  exceeding 
95  percent,  including  widespread  ac- 
ceptance of  surgical  sterilization  by 
women  and/or  men;  and  (4)  desired 
or  intended  family  size  substantially 
below  the  level  achieved,  with  ac- 
ceptance of  some  or  all  unwanted 
pregnancies. 

ABORTION  INCIDENCE  AND 
POLICIES 

The  number  of  pregnancies  termi- 
nated each  year  by  induced  abortion 
throughout  the  world  is  not  known. 
The  widely  used  figure  of  30  million, 
corresponding  to  an  abortion  rate  of 
almost  40  per  1,000  women  of  repro- 
ductive age  and  to  an  abortion  ratio 
of  about  240  per  1,000  live  births,  is 
a  highly  speculative  estimate,  not 
supported  by  hard  data.  Legal  abor- 
tions reported  in  17  countries  with 
reasonably  complete  statistics, 
shown  in  Table  1,  totaled  less  than 
1,700,000  according  to  the  latest 
available  statistics,  generally  for 
1971  or  1972.  However,  this  total  ex- 
cludes the  three  countries  with  the 
presumably  largest  numbers  of  legal 
abortions:  China,  the  USSR,  and 
Japan,  No  reUable  method  has  yet 
been  developed  to  estimate  the  num- 
bers of  illegal  abortions. 

Among  countries,  the  legal  sta- 
tus of  induced  abortion  ranges  from 


complete  prohibition  to  elective 
abortion  at  the  request  of  the  preg- 
n£mt  woman.  Appendix  B  (pp.  51- 
52)  presents  the  most  recent  avail- 
able information.  The  situation  can 
be  summarized  as  follows:  About  7 
percent  of  the  world's  population 
live  in  countries  where  abortion  is 
prohibited  without  exception  and  12 
percent  in  countries  where  abortion 
is  permitted  only  to  save  the  life  of 
the  pregnant  woman.  About  15  per- 
cent live  under  statutes  authorizing 
abortion  on  broader  medical 
grounds,  that  is,  to  avert  a  threat 
to  the  woman's  health,  rather  than 
to  her  hfe,  and  sometimes  on  eu- 
genic and/or  juridical  grounds  (rape, 
etc.)  as  well.  Countries  where  social 
factors  may  be  taken  into  considera- 
tion to  justify  termination  of  preg- 
nancy account  for  22  percent  of  the 
world's  population  and  those  allow- 
ing elective  abortion  for  at  least 
some  categories  of  women,  for  36 
percent.  No  information  is  available 
for  the  remaining  8  percent;  it 
would  appear,  however,  that  most  of 
these  people  hve  in  areas  with  re- 
strictive abortion  laws. 

It  should  be  noted  that  the  abor- 
tion statutes  of  many  countries  are 
not  strictly  enforced  and  some  abor- 
tions on  medical  grounds  are  prob- 
ably tolerated  in  most  places.  It  is 
well  known  that  in  some  countries 
with  very  restrictive  laws  abortions 
can  be  obtained  from  physicians 
openly  and  without  interference 
from  the  authorities.  Conversely,  le- 
gal authorization  of  elective  abor- 
tion does  not  guarantee  that  abortion 
on  request  is  actually  available  to  all 
women  who  may  want  their  preg- 
nancies terminated.  Lack  of  medi- 
cal personnel  and  facilities  or 
conservative  attitudes  among  physi- 
cians and  hospital  administrators 
may  effectively  curtail  access  to 
abortion,  especially  for  economically 
or  socially  deprived  women. 

Because  the  amount  and  kind  of 
information  available  for  each  coun- 
try or  region  are  closely  related  to 
the  legal  status  of  abortion,  the  dis- 
cussions of  incidence  wUl  be  pre- 
ceded, in  each  instance,  by  a  short 


exposition  of  the  applicable  statutes 
and  policies.  The  numerical  data  are 
shown  in  Tables  1-3. 

Most  of  the  statistics  shown  in 
Table  1  are  based  on  official  reports 
showing  the  numbers  of  abortions 
performed  according  to  the  laws  of 
the  countries  concerned.  Some  of 
the  data  are  estimated  from  official 
statistics  with  allowance  for  under- 
reporting. A  few  of  the  estimates  are 
based  on  surveys  of  hospitals  and 
still  others  represent  the  total  num- 
ber of  induced  abortions,  legal  and 
illegal.  Tables  2  and  3  show  three  in- 
dicators of  lifetime  experience  with 
induced  abortion,  mostly  illegal,  for 
a  few  selected  countries. 

The  Americas 

United  States 

In  the  United  States,  legislation  on 
abortion  has  traditionally  been  the 
responsibility  of  the  several  states. 
Restrictive  legislation,  enacted  in 
the  19th  century,  remained  in  force 
during  the  first  two-thirds  of  the 
20th  century.  The  laws  of  most  of 
the  states  stipulated  a  threat  to  the 
life  of  the  pregnant  woman  as  the 
sole  legal  ground  on  which  abortion 
could  be  performed,  and  in  a  few 
states,  a  serious  threat  to  the  wom- 
an's health  as  well. 

A  more  liberal  type  of  legislation 
was  proposed  by  the  American  Law 
Institute  (ALI)  in  1955  (3).  The  rele- 
vant paragraph  of  its  Model  Penal 
Code  would  have  permitted  abortion 
if  a  licensed  physician  "believes 
there  is  substantial  risk  that  contin- 
uance of  the  pregnancy  would 
gravely  impair  the  physical  or  men- 
tal health  of  the  mother  or  that  the 
child  would  be  bom  with  grave  phys- 
ical or  mental  defect"  or  if  the  preg- 
nancy resulted  from  rape,  forcible 
or  statutory,  or  incest.  During  the 
1960s,  liberahzation  of  the  laws  reg- 
ulating abortion  became  a  contro- 
versial issue  in  many  states,  and, 
beginning  with  Colorado  in  1967, 
about  a  dozen  states  enacted  legisla- 
tion based  on  the  ALI  Model  Penal 
Code. 
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In  1970,  the  legislatures  of  three 
states,  Alaska,  Hawaii,  and  New 
York,  enacted  laws  that  did  not 
specify  the  indications  on  which  a 
pregnancy  could  be  terminated, 
thus,  in  effect  authorizing  abortion 
on  request.  In  the  state  of  Washing- 
ton, the  same  result  was  achieved  by 
popular  referendum.  Because  of  the 
far-reaching  liberalization  of  their 
abortion  policies,  these  four  states 
are  identified  as  "repeal  states"  in 
Table  1,  although  this  designation 
is  not  entirely  accurate  because 
laws  regulating  abortion  in  fact 
exist  in  these  states.  Concurrently 
with  the  activity  in  the  legislatures, 
a  number  of  test  cases  were  initiated 
in  several  jurisdictions  challenging 
the  constitutionality  of  their  restric- 
tive abortion  laws.  As  a  result  of  a 
court  decision  in  one  of  these  cases, 
elective  abortion  became  available 
in  the  District  of  Columbia  in 
1969(131,  134). 

On  22  January  1973,  two  land- 
mark decisions  invalidating  the 
abortion  laws  of  most  states  were 
handed  down  by  the  Supreme  Court 
of  the  United  States  (132.  133).  The 
court  ruled  that  during  the  first  tri- 
mester, "the  abortion  decision  and 
its  effectuation  must  be  left  to  the 
medical  judgment  of  the  pregnant 
woman's  attending  physician."  Af- 
ter the  first  trimester,  "the  State,  in 
promoting  its  interest  in  the  health 
of  the  mother,  may,  if  it  chooses, 
regulate  the  abortion  procedure  in 
ways  that  are  reasonably  related  to 
maternal  health."  After  the  fetus 
has  reached  viability  "the  State  .  .  . 
may,  if  it  chooses,  regulate,  and  even 
proscribe,  abortion  except  where 
necessary,  in  appropriate  medical 
judgment,  for  the  preservation  of 
the  hfe  or  health  of  the  mother."  The 
court  also  struck  down  a  number  of 
procedural  requirements,  such  as 
the  requirement  that  the  termina- 
tion of  pregnancy  be  authorized  by 
an  abortion  commission,  or  that  the 
woman  seeking  abortion  must  be  a 
resident  of  the  state  in  which  the 
operation  is  to  be  performed. 

By  late  1973,  the  decision  of  the 


TABLE  1     Number  of  induced  abortions,  abortion  rates,  and  abortion  ratios: 
Selected  areas,  years,  and  characteristics 


Abortion 

ate 

Abortion  ratio 

per  1.000 

Total 

per  1.000 

Area,  years. 
and 

abortion 
rate  per 

Number  of 

Total 

Women 

Live 

Abortions  plus 

characteristics 

abortions 

population 

15-44 

woman 

births' 

live  births' 

Bulgaria'^ 

1957 

30.900 

40 

17  8 

X' 

218 

179 

1958 

37.500 

4.9 

21  5 

X 

270 

212 

1959 

45.600 

5,8 

26  0 

X 

327 

247 

1960 

54.800 

7.0 

31,2 

X 

396 

284 

1961 

68.800 

87 

38  7 

X 

508 

337 

1962 

76.700 

96 

423 

X 

576 

366 

1963 

83.300 

103 

45  0 

X 

633 

388 

1964 

91.500 

11  2 

48  7 

X 

713 

416 

1965 

96,500 

11,7 

51  0 

X 

776 

■  437 

1966 

101.400 

123 

53  3 

X 

819 

450 

1967 

98.200 

11  8 

518 

X 

738 

425 

1968 

89.200 

107 

471 

X 

627 

386 

1969 

106,900 

127 

56  5 

X 

759 

431 

1970 

119.700 

146 

63  2 

X 

874 

466 

1971 

131.300 

154 

69  7 

X 

985 

496 

California-'' 

1968/69 

7.800 

X 

19 

X 

22 

22 

1969/70 

33.800 

X 

79 

X 

93 

85 

1970/71 

84.900 

X 

19.4 

0.54 

257 

205 

1971/72 

113,000 

X 

253 

0  69 

369 

269 

Ethnic  group 

White 

1968/69 

6.800 

X 

19 

X 

22 

22 

1969/70 

28.300 

X 

75 

X 

89 

82 

1970/71 

66,600 

X 

17  4 

0  48 

232 

188 

1971/72 

85.800 

X 

219 

059 

322 

244 

Black 

1968/69 

700 

X 

22 

X 

22 

21 

1969/70 

3.600 

X 

115 

X 

112 

101 

1970/71 

12,300 

X 

37  9 

105 

425 

298 

1971/72 

17,400 

X 

51  2 

136 

647 

393 

Canada=  ■ 

1970 

11,200 

05 

26 

X 

30 

29 

1971 

30,900 

14 

66 

X 

83 

77 

1972 

38.900 

18 

82 

X 

113 

101 

Czechoslovakia^ 

D 

1954 

2.800 

02 

1  0 

X 

11 

10 

1955 

2,100 

02 

08 

X 

8 

8 

1956 

3,100 

0.2 

1  1 

X 

12 

12 

1957 

7,300 

06 

27 

X 

29 

28 

1958 

61,400 

46 

22  8 

X 

280 

219 

1959 

79,100 

58 

29  3 

0  85 

365 

267 

1960 

88,300 

65 

32  5 

0  95 

405 

288 

1961 

94,300 

68 

34  1 

1,01 

432 

301 

1962 

89,800 

65 

31  5 

0-95 

403 

287 

1963 

70  500 

51 

24  1 

0-74 

290 

225 

1964 

70,700 

50 

23  6 

074 

298 

229 

1965 

79  600 

56 

26  3 

083 

354 

261 

1966 

90,300 

6,3 

29  6 

093 

412 

292 

1967 

96,400 

67 

314 

0.98 

452 

311 

1968 

99,900 

70 

32  4 

100 

456 

313 

1969 

102,800 

71 

331 

1  02 

457 

314 

1970 

99,800 

69 

32  3 

098 

427 

299 

1971 

97,300 

68 

31  4 

0  95 

398 

285 

1972 

91,300 

63 

X 

X 

X 

X 

Residence.  1969 

Five  maior 

cities 

21.100 

98 

X 

X 

807 

447 

Other 

87.700 

67 

X 

X 

410 

291 

Denmark"' 

1939-43'" 

700 

0-2 

07 

X 

9 

9 

1944-48 

1,900 

05 

20 

X 

21 

21 

1949-53 

4.400 

1  0 

48 

X 

56 

53 

1954 

5.100 

1  2 

56 

X 

67 

63 

1955 

5,400 

12 

59 

X 

70 

65 

1956 

4.500 

10 

50 

X 

60 

56 

1957 

4.000 

09 

44 

X 

54 

51 

1958 

3,900 

09 

43 

X 

52 

50 

1959 

3,600 

08 

39 

X 

48 

46 

1960 

3,900 

09 

42 

X 

51 

49 

1961 

4,100 

09 

44 

X 

53 

51 

55 


TABLE  1     Number  of  induced  abortions,  abortion  rates,  and  abortion  ratios: 
Selected  areas,  years,  and  ctiaracteristics  (continued) 


Abortion  rate 

Abortion  ratio 

per 

1,000 

Total 

per  1.000 

Area,  years, 
and 

abortion 
rate  per 

Number  of 

Total 

Women 

Live 

Abortions  plus 

characteristics 

abortions 

population 

15-44 

woman 

births 

live  births' 

Denmark^'  (cent) 

1962 

4.000 

09 

4  2 

X 

50 

48 

1963 

4,000 

0 

8 

4  1 

013 

48 

46 

1964 

4,500 

0 

47 

015 

54 

51 

1965 

5,200 

1 

53 

0.17 

59 

56 

1966 

5.700 

2 

58 

0.18 

66 

62 

1967 

6,300 

3 

64 

020 

81 

75 

1968 

6,000 

2 

6  1 

018 

83 

77 

1969 

7,300 

5 

74 

0.22 

104 

94 

1969/70" 

7,500 

15 

76 

X 

106 

96 

1970/71 

10.000 

2.0 

100 

X 

134 

119 

1971/72 

11.500 

23 

115 

X 

X 

X 

England  and  Wa 

es 

1961'= 

14.300 

0,3 

16 

X 

17 

17 

1962 

16,800 

04 

1  8 

X 

20 

19 

1963 

16,600 

04 

18 

X 

19 

19 

1964 

18,300 

04 

19 

X 

21 

21 

1965 

19,500 

04 

21 

X 

23 

22 

1966 

21,400 

0.4 

23 

X 

25 

24 

1967 

27,200 

0.6 

29 

X 

33 

32 

NHS  hospitals''  " 

1961 

2,300 

00 

02 

X 

X 

X 

1962 

2,800 

01 

03 

X 

X 

X 

1963 

2,600 

01 

03 

X 

X 

X 

1964 

3,300 

01 

03 

X 

X 

X 

1965 

4,500 

01 

05 

X 

X 

X 

1966 

6,400 

01 

07 

X 

X 

X 

1967 

9,700 

02 

1  0 

X 

X 

X 

Private  sector 

1961 

12,000 

0.3 

13 

X 

X 

X 

1962-63'° 

14.000 

0,3 

1  5 

X 

X 

X 

1964-66 

15,000 

03 

1  6 

X 

X 

X 

1967 

17,500 

0.4 

19 

X 

X 

X 

TotaP" 

1968 

23,600 

X 

X 

X 

X 

X 

1969 

54,800 

X 

X 

X 

X 

X 

1970 

86,600 

X 

X 

X 

X 

X 

1971 

126,800 

X 

X 

X 

X 

X 

1972 

1 59  900 

X 

X 

X 

X 

X 

Residents 

1968 

22.300 

0.5 

24 

0  07 

27 

27 

1969 

49.800 

10 

53 

015 

64 

60 

1970 

76.000 

16 

81 

023 

96 

87 

1971 

94.600 

1.9 

101 

0.29 

126 

112 

1972 

108,600 

22 

11  5 

X 

154 

134 

Nonresidents 

1968 

1.300 

X 

X 

X 

X 

X 

1969 

5.000 

X 

X 

X 

X 

X 

1970 

16,600 

X 

X 

X 

X 

X 

1971 

32,200 

X 

X 

X 

X 

X 

1972 

51  300 

X 

X 

X 

X 

X 

Type  of  service 

(Residents) 

NHS" 

1968 

14,500 

0.3 

1,6 

X 

X 

X 

1969 

33,500 

07 

36 

X 

X 

X 

1970 

47.400 

1.0 

51 

X 

X 

X 

1971 

53.500 

1.1 

57 

X 

X 

X 

1972 

56.900 

1.2 

60 

X 

X 

X 

Private  sector 

1968 

7,800 

0.2 

08 

X 

X 

X 

1969 

16,300 

0.3 

17 

X 

X 

X 

1970 

28.600 

06 

30 

X 

X 

X 

1971 

41,100 

08 

44 

X 

X 

X 

1972 

51.700 

10 

55 

X 

X 

X 

Residence,  1970 

Cities  200,000+ 

33.800 

2.2 

X 

X 

140 

123 

Other 

42.200 

13 

X 

X 

76 

71 

Finland^'" 

1951-55'" 

3.500 

08 

37 

X 

38 

37 

1956-60 

5.200 

1, 

2 

5.7 

X 

62 

59 

Supreme  Coiwl  had  not  yet  been 
fully  implemented  throughout  the 
United  States.  In  several  states,  the 
legislature,  the  Attorney  General,  or 
other  law  enforcement  officers,  as 
weU  as  many  hospital  boards  and 
hospital  administrators,  have  taken 
a  variety  of  actions  designed  to  de- 
lay implementation,  some  of  which 
have  already  been  challenged  in  the 
courts  and  will  doubtless  be  de- 
clared unconstitutional  in  due 
course.  At  the  same  time,  efforts  are 
being  made  in  the  Congress  of  the 
United  States  to  initiate  a  constitu- 
tional amendment  which  would 
nuUify  the  decision  of  the  Supreme 
Court. 

Prior  to  about  1960,  the  great 
majority  of  the  medical  profession 
in  the  United  States  interpreted  the 
existing  laws  on  abortion  narrowly, 
and  few  abortions  were  performed 
in  American  hospitals.  In  fact,  as 
shown  by  the  experience  in  New 
York  City  from  1943  to  1962,  the 
rates  and  ratios  of  legal  abortions 
declined  over  a  period  of  at  least  20 
years,  as  the  incidence  of  various 
diseases  thought  to  justify  abortion, 
such  as  pulmonary  tuberculosis,  de- 
creased, and  obstetricians  learned 
to  carry  even  very  sick  women 
through  the  risks  of  pregnancy  and 
childbirth. 

After  1960,  the  attitude  of  the 
medical  profession  began  to  change, 
with  mental  health  gaining  accept- 
ance as  a  valid  reason  for  the  termi- 
nation of  pregnancy.  Concern  for 
the  health  of  the  infant  to  be  bom 
also  became  important;  in  1964, 
about  4,000  abortions  were  per- 
formed because  the  pregnant 
woman  had  contracted  rubella  (Ger- 
man measles)  during  the  first  tri- 
mester of  pregnancy,  although  this 
type  of  indication  was  not  recog- 
nized by  the  statutes  of  any  state 
014). 

Statistics  for  1971  show  that  the 
interpretation  of  the  new  reform 
laws  varied  greatly  among  the  12 
states  where  such  laws  had  been 
enacted.  In  some  of  these  states, 
notably  in  CeJifomia,  New  Mexico, 
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and  Oregon,  the  rates  and  ratios  of 
legal  aDortion  were  higher  than  in 
some  of  the  "repeal  states"  during 
the  same  year;  in  other  states  they 
were  much  lower. 

The  highest  abortion  rates  and 
ratios,  for  local  residents,  were  re- 
corded in  New  York  City,  and  the 
second  highest  in  the  District  of 
Columbia.  Because  large  numbers 
of  women  traveled  to  New  York 
State  (mainly  to  New  York  City)  to 
be  aborted,  and  some,  to  Washington, 
D.C.,  most  of  the  states  along  the 
northern  part  of  the  Atlantic  sea- 
board achieved  abortion  rates,  by 
place  of  residence,  exceeding  10 
per  1,000  women,  15-44  years  of 
age,  and  abortion  ratios  exceeding 
150  per  1,000  live  births  six  months 
later. 

Of  the  numerous  estimates  of 
the  incidence  of  illegal  abortion  in 
the  United  States,  one  of  the  most 
widely  quoted  was  made  in  1957  by 
a  committee  which  stated  that  "a 
plausible  estimate  of  the  frequency 
of  induced  abortion  in  the  United 
States  could  be  as  low  as  200,000 
and  as  high  as  1,200,000  per 
year  ....  There  is  no  objective  basis 
for  the  selection  of  a  particular  fig- 
ure between  these  two  estimates  as 
an  approximation  of  the  actual  fre- 
quency" (13).  In  spite  of  this  admo- 
nition, a  round  figure  of  1,000,000 
abortions  per  year  gained  wide  ac- 
ceptance during  the  1960s.  The  re- 
sults of  a  later  survey  in  North  Caro- 
lina, using  the  randomized  response 
technique,  and  of  a  retrospective  es- 
timate based  on  the  numbers  of  le- 
gal abortions  and  of  births  in  New 
York  City  during  the  period  1970- 
1972,  are  compatible  wdth  this  esti- 
mate (J,  117). 

Canada 

In  Canada,  where  a  restrictive  abor- 
tion law  was  liberalized  in  1969,  the 
rates  and  ratios  of  legal  abortions 
reported  for  1970-1971  remained 
substantially  below  the  correspond- 
ing values  for  the  United  States, 
with  considerable  variation  among 
provinces. 


TABLE  1     Number  of  induced  abortions,  abortion  rates,  and  abortion  ratios: 
Selected  areas,  years,  and  characteristics  (continued) 


Abortion  rate 

Abortion  ratio 

per 

1,000 

Total 
abortion 

per  1.000 

Area,  years. 

and 

Number  ot 

Total 

Women 

rate  per 

Live 

Abortions  plus 

characteristics 

abortions 

population 

15-44 

woman 

births' 

live  births' 

Finland''"  (cont ) 

1961 

5,900 

13 

63 

019 

71 

67 

1962 

6,000 

13 

63 

0  20 

73 

68 

1963 

5.600 

12 

58 

018 

69 

64 

1964 

4,900 

1  1 

49 

016 

62 

59 

1965 

4,800 

1  1 

47 

015 

61 

58 

1966 

5,200 

1  1 

51 

016 

68 

64 

1967 

5,600 

12 

54 

017 

73 

68 

1968 

6.300 

13 

60 

0  19 

90 

82 

1969 

8.200 

1  7 

78 

024 

124 

110 

1970 

14,800 

3,2 

138 

0  42 

241 

194 

1971'5 

20,400 

44 

189 

X 

337 

252 

Hungary'" 

1950 

1,700 

02 

08 

X 

9 

9 

1951 

1,700 

02 

08 

X 

9 

9 

1952 

1.700 

02 

08 

X 

9 

9 

1953 

2,800 

03 

1  3 

X 

13 

13 

1954 

16,300 

17 

75 

X 

75 

70 

1955 

35,400 

36 

163 

X 

176 

150 

1956 

82,500 

84 

38  3 

X 

464 

317 

1957 

123,400 

126 

580 

169 

744 

426 

1958 

145,600 

14  8 

687 

1  99 

940 

484 

1959 

152,400 

15  3 

72  1 

209 

1,023 

506 

1960 

162,200 

162 

76  4 

2  23 

1,129 

530 

1961 

170,000 

170 

79  4 

2  34 

1.267 

559 

1962 

163.700 

163 

75  2 

2  25 

1,251 

556 

1963 

173,800 

172 

784 

2,38 

1,316 

568 

1964 

184.400 

182 

822 

2,51 

1,393 

582 

1965 

180,300 

178 

800 

2,45 

1,328 

570 

1966 

186,800 

183 

82  8 

255 

1,315 

568 

1967 

187.500 

184 

83  1 

256 

1,213 

548 

1968 

201,100 

19  6 

88  8 

2  73 

1,311 

567 

1969 

206,800 

20  1 

90  6 

278 

1,337 

572 

1970 

192,300 

186 

835 

2,56 

1,297 

565 

1971 

187,400 

18  1 

81  3 

2  48 

1,228 

551 

1972 

179,000 

17  2 

77  5 

2  33 

X 

X 

Residence.  197 

Budapest 

40,800 

201 

94  1 

X 

183 

154 

5  ma|or  cities 

15,300 

20  5 

1 

X 

146 

127 

Towns 

42,900 

]•" 

765 

X 

130 

115 

Rural 

86,400 

J 

X 

102 

93 

Israel" 

1968 

3,600 

23 

6  1 

X 

50 

47 

Community 

Jews 

3,400 

28 

67 

X 

61 

57 

Non-Jews 

200 

04 

2,2 

X 

9 

9 

Japan'" 

1949 

246,100 

30 

135 

X 

104 

94 

1950 

489,100 

59 

28  2 

X 

215 

177 

1951 

638,400 

75 

31  7 

X 

310 

237 

1952 

798,200 

93 

45  7 

X 

413 

292 

1953 

1.068,100 

123 

51  6 

X 

596 

373 

1954 

1,143,100 

129 

551 

X 

651 

394 

1955 

1,170,100 

131 

558 

1  76 

689 

408 

1956 

1,159,300 

129 

54  3 

1  70 

728 

421 

1957 

1,122,300 

123 

51  5 

1.61 

693 

409 

1958 

1,128.200 

12  3 

509 

158 

679 

404 

1959 

1.098,900 

118 

48  7 

1  51 

687 

407 

1960 

1.063,300 

114 

468 

1  44 

668 

401 

1961 

1 ,035.300 

11  0 

453 

1  37 

646 

393 

1962 

985,400 

104 

42  2 

1.28 

600 

375 

1963 

955,100 

100 

39  9 

1.22 

575 

365 

1964 

878.700 

91 

35  7 

1,10 

499 

333 

1965 

843,200 

8,6 

33  6 

1,04 

537 

349 

1966 

808,400 

82 

31  7 

099 

470 

320 

1967 

747,500 

75 

289 

0  90 

404 

288 

1968 

757,400 

75 

290 

089 

397 

284 

1969 

744,500 

73 

28  4 

086 

389 

280 

1970 

732.000 

7,1 

28  0 

0,84 

375 

273 

1971 

739.700 

7,1 

28  2 

084 

X 

X 

1955"' 

3.130,000 

35.2 

149  2 

X 

1,842 

648 

1960 

3,550,000 

381 

156  3 

X 

2,231 

691 

1965 

3,100.000 

316 

123  3 

X 

1,974 

664 

10 
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TABLE  1    Number  of  induced  abortions,  abortion  rates,  and  abortion  ratios: 
Selected  areas,  years,  and  characteristics  (continued) 


Abortion  rate 

Abortion  ratio 

per 

t.OOO 

Total 

per  1.000 

Area,  years. 

abortion 

and 

Number  of 

Total 

Women 

rate  per 

Live 

Abortions  plus 

characteristics 

abortions 

population 

1           15-44 

woman 

birtfis' 

live  births' 

Korea.  South^'-'' 

Whole  country 

1960 

87.000 

3-5 

16.6 

0-55 

88 

81 

1961 

98.000 

3,9 

18.4 

0-61 

105 

95 

1962 

124.000 

47 

22.6 

075 

130 

115 

1963 

159.000 

5,9 

28.2 

0-94 

170 

145 

1964 

1 73,000 

63 

30,0 

0  99 

204 

169 

1965 

236,000 

84 

402 

1-33 

275 

216 

1966 

246,000 

8,6 

40.8 

1-35 

288 

224 

1967 

264,000 

9.0 

429 

1-41 

315 

239 

1968 

274,000 

9  1 

43.5 

1,43 

309 

236 

1969 

345,000 

11.2 

53.4 

1-76 

398 

285 

197a 

332,000 

10.6 

50.3 

1-65 

369 

270 

Residence, 

1966-70 

Seoul 

X 

X 

X 

2.39 

718 

418 

Other  urban 

X 

X 

X 

2-21 

566 

361 

Rural 

X 

X 

X 

099 

190 

159 

New  York  City^  ^^ 

1943-47'» 

700 

0  09 

0.36 

X 

51 

5-1 

1949 

700 

009 

034 

X 

4,3 

4.3 

1951-53"' 

600 

0.07 

0.30 

X 

3.5 

35 

1954-56 

400 

0.05 

0.21 

X 

28 

2-8 

1957-59 

300 

004 

0.20 

X 

21 

2-1 

1960-62 

300 

0.04 

0.18 

X 

1-8 

1-8 

1964 

600 

0.07 

035 

X 

35 

3-5 

1965 

300 

0.04 

017 

X 

1-8 

18 

1966 

300 

0.04 

019 

X 

20 

2-0 

1967 

400 

0.05 

0  22 

X 

26 

26 

1968 

600 

008 

036 

X 

43 

43 

1969 

900 

Oil 

050 

X 

5-8 

58 

1960-622" 

1,000 

004 

0-21 

X 

2-1 

21 

1965-67 

1,400 

0.06 

0,28 

X 

3-1 

3-1 

Type  of  service 

1960-62 

Private 

900 

X 

X 

X 

3-1 

31 

Nonprivate 

100 

X 

X 

X 

0-5 

0-5 

1965-67 

Private 

1,000 

X 

X 

X 

4,3 

42 

Nonprivate 

400 

X 

X 

X 

18 

1-8 

Ethnic  group 

1960-62 

White" 

900 

005 

0.24 

X 

25 

2-5 

Black  &  other 

100 

0.02 

008 

X 

07 

0-7 

1965-67 

White^* 

1,100 

006 

0-29 

X 

3,3 

3-3 

Black  &  other 

300 

0  06 

025 

X 

2-3 

23 

Total.  1969''" 

50.000 

6.3 

30 

X 

340 

250 

Total-'"" 

1970/71 

173,900 

X 

X 

X 

X 

X 

1971/72 

228,100 

X 

X 

X 

X 

X 

1972/73 

197,000 

X 

X 

X 

X 

X 

Residents 

1970/71 

67.400 

8.5 

394 

1-10 

511 

338 

1971/72 

75.100 

9.5 

434 

1  21 

650 

394 

Nonresidents 

1970/71 

106,500 

X 

X 

X 

X 

X 

1971/72 

153,000 

X 

X 

X 

X 

X 

Residents 

Type  of  service, 

1970/71 

Private 

28.200^" 

X 

X 

X 

401 

286 

Nonprivate 

39.200 

X 

X 

X 

638 

389 

Ethnic  group. 

1970/71 

White" 

37,000 

6.0 

29  4 

X 

400 

285 

Black  &  other 

30,400 

18  2 

64  7 

X 

774 

436 

1971/72 

White" 

39,700 

65 

31  7 

X 

X 

X 

Black  &  other 

35.400 

206 

718 

X 

X 

X 

Latin  America 

Abortion  laws  remain  restrictive 
throughout  Latin  America,  although 
the  incidence  of  illegal  abortion  is 
beUeved  to  be  high,  especially  in 
urban  areas.  While  a  number  of 
Latin  American  authors  have  tried 
to  quantify  the  incidence  of  illegal 
abortion,  the  results  of  their  studies 
have  not  been  included  because 
they  are  not  comparable  with  other 
data  in  this  report.  In  some  of  the 
surveys,  because  it  was  not  consid- 
ered feasible  to  inquire  directly 
about  experience  with  induced  abor- 
tion, respondents  were  asked 
whether  they  had  had  any  mis- 
carriages and,  if  so,  how  many.  In 
other  studies,  attempts  were  made 
to  separate  induced  abortions  from 
those  that  were  spontaneous,  but 
the  validity  of  these  data  is  doubt- 
ful (6,  7,  16,35). 

Northern  Europe 

In  northern  Europe,  the  first  coun- 
tries to  take  steps  toward  the  Uberal- 
ization  of  their  abortion  laws  were 
Iceland,  Sweden,  and  Denmark  in 
that  order,  during  the  1930s  {113). 
After  World  War  II,  Sweden  and 
Denmark  further  hberahzed  their 
laws,  and  new  Uberal  statutes  were 
enacted  in  Finland  and  Norway. 
During  the  period  covered  by  this 
report  the  range  of  acceptable 
grounds  for  abortion  was  roughly 
the  same  in  each  of  these  countries, 
and  included  medical  and  social- 
medical,  eugenic,  and  juridical 
(rape,  etc.)  indications.  The  more  re- 
cent statutes  have  extended  the  tra- 
ditional eugenic  indication,  cover- 
ing the  hereditary  transmission  of 
mental  disease,  mental  deficiency, 
and  other  severe  illnesses  and  de- 
fects to  include  any  damage  ac- 
quired during  intrauterine  life. 

The  Danish  Law  of  1970  added 
several  new  indications  for  the  ter- 
mination of  pregnancy  by  allowing 
any  woman  domiciled  in  Denmark 
to  "undergo  an  abortion  without 
special  authorization,  if  she  is  38 
years  of  age  or  wiU  have  attained 
this  age  before  the  end  of  the  12th 
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week  of  pregnancy;  [or  if)  she  has 
already  had  at  least  four  children, 
who  reside  with  her  and  are  under 
18  years  of  age."  The  new  law  also 
permits  abortion  if; 

.  .  .  the  woman  is  incapable  of 
giving  proper  care  to  her  child,  on 
account  of  a  physical  or  mental 
disorder  or  feeble-mindedness; 
[if]  on  account  of  her  youth  or  im- 
maturity, the  woman  is  for  the 
time  being  incapable  of  giving 
proper  care  to  her  child;  [or  if]  it 
can  be  assumed  that  pregnancy, 
childbirth  or  care  of  the  child  con- 
stitute a  serious  burden  to  the 
woman,  which  cannot  otherwise 
be  averted,  and  it  therefore  ap- 
pears essential  for  the  pregnancy 
to  be  terminated,  taking  into  ac- 
count the  interests  of  the  woman, 
the  conduct  of  her  household,  or 
the  care  of  the  chUd.  In  reaching 
the  decision,  consideration  shall 
be  paid  to  the  woman's  age,  the 
effort  involved  in  her  occupation, 
and  her  personal  circumstances 
in  other  respects,  as  well  as  the 
circumstances  of  the  family  from 
the  point  of  view  of  housing,  in- 
come, and  health  (30.  p.  574). 

The  last  provision  marks  the  first 
purely  social  indication,  without 
reference  to  the  woman's  health, 
recognized  in  any  of  the  countries 
of  northern  Europe.  A  similar  stat- 
ute was  also  enacted  in  Finland  in 
1970  (38). 

A  new  Danish  statute,  which 
came  into  force  on  1  October  1973, 
permits  abortion  on  request  during 
the  first  trimester  (31).  Similar  legis- 
lation has  been  under  discussion  in 
Sweden  for  a  number  of  years,  but 
no  action  has  as  yet  been  taken 
(i02). 

Examination  of  the  administra- 
tive machinery  implementing  the 
abortion  statutes  in  the  countries  of 
northern  Europe  reveals  important 
differences.  Traditionally,  the  pro- 
cedure has  been  most  centrahzed  in 
Sweden,  where  until  1965  more 
than  85  percent  of  all  legal  abortions 
were  authorized  by  the  National 
Board  of  Health  in  Stockholm, 
which  made  its  decision  on  the  ba- 
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abortion 

rates,  and 

abortion  ratios: 

Selected  areas 

years,  and  characteristics  (contin 

jed) 

Abortion 

rate 

Abortion  ratio 

per  1.000 

Total 
abortion 

per  1.000 

Area,  years. 

and 

Number  of 

Total 

Women 

rate  per 

Live 

Abortions  plus 

characteristics 

abortions 

population 

15-44 

woman 

births' 

live  births' 

Norway-' ■^'' 

1964 

2,600 

07 

37 

X 

40 

39 

1965 

3.400 

09 

48 

X 

51 

49 

1966 

4,400 

1  3 

6.2 

X 

67 

63 

1967 

5,000 

1.3 

70 

X 

75 

70 

1968 

5.200 

1.3 

72 

X 

75 

70 

1969 

6,300 

16 

87 

X 

94 

86 

1970 

7.800 

20 

107 

X 

121 

108 

1971 

10.200 

26 

13  9 

X 

186 

157 

1972 

12,300 

31 

X 

X 

X 

X 

Poland^  ™ 

1962 

199,400 

66 

30  9 

X 

337 

252 

1963 

190,000 

62 

28  8 

X 

333 

250 

1964 

177,500 

57 

26  2 

X 

320 

242 

1965 

167.500 

53 

24  2 

X 

310 

237 

1966 

1 56.800 

49 

22  3 

X 

298 

230 

1967 

155.000 

49 

216 

X 

299 

230 

1968 

153.600 

48 

210 

X 

289 

224 

1969 

148,700 

46 

200 

X 

276 

217 

1970 

148,200 

46 

199 

X 

266 

210 

1971 

134,900 

41 

177 

X 

236 

191 

Romania 

1958" 

112,100 

62 

26  8 

X 

296 

228 

1959 

219,100 

120 

52  3 

X 

608 

378 

1965'='^ 

1,115,000 

58  6 

2523 

X 

4,040 

802 

1967  2' =■■ 

51,700 

27 

115 

X 

98 

89 

Scotland'-'^ 

1969 

3.500 

07 

36 

X 

40 

38 

1970 

5.300 

10 

53 

X 

60 

57 

1971 

6.200 

12 

63 

X 

75 

70 

1972 

7.600 

1  5 

X 

X 

X 

X 

Singapore^'" 

1970 

2.000 

09 

4,3 

016 

42 

41 

1971 

3,300 

16 

70 

0  25 

69 

64 

1972 

3,500 

16 

71 

X 

X 

X 

Sweden-^' 

1939-43'» 

500 

01 

04 

X 

5 

5 

1944-48 

2.600 

04 

1  7 

X 

24 

24 

1949-53 

5,600 

08 

37 

X 

49 

47 

1954 

5,100 

07 

34 

X 

48 

46 

1955 

4.600 

06 

31 

X 

42 

41 

1956 

3.900 

05 

26 

008 

36 

34 

1957 

3.400 

05 

23 

0  07 

32 

31 

1958 

3.300 

04 

22 

0  07 

31 

30 

1959 

3.300 

04 

22 

007 

31 

30 

1960 

2.800 

04 

19 

006 

28 

27 

1961 

2.900 

04 

19 

0  06 

27 

27 

1962 

3.200 

04 

21 

0  07 

29 

28 

1963 

3,500 

05 

23 

0  07 

30 

29 

1964 

4,700 

06 

30 

0  09 

38 

36 

1965 

6.200 

08 

40 

012 

51 

49 

1966 

7.300 

09 

47 

0  14 

58 

55 

1967 

9.700 

1  2 

62 

019 

84 

77 

1968 

10.900 

1  4 

70 

021 

99 

90 

1969 

13.700 

1  7 

88 

0  26 

128 

113 

1970 

16.100 

20 

102 

0  30 

143 

125 

1971 

19.300 

24 

122 

0  35 

171 

146 

1972'= 

24.200 

30 

152 

X 

X 

X 

Residence.  1970 

Greater 

Stockholm 

4.500 

31 

14  4 

X 

205 

170 

Other 

11,600 

1  7 

92 

X 

128 

114 

Tunisia'* 

1966 

1,300 

03 

1  5 

X 

6 

6 

1967 

1,200 

03 

1  4 

X 

6 

6 

1968 

2,200 

05 

24 

X 

11 

11 

1969 

2.900 

06 

29 

X 

15 

15 

1970 

2.700 

0,5 

27 

X 

14 

14 

1971 

3.200 

06 

32 

X 

17 

17 

1972 

4,300 

08 

39 

X 

X 

X 

12 
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TABLE  1     Number  of  induced  abortions,  abortion  rates,  and  abortion  ratios: 
Seiected  areas,  years,  and  characteristics  (continued) 


Abortion  rate 

Abortion  ratio 

Area,  years. 

per 

,000 

Total 
abortion 

per  1,000 

and 

Number  of 

Total 

Women 

rate  per 

Live 

Abortions  plus 

characteristics 

abortions 

population 

15-44 

woman 

births' 

live  births' 

United  Kingdom 

See  England  and  Wales,  Scotland 

United  States 

See  also  Californ 

a,  New  York  City 

1951-63" 

X 

X 

X 

X 

20 

20 

Type  of  service. 

1951-63 

Private 

X 

X 

X 

X 

32 

32 

Nonprivate 

X 

X 

X 

X 

09 

09 

1957''« 

200.000- 

1.2- 

5  7- 

47- 

45- 

1 .200,000 

70 

342 

X 

282 

220 

1963" 

5.000 

0,03 

013 

X 

1.3 

13 

1964 

9.000 

005 

023 

X 

24 

2,4 

1965 

7.000 

004 

018 

X 

1,9 

19 

1966 

6.000 

003 

015 

X 

1.8 

18 

1967 

9.000 

005 

022 

X 

2.6 

2,6 

1968 

18.000 

009 

0  44 

X 

5,2 

5,2 

Ethnic  group 

1963-65 

White 

X 

X 

X 

X 

1,9 

19 

Black  &  other 

X 

X 

X 

X 

1,2 

12 

1966-68 

White 

X 

X 

X 

X 

3.5 

3.5 

Blacl(  &  other 

X 

X 

X 

X 

24 

24 

19672'-« 

829.200 

42 

20  6 

X 

236 

191 

19702-« 

193.500 

0,9 

4.5 

X 

52 

50 

1971 

485.800 

23 

11.2 

030 

143 

125 

1972 

586.800 

28 

13.2 

0.36 

184 

155 

1 970/712' ••2<" 

505.000 

2,4 

117 

X 

142 

124 

In-state  abortions 

of  residents,  1971 

2.45 

Repeal  states 

Alaska 

1.100 

37 

165 

X 

164 

141 

Hawaii 

4.100 

5.2 

23  1 

X 

267 

211 

New  York 

105.600 

5,8 

27,2 

X 

396 

284 

Washington 

14.300 

4,2 

198 

X 

284 

221 

Reform  states 

Arkansas 

600 

0,3 

1.6 

X 

19 

18 

California 

103,700 

5  1 

23.5 

X 

330 

248 

Colorado 

3.800 

1,7 

7,6 

X 

98 

89 

Delaware 

1,100 

1,9 

8,8 

X 

116 

104 

Georgia 

1,600 

0,3 

15 

X 

17 

17 

Kansas 

3,700 

1,6 

81 

X 

108 

97 

Maryland 

8,100 

2.0 

9.3 

X 

133 

117 

New  Mexico 

4,900 

4,7 

21,6 

X 

227 

185 

N-  Carolina 

4,400 

0,8 

38 

X 

47 

45 

Oregon 

7,000 

33 

15.6 

X 

216 

178 

S  Carolina 

700 

03 

1.3 

X 

14 

14 

Virginia 

3,800 

0.8 

3,6 

X 

47 

45 

All  abortions 

of  residents,  1971 

2.47 

District  of 

Columbia 

6.200 

82 

33  8 

X 

499 

333 

New  York  City 

76,200 

9,6 

44  1 

X 

622 

383 

S(a(es  w/fh  highest 

rates  and  ratios 

Alaska 

1,200 

38 

17  3 

X 

172 

147 

California 

104,100 

5-1 

23,6 

X 

331 

249 

Connecticut 

9,300 

30 

146 

X 

219 

179 

Delaware 

1,800 

3.2 

147 

X 

194 

162 

Hawaii 

4,100 

5.2 

23.2 

X 

267 

211 

Maryland 

13,200 

3,3 

150 

X 

215 

177 

Massachusetts 

15,400 

2.7 

12  9 

X 

188 

158 

New  Jersey 

25,600 

3.5 

16  9 

X 

242 

195 

New  Mexico 

4,900 

47 

21,8 

X 

230 

187 

New  York 

(upstate) 

29,400 

28 

138 

X 

204 

169 

Oregon 

7,000 

3.3 

157 

X 

217 

178 

Rhode  Island 

2,000 

21 

108 

X 

147 

128 

Washington 

14,400 

42 

19,9 

X 

286 

223 

Subtotal 

232,400 

3.9 

183 

X 

258 

205 

sis  of  a  written  report  from  the 
physician  who  had  examined  the 
woman.  The  remaining  15  percent 
of  the  terminations  were  performed 
on  the  authority  of  a  certificate 
signed  by  two  physicians.  The  latter 
type  of  local  authorization  ac- 
counted for  one-fourth  of  all  cases 
in  1966,  one-half  in  1969,  and  more 
than  four  out  of  five  in  1972  (]06), 
perhaps  because  the  time-consum- 
ing procedures  of  the  National 
Board  of  Health  resulted  in  a  higher 
proportion  of  second  trimester  abor- 
tions, thus  increasing  the  risk  to  life 
and  health  associated  with  the  pro- 
cedure. 

Following  the  enactment  of  the 
Uberalized  abortion  law,  the  rate  of 
legal  abortions  in  Sweden  increased 
from  0.4  per  1,000  women,  15-44 
years  of  age,  during  the  period  1939- 
1943  to  3.7  per  1,000  a  decade  later. 
Subsequently,  the  trend  was  re- 
versed and  the  rate  dropped  below 
2.5  per  1,000  women  during  the 
seyen  years  1957-1963;  the  upward 
trend  was  resumed  in  1962  and  con- 
tinued until  by  1972  a  rate  of  15.2 
per  1,000  women  of  reproductive 
age  was  reached. 

Developments  in  Denmark  were 
similar  to  those  in  Sweden,  with 
higher  rates  and  ratios  in  Denmark 
until  1967  and  1966,  respectively, 
and  lower  rates  and  ratios  during 
the  most  recent  years.  Marked  in- 
creases in  abortion  rates  and  ratios 
over  the  past  several  years  have  also 
been  reported  from  Norway,  and  es- 
pecially from  Finland. 

United  Kingdom 

One  of  the  more  recent  additions  to 
the  roster  of  European  countries 
with  extended  indications  for  legal 
abortion  is  the  United  Kingdom. 
According  to  the  Common  Law, 
which  is  the  basis  of  the  British 
legal  system,  abortion  prior  to  quick- 
ening was  not  a  crime,  while  abor- 
tion after  quickening  was  a  misde- 
meanor. In  1803,  abortion  became  a 
statutory  offense  and  a  felony,  but 
its  performance  was  less  severely 
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punished  prior  to  quickening  than 
thereafter.  The  Offenses  Against  the 
Person  Act  of  1861  made  "unlaw- 
fully" induced  abortion  a  felony,  re- 
gardless of  the  duration  of  the  preg- 
nancy. The  Act  did  not  define 
"unlawfully"  and  made  no  provision 
for  the  termination  of  pregnancy  on 
medical  grounds.  However,  in  1938, 
in  Rex  v.  Bourne,  the  judge  ruled 
that  abortion  need  not  be  unlawful 
if  done  in  good  faith  to  preserve  the 
mother's  life.  The  jury  was  further 
instructed  that:  "If  the  doctor  is  of 
the  opinion  .  .  .  that  the  probable 
consequences  . . .  will  be  to  make  the 
woman  a  physical  and  mental 
wreck,  the  jury  is  quite  entitled  to 
take  the  view  that  the  doctor  ...  is 
operating  for  the  purpose  of  preserv- 
ing the  life  of  the  mother"  (113,  pp. 
199-200).  Bourne,  who  had  per- 
formed an  abortion  for  a  young  girl 
who  had  been  repeatedly  raped,  was 
acquitted,  and  a  legal  precedent  was 
set. 

Nevertheless,  the  attitudes  and 
practices  of  the  medical  profession 
in  Great  Britain  remained  conserva- 
tive, especially  with  regard  to  non- 
private  patients.  About  2,300  abor- 
tions were  reported  by  the  National 
Health  Service  (NHS)  hospitals  in 
England  and  Wales  in  1961;  about 
3,300  in  1964;  and  9,700  in  1967. 
The  total  number  of  legal  abortions, 
including  those  reported  from  NHS 
hospitals  and  an  estimate  of  those 
performed  in  the  private  sector,  al- 
most doubled  from  14,300  in  1961  to 
27,200  in  1967  (3.3).  Over  the  same 
period,  the  abortion  rate  rose  from 
1.6  to  2.9  per  1,000  women  aged  15- 
44  years,  and  the  abortion  ratio  from 
17  to  33  per  1,000  live  births. 

The  rate  and  ratio  of  legal  abor- 
tions in  England  in  1967  were  about 
ten  times  as  high  as  the  correspond- 
ing figures  estimated  for  the  Urrited 
States  in  the  same  year,  when  the 
first  three  states  liberalized  their 
abortion  laws,  and  were  roughly 
equal  to  the  rate  and  ratio  in  Sweden 
three  or  four  years  earber,  with  the 
important  difference  that  almost 
two-thirds  of  the  legal  abortions  in 


TABLE  1     Number  of  induced  abortions,  abortion  rates,  and  abortion  ratios: 
Selected  areas,  years,  and  characteristics  (continued) 


Abortion  rate 

Abortion  ratio 

per 

7,000 

Total 
abortion 

per  1.000 

Area,  years. 

and 

Number  of 

Total 

Women 

rate  per 

Live 

Abortions  plus 

characteristics 

abortions 

populatior 

1            15-44 

woman 

births' 

live  births^ 

United  States  (cont ) 

Including 

7  Eastern  states     96.700 

30 

145 

X 

211 

174 

6  Western  states  135.700 

48 

22  4 

X 

308 

235 

All  other  states 

171,000 

1.2 

59 

X 

72 

67 

USSR 

1 960=2  ■» 

8.500.000 

40 

170 

X 

1,600 

615 

1965»'" 

10.600.000- 

46- 

200- 

X 

2,500- 

714- 

12,800,000 

55 

240 

X 

3.000 

750 

196732.40 

13,150,000 

55  7 

240 

X 

3.200 

750 

Yugoslavia" 

1963 

146,800 

77 

33  3 

X 

363 

266 

1964 

158,600 

82 

35  1 

X 

392 

282 

1965 

182,400 

94 

39  8 

X 

452 

311 

1966 

195,500 

99 

42.2 

X 

495 

331 

1967 

210.700 

106 

44,9 

X 

546 

353 

1968-" 

245.800 

122 

518 

X 

642 

391 

'  Six  months  later. 

-  Legal  abortions  reported. 

^  Abortions  on  social  indie 
eludes  abortions  on  medical 
in  1957,  600  in  1958,  2,000  ir 


ition  only.  Ex- 
ndication:  800 
1968,  1.200  in 


1969  and  1970,  1,100  in  1971.  Refs.  63A.  64, 
100 

*  The  symbol  X  in  this  and  any  other  table 
indicates  one  of  the  following:  (a)  data  not 


vailable 


.  (c)i 


ated,  (b)  category  not  in 
,tio  not  computed  because 
.vailable  or  not  located, 
iber  of  cases,  or  fe)  entry 


(d)  inadequate 
considered  irrelevant, 

•  Residents  only.  Ref  98 

«  Twelve  months  ending  30  June, 

'Ref  !5 

"Refs,  22.4).  136 

'Ref  32 

'"  Annual  averages, 

"Estimates  by  Danish  National  Health 
Service  for  fiscal  years  ending  31  March. 

'-  The  figures  for  the  private  sector  and. 
hence,  the  totals  as  well,  are  estimates  by  the 
authorsof  Ref  33 

'^  National  Health  Service. 

'^Abortions  performed  under  the  1967 
Abortion  Act.  Refs.  IIO.  113.  114.  121.  124- 
126 

'^  Preliminary. 

"Ref  39 

"Refs.  .51.. 53.  5.5 

'»  Licensed  hospitals.  Ref  61 

"Refs.  62.  72 

•^  Estimates  by  Muramatsu.  Ref  78 

-'  Total  induced  abortions  (legal  plus 
illegal). 

-Estimates  based  on  survey  of  6.300 
ever-married  women  in  1971.  Refs.  50.  75 

»"  Ref.  34 

-^  Corrected  for  underreporting 

"  Including  Puerto  Ricans 


"  Estimate  of  Ulegal  abortions  based  on 
trends  of  legal  abortions  and  live  births,  1970- 
1972.  Ref  1 1  7 

"Refs.  81.  117 

^  Including  4.600  women  aborted  in  free- 
standing cUnics. 

=9  Refs.  83.  128 

^  Includes  outpatient  departments  and 
doctors'  offices.  Attributed  to  Ministry  of 
Health.  People's  RepubUc  of  Poland.  Ref  72 

"  Ref.  71 

^•'  May  include  patients  admitted  to  hos- 
pitals for  aftercare  or  treatment  of  compUca- 
tions  of  spontaneous  or  illegal  abortion. 

»  Ref  92 

"Ref  142 

»=  Ref  127 

'«Ref97 

»'Ref  106 

^"  Abortions  performed  under  the  national 
family  plannmg  program  Ref  120  According 
to  Ref  128.  13.000  legal  abortions  were  per- 
formed in  1971  in  all  institutions  under  the 
Ministry  of  Health. 

J*  Abortion  ratio  per  1.000  live  births.  Ref. 
94  Other  entries  derived, 

^^  Abortion  rate  per  1.000  population  Ref. 
99,  Other  entries  derived 

"  Hospital  survey  Ref  49 

"  Estimate  based  on  surveys  Ref  13. 

"  Hospital  survey  and  national  estimates 
derived  from  the  survey,  Ref  1 1 4 

^^  National  estimate  derived  from  survey 
in  urban  areas  of  North  Carolina,  using  ran- 
domized response  technique,  Ref.  1 

"Ref  129 

"Ret  1.30 

^"  Estimate  based  on  total  legal  abortions 
reported  (485.800)  and  distribution  by  state 
of  residence  for  93  percent  of  them.  Ref  1 29. 

*^  Hospital  survey.  Ref.  74 

"  Ref.  1 28 
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TABLE  2     Indicators  o(  lifetime  experience  with  induced  abortion,  by  residence 
and  age  at  interview:  Survey  data,  selected  areas  and  years 


Percent  of 
reporting 
abortions 


Mean  jiumber 
ot  abortions 
per  woman 


Abortions 
per  1.000 
live  births 


Greece.  1966/67' 

Total 

Residence 

Athens 

More  than  10.000 

2,000-10.000 

Less  than  2,000 
Age  (years) 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 


Hungary.  1966' 

A.  As  reported 
Total 
Residence 

Budapest 
4  major  cities 
Towns 
Rural 
Age  (years) 
15-19 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 

B.  Corrected  for 
underreporting 
of  abortions" 
Total 
Residence 

Budapest 
4  major  cities 
Towns 
Rural 
Age  (years) 
15-19 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 


Japan.  1971* 

A,  Excluding  abortion 
experience  not  stated 
Total  Japan,  197V 
Residence 

10  largest  cities 
Medium  cities 
Small  cities 
Rural 
Age  (years) 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 

B.  Corrected  for 
underreporting 
of  abortions^ 
Total 


53.3 
37.5 
32.1 
26.0 

15.3 
28.1 
342 
39.6 
42.0 
38.2 


46.6 
34.9 
35.3 
20.1 

13.4 
214 
33.7 
35.0 
33.0 
26.9 


65.0 
59.7 
57.0 
55.6 

13.4 
21.7 
42.1 
62.8 
72.3 
73.0 
68.9 


41  0 
41,5 
432 
423 

228 
29,1 
432 
489 
483 
45  4 


2  00 
080 
0  61 
051 

0,20 
0  50 
0  69 

0  93 

1  01 
086 


0  96 
066 
0  60 
0  32 

016 
0  30 
0  56 
0  66 
0  64 
0  50 
0  29 


1  34 
1,13 
097 

0  86 

016 
031 
070 

1  18 
1  40 
1,36 
1,19 


070 
0  67 
073 
0  67 

0  27 
0  42 
0  67 
082 
0  86 
0  79 


971 
375 
269 
217 

178 
286 
336 
397 
411 
280 


333 
153 

340 
309 
366 
333 
299 
215 
124 


937 
665 
539 
411 

340 
320 
458 
596 
654 
584 
511 


338 
299 
313 
254 

351 
294 
338 
385 
351 
287 


England  were  done  in  the  private 
sector  and  had  to  be  paid  for, 
whereas  in  Sweden  all  were  done  in 
public  hospitals  free  of  charge. 

In  October  1967,  after  a  long 
and  bitter  legislative  struggle.  Par- 
liament enacted  a  Liberalized  abor- 
tion statute,  authorizing  abortion  if 
two  physicians 

.  .  .  are  of  the  opinion,  formed 
in  good  faith:  that  the  continu- 
ance of  the  pregnancy  would  in- 
volve risk  to  the  life  of  the  preg- 
nant woman  or  of  injury  to  the 
physical  or  mental  health  of  the 
pregnant  woman  or  any  existing 
children  of  her  family,  greater 
than  if  the  pregnancy  were  ter- 
minated; [or]  that  there  is  a  sub- 
stantial risk  that  if  the  child  were 
bom  it  would  suffer  from  such 
physical  or  mental  abnormalities 
as  to  be  seriously  handicapped 
(J23,  p.  887). 

The  Act  provides  further  that  in  de- 
termining whether  or  not  there  is 
such  risk  of  injury  to  health,  "ac- 
count may  be  taken  of  the  pregnant 
woman's  actual  or  reasonably  fore- 
seeable environment."  Abortions 
may  be  performed  in  NHS  hospitals 
or  in  f acihties  approved  by  the  Minis- 
ter of  Health.  The  latter  category 
includes  mainly  private  nursing 
homes.  The  Act,  which  came  into 
force  on  27  April  1968,  applies  to 
England,  Wales  and  Scotland,  but 
not  to  Northern  Ireland  (122). 

The  British  Abortion  Act  of  1967 
contained  a  number  of  revolutionary 
innovations.  Potentially  most  im- 
portant are  the  words  "greater  than 
if  the  pregnancy  were  terminated," 
qualifying  the  "risk  to  Ufe  or  of  in- 
jury to  physical  or  mental  health"  if 
the  pregnancy  were  continued.  Al- 
though this  clause  was  inserted  at  a 
late  stage  of  the  legislative  process, 
at  the  request  of  the  opponents  of 
UberaUzation,  it  has  been  inter- 
preted as  justifying  abortion  in  or- 
der to  secure  a  relatively  small  im- 
provement in  the  woman's  medical 
condition,  since  the  risk  to  life,  in 
early  pregnancy  at  least,  is  substan- 
tially less  than   the  risk  normally 
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associated  with  pregnancy  and 
childbirth  (2).  Another  important 
passage  is  contained  in  the  words 
"or  any  existing  children  of  her 
family."  Couched  in  medical  terms, 
this  phrase  constitutes  a  recognition 
of  the  fact  that  not  only  the  mother, 
but  also  her  entire  family,  may  be 
adversely  affected  by  the  birth  of  an 
unwanted  child.  It  should  also  be 
noted  that  the  Act  does  not  estabhsh 
administrative  machinery  to  au- 
thorize the  termination  of  preg- 
nancy. The  determination  is  made 
by  two  physicians,  in  whose  judg- 
ment the  required  conditions  are 
met. 

The  number  of  legal  abortions 
performed  on  resident  women  in 
England  and  Wales  under  the  pro- 
visions of  the  Abortion  Act  of  1967 
increased  from  22,300  in  1968  (27 
April-31  December)  to  108,600  in 
1972.  The  abortion  rates  per  1,000 
women  aged  15-44  years  and  the 
abortion  ratios  per  1,000  hve  births 
have  been  similar  in  recent  years  to 
those  reported  from  Denmark,  Nor- 
way, Sweden,  and  the  United  States. 

Western  Europe 

Table  1  shows  no  entry  for  any  of  the 
continental  countries  of  western 
Europe,  all  of  which  have  restrictive 
abortion  laws.  Although  these  laws 
are  not  uniformly  enforced  and  are 
liberally  interpreted  in  such  places 
as  the  Netherlands  and  in  some  of 
the  Swiss  cantons,  notably  Geneva, 
there  are  no  statistics  from  which 
rates  and  ratios  of  legal  abortions 
could  be  computed.  The  incidence  of 
illegal  abortion  is  thought  to  be  high 
in  most  of  the  countries  but  reUable 
estimates  are  not  available  (43). 

Eastern  Europe 

In  the  countries  of  eastern  Europe 
abortion  poUcies  have  undergone 
several  major  changes  since  1920, 
when  the  USSR  legahzed  abortion 
on  request  (24,  113).  The  USSR  re- 
versed this  hberal  policy  in  1936  by 
limiting  legal  abortion  to  a  Ust  of 


TABLE  2     Indicators  of  lifetime  experience  with  induced  abortion,  by  residence 
and  age  at  interview:  Survey  data,  selected  areas  and  years  (continued) 


Percent  of  women 

Mean  number 

Abortions 

Area,  year,  and  age  at 

reporting 

of  abortions 

per  1,000 

interview 

abortions 

per  woman 

live  birttis 

Residence 

10  largest  cities 

49  8 

0  85 

411 

Medium  cities 

482 

0  78 

347 

Small  cities 

50  1 

0  85 

363 

Rural 

49  6 

0  79 

298 

Age  (years) 

20-24 

27  2 

0  32 

419 

25-29 

34  6 

0  50 

350 

30-34 

476 

0  74 

372 

35-39 

55  5 

0  93 

437 

40-44 

55  8 

0  99 

406 

45-49 

56  9 

0  99 

360 

Taiwan.  19716 

Without  random 

response  technique 

127 

X 

X 

With  random 

response  technique 

282 

X 

X 

Turkey' 

1963 

75 

X 

X 

1968 

102 

X 

X 

Residence.  1968 

Metropolitan 

34  5 

X 

X 

Other  urban 

178 

X 

X 

Rural 

48 

X 

X 

Age  (years).  1968 

15-19 

03 

X 

X 

20-24 

59 

X 

X 

25-29 

93 

X 

X 

30-34 

135 

X 

X 

35-39 

127 

X 

X 

40-44 

155 

X 

X 

United  States,  1940-49' 

Total 

254 

0  53 

451 

aged  20-49. 
aged  15-49. 


'  Currently  married 
N  =  6,500.  Ref,  J  35 

-Currently  married  women, 
N  -  8,800  Ref,  56 

^  Because  the  number  of  induced  abortions 
reported  by  the  respondents  as  having  oc- 
curred in  1960-1965  represented  about  55  per- 
cent of  the  number  reported  by  hospitaJs,  it 
was  assumed  that  women  with  "unjustified" 
long  intervals  between  births  had  concealed 
their  abortion  experience.  Five  or  more  years 
were  considered  a  long  interval  for  women 
under  age  30  years  and  seven  or  more  years 
for  women  aged  30  or  older,  except  when  the 
respondent  reported  (1)  at  least  one  induced 
abortion,  (2)  a  condition  usually  causing  steril- 
ity or  subfertility,  (3)  several  spontaneous 
abortions  or  ectopic  pregnancies.  (4)  use  of  an 
effective  method  of  contraception,  or  (5 ) 
marital  separation  during  the  period  in  ques- 


tion. It  was  further  assumed  that  the 
number  of  abortions  was  the  sam 
reporting  experience   with   abortion   and   for 
those  who  concealed  it 

^CurrenUy  married  women,  aged  20-49. 
N  -  3,200.  Ref,  69. 

'  It  was  assumed  that  all  women  not  ans- 
wering the  questions  relating  to  abortion 
(12  percent)  had  in  fact  had  abortions  and  that 
the  mean  number  of  abortions  was  the  same 
for  the  women  reporting  abortions  and  for  the 
nonrespondents. 

« Currently  married  women,  aged  15-49. 
N- 2.200.  Ref.  19 

'Currently  married  women,  aged  15-49. 
N  =  2,600in  1963,  3,300  in  1968  Ref,  87 

^  White  women  of  all  marital 
aged  36  and  older,  mostly  urban 
educated.  N=  1.300,  Refs.  59.  J 10 
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TABLE  3    Indicators  of  lifetime  experience  with  induced  abortion,  by  age  at  Interview  and  selected  characteristics:  Korea,  1971 


Characteristic 


Percent  of 

worrier)  reporting 

abortions 


Mean  number 
ot  abortions 
per  woman 


Total  sample 
Residence 

Seoul 

Other  urban 

Rural 
Education  of  wife 

None 

Primary 

Middle  school 

High  school 
Education  of  husband 

None 

Primary 

Middle  school 

High  school 

College 
Occupation  of  husband 

Farmer 

Unskilled  labor 

Skilled  labor 

Sales,  clerical 

Professional 


24  1 

50,2 

38,3 

0,4 

198 

44,9 

29.9 

0,3 

9,6 

24,3 

15.2 

0,1 

6,1 

22,1 

12.8 

01 

12,5 

32,7 

32.4 

0,2 

22,3 

47,3 

46.8 

0,3 

21.0 

45,9 

60.3 

0,4 

5,6  19,2  10,6 

7,2  24  6  24,0 

16.4  38,8  40,0 

23.6  42,7  45,5 
19,1  507  52,5 

4  6  19  7  14  0 

14.5  31,7  24,2 
17,1  40.4  36.5 
23.5  44.1  42,5 

12.7  59,6  51,9 


05 

1,1 
0,7 


0,2 
0,5 


0,2 
0-5 


260 

360 

230 

200 

300 

130 

70 

100 

40 

50 

90 

40 

100 

160 

140 

220 

380 

300 

290 

340 

390 

20 

50 

30 

40 

100 

70 

170 

220 

180 

210 

270 

220 

140 

410 

300 

30 

70 

30 

100 

110 

80 

160 

230 

180 

240 

230 

190 

120 

470 

350 

NOTE;  Ever-married  women. 


15-54.      N  =  6,300,  Ref.  SO, 


the  source  as  percents  without  decimals 


TABLE  4    Percent  distribution  of  legal  abortions  by  age  of  woman  at  termination: 
Selected  areas  and  years 


Area  and  years 

19  or  less 

20-2A 

25-29 

30-34 

35-39 

40  or  more 

California 

(Residents)' 

1971/72 

327 

31,6 

17,3 

10,7 

5.5 

2,2 

Czechoslovakia' 

1959 

4,9 

16,3 

263 

27,2 

20.5 

4,8 

1960 

5.5 

16.1 

25,7 

26,6 

20.7 

5,4 

1961 

6.0 

16.1 

24,3 

26,6 

20.4 

6.6 

1962 

6.4 

16.7 

23,4 

26.1 

201 

7,3 

1963 

5.2 

15.6 

21  8 

26.5 

217 

9,2 

1964 

6.1 

18.6 

21,7 

247 

20.1 

88 

1965 

6.9 

21.0 

22,8 

23,1 

183 

79 

1966 

7.4 

23.6 

23,9 

219 

16.6 

6,6 

1967 

7.5 

25.4 

24,8 

20,6 

15.8 

5,9 

1968 

7.3 

26,9 

252 

19,6 

15.2 

58 

1969 

7,8 

26,7 

26,3 

19,4 

14,5 

5,3 

197a 

83 

26,7 

261 

19,0 

14,4 

5,5 

1971 

85 

268 

263 

19,3 

13,5 

5,6 

1972 

8,7 

25,5 

275 

19,5 

13,3 

5,5 

Denmark' 

1963 

8.3 

20.0 

24,0 

21,0 

16,2 

10,5 

1964 

8.6 

20.5 

24,1 

21,1 

15  6 

101 

1965 

8.2 

20.7 

23,6 

20,0 

17  0 

10,5 

1966 

8.6 

21.7 

22,8 

19,4 

172 

10,3 

1967 

13.1 

20,6 

19,3 

19,0 

175 

10,5 

1968 

14.6 

19,8 

18,7 

18,3 

17,8 

108 

1969 

16,6 

19,3 

19,3 

17  8 

16  5 

10,5 

England  and  Wales 

(Residents)" 

1968 

17.6 

281 

18,3 

16  0 

13  2 

68 

1969 

19.0 

26,5 

18,5 

16,4 

13,1 

65 

1970 

20.5 

26,7 

185 

16  0 

123 

6,0 

1971 

22.1 

26,4 

18,6 

15  3 

119 

5,7 

Finland" 

1958 

3,2 

12,8 

23,9 

26,7 

21  3 

11  1 

1959 

3,3 

13,4 

23,3 

275 

216 

109 

1960 

3.3 

14,2 

23,0 

26  1 

22,1 

113 

1961 

3.7 

13,9 

23,2 

25,2 

21,7 

12  3 

1962 

4.8 

15,4 

23,0 

24,5 

19,6 

127 

1963 

5.6 

15.3 

22,5 

24.9 

19,6 

12.1 

specified  medical  and  eugenic  indi- 
cations, and  reversed  it  again  in 
1955  when  the  decree  of  1936  was 
repealed.  In  the  words  of  the  pre- 
amble of  the  new  Soviet  decree,  its 
aims  were  "the  bmitation  of  the 
harm  caused  to  the  health  of  women 
by  abortions  carried  out  outside  of 
hospitals"  and  to  give  "women  the 
possibility  of  deciding  themselves 
the  question  of  motherhood"  (37, 
p.  426). 

Following  the  example  of  the 
USSR,  most  of  the  sociahst  coun- 
tries of  eastern  Europe  adopted  lib- 
eral abortion  laws  In  1956-1957. 
The  new  statutes  permitted  abortion 
on  request  or  on  broadly  interpreted 
social  indications  during  the  first 
trimester.  Abortions  in  the  second 
trimester  were,  in  general,  per- 
mitted on  medical  indications  only. 

The  German  Democratic  Repub- 
hc  did  not  participate  in  the  general 
liberalization  of  abortion  laws  dur- 
ing the  1950s.  After  World  War  II, 
the  draconic  regulations  of  the  Third 
Reich  were  replaced  by  a  series  of 
state  laws  under  which  legal  abor- 
tion could  be  performed  on  medical, 
eugenic,  and  humanitarian  grounds 
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and,  to  some  extent,  on  social  and 
economic  grounds  also.  These  stat- 
utes were  superseded  in  1950  by  the 
Law  for  the  Protection  of  the  Mother 
and  the  Child,  which  permitted 
abortion  on  medical  and  eugenic  in- 
dications only.  In  1965  an  extension 
of  the  medical  indication  was  ad- 
ministratively authorized,  taking 
into  account  the  woman's  social  en- 
vironment, and  in  1972  legislation 
was  enacted  permitting  abortion  on 
request  during  the  first  trimester 
(47). 

In  Romania,  a  statute  permit- 
ting elective  abortion  enacted  in 
1957  was  reversed  in  October  1966 
by  a  decree  restricting  abortion  to 
women  over  age  45  years  or  support- 
ing four  or  more  living  children,  in 
addition  to  the  usual  medical,  eu- 
genic, and  juridical  indications  (91). 

Restrictions  on  access  to  abor- 
tion were  also  imposed  temporarily 
during  the  early  1960s  in  Czechoslo- 
vakia and  progressively  since  1968 
in  Bulgaria,  where  elective  abortion 
was  limited  by  law  to  women  with 
two  or  more  children  and  to  un- 
married women  under  18  years  of 
age,  and  the  period  of  gestation  dur- 
ing which  such  abortions  were  per- 
mitted was  reduced  from  12  to  10 
weeks  {12). 

The  hberalization  of  abortion 
laws  in  the  1950s  resulted  in  spec- 
tacular increases  in  the  incidence  of 
legal  abortion  Ln  the  years  that  fol- 
lowed. The  most  comprehensive  and 
rehable  information  is  available  for 
Hungary  and  Czechoslovakia.  In 
Hungary,  medical  boards  for  the  au- 
thorization of  abortion  were  estab- 
lished in  the  early  1950s.  The  in- 
creasing numbers  of  legal  abortions 
since  1953  indicate  the  progressive 
liberalization  of  the  pohcies  of  these 
boards.  After  the  decree  of  3  June 
1956  had  introduced  abortion  on  re- 
quest, the  number  of  legal  abortions 
increased  at  first  rapidly  and,  then, 
more  slowly  until  it  reached  206,800 
in  1969.  From  that  year  to  1972  a 
decline  of  approximately  14  percent 
was  recorded.  The  number  of  legal 
abortions  has  exceeded  the  number 
of  live  births  since  1959,  with  the 


TABLE  4     Percent  distribution  ot  legal  abortions  by  age  of  woman  at  termination: 
Selected  areas  and  years  {continued) 


Area  and  years 

rg  or /ess 

20-24 

25-29 

30-34 

35-39 

40  or  more 

FinlandMcont) 

1964 

64 

167 

23  1 

24  0 

18  6 

112 

1965 

77 

182 

20.6 

222 

194 

119 

1966 

82 

19  0 

221 

20.4 

186 

117 

1967 

85 

20.0 

20.9 

196 

189 

12-1 

1968 

88 

21.0 

19.8 

20  5 

182 

11-7 

1969 

95 

21  3 

18  9 

189 

171 

143 

1970 

117 

22  8 

189 

176 

155 

13-5 

Hungary' 

1957 

44 

22.0 

29.1 

246 

15  6 

4-3 

1958 

51 

21.9 

29.5 

24  2 

15  2 

41 

1959 

5,1 

22.4 

29.7 

23  7 

151 

40 

1960 

52 

22.1 

28.5 

24,1 

155 

4,6 

1961 

58 

23.6 

28.5 

23,2 

144 

45 

1962 

67 

22.9 

27,4 

237 

145 

48 

1963 

60 

25  0 

27.9 

23,4 

13  0 

47 

1964 

66 

242 

274 

23  3 

137 

48 

1965 

69 

23,7 

271 

227 

144 

52 

1966 

77 

24.8 

27  2 

222 

135 

4,6 

1967 

74 

253 

27,2 

22  0 

137 

44 

1968 

73 

26.0 

278 

209 

13  4 

4,6 

1969 

83 

25.5 

27,8 

20,8 

132 

4,4 

1970 

95 

24.7 

27.0 

20  7 

134 

47 

1971 

90 

25.8 

24.7 

20  4 

142 

59 

1972 

14.4 

26  7 

23  3 

190 

126 

40 

Japan' 

1955 

1,2 

15,5 

26.5 

270 

193 

105 

1956 

1 

2 

15-6 

27.3 

26-8 

191 

10-0 

1957 

1 

2 

15-5 

27.9 

26-9 

190 

95 

1958 

1 

2 

154 

28.0 

26-9 

19,3 

92 

1959 

1 

3 

15  8 

28.2 

26-7 

192 

88 

1960 

1 

4 

15  9 

286 

26,3 

193 

85 

1961 

1 

5 

161 

29,1 

26,6 

185 

82 

1962 

1 

5 

161 

29  0 

272 

180 

82 

1963 

1 

4 

161 

28  9 

27  3 

179 

84 

1964 

1  4 

16  5 

282 

27  3 

178 

88 

1965 

16 

169 

28,0 

27  3 

173 

8,9 

1966 

19 

16-9 

280 

273 

17  5 

8,4 

1967 

20 

16-7. 

26.7 

27,4 

186 

86 

1968 

21 

17  6 

26,8 

26  8 

184 

83 

1969 

20 

18.5 

271 

26  0 

18-2 

82 

1970 

20 

193 

264 

256 

184 

83 

1971 

19 

20-7 

25  0 

25,2 

187 

8,5 

New  York  City 

(Residents) 

1 960-62* 

71 

177 

194 

240 

21  5 

103 

1965-67 

14  9 

252 

184 

166 

156 

9,3 

1970/71» 

17,1 

35  5 

23  7 

13  9 

7,3 

2,5 

1971/72 

18,2 

342 

24  0 

13  8 

7,2 

2,6 

Scotland 

1969'" 

173 

22  0 

169 

194 

16  4 

8,0 

1970 

179 

23  7 

170 

177 

15  8 

79 

1971 

19  8 

22  7 

175 

16  8 

153 

79 

1972 

224 

24  0 

17  9 

158 

137 

6,2 

Singapore" 

1970 

1-8 

105 

172 

295 

242 

16,8 

1971 

2,9 

125 

190 

29  7 

22,3 

13,6 

1972 

27 

138 

199 

29  4 

22  1 

121 

Sweden'- 

1956 

7.0 

124 

227 

237 

21  6 

126 

1957 

6.7 

141 

197 

24  6 

22  0 

12  9 

1958 

10.2 

12  8 

21  3 

22  6 

21  5 

11  6 

1959 

11.6 

13,7 

19,8 

223 

21  2 

11  4 

1960 

10.7 

13.0 

19.9 

22-8 

21  5 

121 

1961 

14.1 

14.8 

19.5 

19-9 

194 

123 

1962 

14.1 

15.8 

20.2 

19,6 

17  0 

133 

1963 

15.4 

17.4 

19.3 

19.1 

173 

11,5 

1964 

17.1 

19.9 

18.5 

18.9 

152 

10-4 

1965 

18.4 

21.6 

18.3 

16.5 

15  3 

9-9 

1966 

19.0 

22.5 

17.8 

16.5 

147 

95 

1967 

20.4 

21.8 

17.6 

16.0 

144 

98 

1968 

23.1 

22.9 

17.0 

14.5 

137 

88 

1969 

22.1 

23.9 

18.6 

153 

129 

72 

1970 

22.3 

238 

18.9 

152 

122 

76 

1971 

23.4 

243 

20  0 

146 

112 

6,5 

1972 

23, 

5 

24.3 

21.3 

14,5 

10-9 

55 

18 
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TABLE  4     Percent  distribution  of  legal  abortions  by  age  of  woman  at  termination: 
Selected  areas  and  years  (continued) 

Area  and  years  19  or  less         20-24         25-29         30-34         35-39       40  or  i 

United  Kingdom 

See  England  and  Wales,  Scotland 

United  States 

See  also  Calitorma,  New  York  City 


1968"" 

23  0 

28  9 

17  3 

131 

111                 6  6 

1970/71'^'s 

242 

36  8 

192 

11,0 

63                2.5 

1971" 

294 

348 

167 

10,3 

63                25 

Yugoslavia 

1968'- 

52 

19  4 

25,3 

25.0 

18  5               6  6 

iRef.  98.  Percentages 

for 

womer 

1  aged 

"Ref.  97, 

25-44  estimated  using 

Ref. 

129. 

"Refs,  104. 

106 

For  the  years  1958-1963 

=  Refs.22,41. 

and 

1967.  estin- 

lated  ( 

>n  basis  of  data  for  abor- 

»Ref.32 

don: 

s  authorized  by  N 

ational  Board  of  Health 

'Ref.J25 

'^  Hospital  data. 

»Ref.39 

"Ref.  J 14 

•Ref5.53,SS. 

"Ref,  J  IS 

'  Refs.  62,  77 

"  Fifteen  st 

ates,  reporting  92  percent  of  all 

•Ref.34 

atjortions.  Ref.  129. 

•Rcf.  i)7. 

"Ref.  128 

'«Ref.  127 

TABLE  5     Legal  abortion  rates  and  rate  indices  by  age  of  woman  at  termination: 
Selected  areas  and  years 

(Rates  per  1.000  women) 


Area  and  years 

f  9  or  less 

20-24 

25-29 

30-34 

35-39 

40  or  more 

California 

(Residents)' 

flares 

1971/72 

395 

39,3 

24,6 

18,1 

10,8 

4,0 

Czectioslovakia 

Rates 

1959 

78 

308 

44  0 

428 

31,2 

12.5 

1960 

93 

33  4 

49  6 

47,0 

34,3 

15.6 

1961 

107 

345 

516 

50,8 

36,4 

17.9 

1962 

10  2 

32  9 

48,7 

480 

348 

16.1 

1963 

63 

230 

36,4 

38,8 

30,2 

13.8 

1964 

71 

26.3 

365 

371 

285 

12.3 

1965 

8.8 

32  4 

42  6 

40,2 

29,7 

11.9 

1966 

106 

39.8 

492 

44,7 

30,6 

11.3 

1967 

113 

434 

52  5 

464 

315 

110 

1968 

11.6 

45,6 

53  1 

46,6 

320 

11  5 

1969 

12  6 

455 

545 

47,6 

31  9 

111 

1970 

131 

436 

51  5 

45,4 

320 

114 

1971 

132 

420 

49  2 

43,8 

30  3 

115 

flate  indices 

(1959  =  100) 

1971 

169 

136 

m 

102 

97 

92 

Denmark 

Rates 

1963 

1.6 

4,8 

6,6 

6,0 

43 

26 

1964 

1.9 

5,3 

74 

68 

48 

29 

1965 

2.1 

5,8 

82 

74 

6  1 

34 

1966 

2.5 

6,4 

86 

7,9 

69 

38 

1967 

4.4 

64 

7,8 

8,5 

79 

4.4 

1968 

4.7 

57 

69 

76 

76 

4.3 

1969 

66 

69 

82 

89 

87 

5.3 

flafe  indices 

(1963=100) 

1969 

421 

142 

124 

149 

201 

201 

England  and  Wales 

(Residents) 

Rates 

1968 

23 

33 

2,7 

2,4 

20 

1.0 

1969 

56 

69 

59 

55 

45 

21 

1970 

9.4 

105 

87 

82 

65 

31 

1971 

12.5 

132 

107 

100 

8,0 

3.6 

ratio  reaching  a  maximum  of  almost 
1,400  abortions  per  1,000  live  births 
in  1964. 

In  Czechoslovakia,  legalization 
of  abortion  for  nonmedical  reasons 
in  1957  was  preceded  by  almost  two 
years  of  public  discussion.  Moderate 
increases  in  the  abortion  rate  in 
1956-1957  reflect  the  changing  atti- 
tude of  the  medical  profession. 
Promulgation  of  a  new  and  liberal- 
ized abortion  law  in  December  1957 
was  followed  by  an  eightfold  rise  in 
legal  abortions  in  the  next  year.  The 
rise  continued  at  a  decelerating  pace 
untU  1961,  when  the  total  reached  a 
peak  of  94,300  followed  by  a  decline 
to  less  than  71,000  in  1963-1964, 
obviously  in  response  to  restrictions 
imposed  in  1962.  This  drop  was  fol- 
lowed by  another  rise  to  102,800  in 
1969,  exceeding  the  peak  of  1961, 
and  another  decline  to  91,300  in 
1972. 

Data  for  Romania  are  fragmen- 
tary. According  to  reports  in  the  lit- 
erature that  could  not  be  traced  to 
an  official  source,  112,100  legal 
abortions  were  performed  in  1958, 
the  first  full  year  after  elective  abor- 
tion was  legaUzed,  and  219,100 
were  performed  in  1959  (7  J ).  After  a 
lapse  of  several  years,  during  which 
no  statistics  were  released,  the  Ro- 
manian Communist  Party  an- 
nounced a  total  of  1,115,000  abor- 
tions for  1965,  corresponding  to  an 
abortion  rate  of  more  than  250  per 
1,000  women  of  reproductive  age 
and  a  ratio  of  more  than  4,000  abor- 
tions per  1,000  live  births  (92),  sug- 
gesting a  low  level  of  contraceptive 
use.  It  is  not  clear  whether  the  re- 
ported total  included  incomplete 
abortions  admitted  to  hospitals; 
however,  the  number  of  such  cases 
could  not  have  exceeded  100,000,  or 
one-tenth  of  the  total.  For  1967,  a 
report  of  51,700  legal  abortions  was 
found  in  the  files  of  the  World  Health 
Organization,  but  all  reports  for 
later  years  (64)  apparently  include 
all  abortions,  legally  induced  or  ad- 
mitted to  hospitals  for  aftercare  fol- 
lowing a  spontaneous  or  an  illegal 
abortion. 

The  USSR  pubhshed  some  sta- 
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tistics  during  the  1920s  and  1930s, 
but  they  were  not  for  the  entu'e 
counti7.  Although  It  has  been  re- 
ported that  abortion  statistics  are 
currently  compiled  in  the  USSR, 
none  have  been  published  officially 
for  more  than  three  decades.  The 
figures  shown  in  Table  1  are  based 
on  a  set  of  abortion  ratios  per  1,000 
births  and  a  crude  abortion  rate  per 
1,000  population,  respectively.  As  in 
the  case  of  Romania,  it  is  not  certain 
whether  these  data  refer  to  the  en- 
tire population  of  the  USSR,  nor 
whether  they  are  limited  to  legal 
abortions,  excluding  women  ad- 
mitted to  hospitals  for  aftercare  or 
for  complications  of  abortion.  All 
that  can  be  deduced  from  these  and 
other  fragmentary  data  is  that  the 
incidence  of  abortion  in  the  USSR 
has  been  very  high  in  recent  years. 

East  and  Southeast  Asia 

In  Japan,  Article  14  of  the  Eugenic 
Protection  Law  of  1948  permits  ter- 
mination of  pregnancy  in  a  woman 
"whose  health  may  be  affected 
seriously  by  continuation  of  preg- 
nancy or  by  delivery  from  the  phys- 
ical or  economic  viewpoint"  (77, 
p.  68).  The  interpretation  of  this 
paragraph  by  the  medical  profes- 
sion and  by  the  authorities  has  been 
tantamount  to  making  abortion 
available  on  request.  As  shown  in 
Table  1  the  reported  number  of  legal 
abortions  and  the  abortion  rate  and 
ratio  reached  their  peaks  in  1955/ 
1956.  From  then  to  1967,  the  num- 
ber of  abortions  dechned  by  36  per- 
cent, the  abortion  rate  per  1,000 
women  of  reproductive  age,  by  48 
percent,  and  the  abortion  ratio  per 
1 ,000  Uve  births,  by  45  percent.  Since 
1967,  changes  have  been  minor. 

Because  the  variation  among 
the  prefectures  of  Japan  in  the 
levels  of  abortion  rates  and  ratios  is 
far  greater  than  could  be  explained 
by  differences  in  the  level  of  urban- 
ization and  other  socioeconomic 
factors,  Japanese  scholars  have 
argued  that  the  reporting  of  legal 
abortions  by  physicians  performing 
them  is  grossly  incomplete  in  many 


TABLE  5    Legal  abortion  rates  and  rate  indices  by  age  of  woman  at  termination: 
Selected  areas  and  years  (continued) 
(Rates  per  1.000  women) 


Area  and  years 

19  or  less 

20-24 

25-29 

30-34 

35-39 

40  or  more 

England  and  Wales  (cent ) 

Rate  indices 

(1968=  100) 

1971 

548 

398 

403 

411 

402 

377 

Finland 

Rates 

1958 

10 

43 

80 

89 

75 

44 

1959 

1  1 

48 

88 

101 

80 

45 

1960 

1  2 

5,6 

98 

104 

89 

50 

1961 

12 

51 

95 

96 

82 

5,1 

1962 

1  4 

56 

97 

97 

76 

5,3 

1963 

1  4 

52 

86 

94 

72 

46 

1964 

13 

49 

75 

81 

60 

3-6 

1965 

1  5 

5,0 

64 

75 

60 

37 

1966 

18 

5.3 

73 

76 

64 

40 

1967 

20 

56 

73 

79 

7  1 

45 

1968 

24 

60 

78 

90 

78 

49 

1969 

39 

76 

96 

105 

98 

73 

1970 

80 

140 

161 

172 

163 

132 

Rate  indices 

(1958=100) 

1970 

797 

323 

200 

J  93 

218 

301 

Hungary 

Rates 

1957 

152 

762 

947 

77  1 

57  9 

17  2 

1958 

20.4 

90  6 

1144 

91  1 

59,3 

22.1 

1959 

21.4 

97  7 

121  9 

93  7 

58,3 

24.8 

1960 

22,4 

102  4 

126  6 

101  9 

63,5 

29.2 

1961 

26.7 

1132 

135  1 

1039 

62,0 

27.0 

1962 

29.7 

1044 

1268 

1034 

60  9 

24.1 

1963 

28.1 

1196 

138  4 

108  8 

58,9 

22.2 

1964 

31.9 

121  1 

1446 

1168 

65,7 

22.6 

1965 

31.7 

1147 

139  6 

1133 

67,9 

23.7 

1966 

35.0 

125,6 

144  3 

1164 

66,7 

21.9 

1967 

33.2 

128  1 

143  1 

117  1 

68,8 

21.4 

1968 

34.5 

1385 

154  5 

120  6 

726 

244 

1969 

39.2 

1376 

156  3 

1238 

74  7 

24.0 

1970 

40,6 

120  7 

1403 

1137 

71  6 

24.1 

1971 

37  1 

1186 

127  0 

109  4 

75  1 

29-6 

1972 

566 

1148 

113  9 

96  3 

645 

19  4 

Rate  indices 

(1957=  100) 

1972 

373 

151 

120 

r25 

HI 

113 

Japan 

Rates 

1955 

34 

43  3 

81  0 

95  6 

81  2 

47,1 

1956 

31 

42  4 

81  7 

91  4 

777 

43,8 

1957 

29 

40  4 

792 

85  9 

72  6 

40.3 

1958 

30 

405 

78  2 

83.9 

71  8 

38-9 

1959 

30 

40  9 

75  7 

792 

663 

36.5 

1960 

32 

40  1 

740 

74  2 

63,0 

33.3 

1961 

35 

39  2 

72  3 

72  2 

56,7 

30.5 

1962 

32 

364 

68,0 

68  9 

51  1 

28.2 

1963 

29 

344 

657 

65  8 

47,8 

26.9 

1964 

2,4 

31  2 

596 

59  6 

42.7 

23.7 

1965 

25 

30  9 

56,2 

563 

39.0 

23.4 

1966 

28 

309 

53  1 

53  0 

37,1 

20.5 

1967 

28 

27  9 

45  9 

48  6 

35-7 

18.6 

1968 

30 

28  2 

45  7 

48  1 

35,2 

17.8 

1969 

31 

27,6 

43  9 

46  3 

33  7 

16.8 

1970 

32 

269 

42  3 

44  9 

33  1 

16.7 

1971 

34 

277 

42  3 

43  7 

33  6 

16,8 

Rate  indices 

(1955  =  100) 

1971 

WO 

64 

52 

46 

41 

36 

Korea= 

Rates 

1960-70 

1  4 

17  9 

421 

713 

68  9 

30  3 

New  York  City 

(Residents) 

Rates'  ' 

1960-62 

0  09 

0  24 

0  26 

0,30 

0  26 

013 

1965-67 

0  22 

0  39 

0  33 

0  32 

0  28 

016 

20 
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TABLE  5    Legal  abortion  rates  and  rate  indices  by  age  of  woman  at  termination: 
Selected  areas  and  years  (continued) 
(Rates  per  1.000  women) 


Area  and  years 

19  Of  less 

20-24 

25-29 

30-34 

35-39 

40  or  more 

New  York  City  (cent ) 

Rate  indices 

(1960-62  =  100) 

1965-67 

236 

167 

129 

706 

770 

127 

flafes" ' 

1970/71 

378 

659 

50  2 

37,9 

21  2 

6,9 

1971/72 

45  2 

71  1 

530 

400 

24  0 

8,0 

flafe  indices 

(1970/71  =  100) 

1971/72 

7)9 

108 

706 

706 

113 

775 

Singapore 

Rates 

1970 

03 

20 

51 

8,6 

8,7 

7,0 

1971 

08 

38 

9,6 

140 

130 

91 

Rate  indices 

(1970  =  100) 

1971 

254 

786 

788 

764 

749 

730 

Sweden" 

Rates 

1956 

1.2 

22 

38 

35 

31 

18 

1957 

1.0 

22 

29 

3,3 

27 

1,6 

1958 

1.3 

19 

31 

30 

26 

15 

1959 

1.4 

2,0 

29 

30 

25 

14 

1960 

1.0 

1,6 

26 

2,7 

23 

13 

1961 

1.4 

18 

26 

25 

22 

1  3 

1962 

1.5 

21 

30 

27 

22 

16 

1963 

1.7 

24 

31 

3,0 

25 

15 

1964 

2.6 

3,4 

38 

4,0 

29 

18 

1965 

3.8 

46 

4,9 

4,7 

4  0 

2,3 

1966 

4.6 

5,3 

54 

55 

46 

27 

1967 

6.9 

6,6 

6,9 

7,1 

6,1 

38 

1968 

9.0 

7,7 

7,2 

7,2 

66 

3,9 

1969 

11,1 

101 

9,3 

9,3 

80 

4,1 

1970 

13,3 

11,8 

10  3 

10,5 

8,9 

5,1 

1971 

16,8 

148 

123 

117 

98 

5,4 

Rate  indices 

(1956  =  100) 

1971 

1,400 

673 

324 

334 

376 

300 

United  Slates 

See  also  California, 

vjew  York  City 

Rates' 

1970/71 

12  8 

21,2 

13  9 

9,4 

5,6 

2,1 

19719 

14.8 

18.8 

11,4 

8,4 

5,4 

20 

'  Ref,  98  Rates  for  women  aged  25-44  es- 
timated using  Ref,  7  29 

*  All  induced  abortions.  Based  on  survey  in 
1971.N  =  6,300.  Ref,  50 

'  Corrected  for  underreporting 

<  Ref.  34 

>  Ref.  i  i  7 


'^  See  Table  4.  footnote  1 1 , 

'  Based  on  estimated  total  of  legal  abor- 
tions (505,000)  and  age  distribution  of  JPSA 
Ref,  7  75, 

"  Based  on  total  number  of  abortions  re- 
ported (485.800)  and  age  distribution  for  15 
states  (Ref.  729). 


places  and,  hence,  tor  Japan  as  a 
whole  (79).  According  to  an  esti- 
mate by  Muramatsu,  also  shown  in 
Table  1,  it  is  possible  that  two  out  of 
three  legal  abortions  escape  registra- 
tion, that  the  completeness  of  re- 
porting has  declined  from  1955 
to  1965,  and  that  the  number  of 
abortions  during  '  this  period  was 
twice  as  large  as  the  number  of 
births  (78). 

Table  2  presents  data  on  the 
lifetime  experience  with  induced 
abortion  obtained  in  a  survey  of  a 
sample  of  the  general  population 
conducted  in  1971  by  the  Population 
Problems  Research  Council  of  the 
Mainichi  Newspapers  (69).  About 
one-tenth  of  the  respondents  did 
not  answer  any  of  the  questions 
relating  to  their  experience  with 
abortion.  It  appears  reasonable  to 
assume  that  some  of  the  women 
who  failed  to  answer  questions  on 
abortion  had  in  fact  had  abortions 
and  that  the  average  number  of 
abortions  among  the  nonrespon- 
dents  and  the  respondents  reporting 
abortions  was  the  same.  The  fact 
that  after  correction  for  underre- 
porting, the  mean  number  of  abor- 
tions and  the  abortion  ratio  per 
1,000  Uve  births  reported  by  the 
older  women  in  the  survey  were  of 
the  same  order  of  magnitude  as  the 
corresponding  figures  derived  from 
the  number  of  abortions  reported  by 
physicians  is  probably  a  coincidence. 
In  Korea,  the  incidence  of  abor- 
tion increased  rapidly  during  the 
1960s.  The  data  shown  for  Korea  in 
Tables  1  and  3,  based  on  a  survey 
of  6,300  women  conducted  in  1971 
(50),  are  believed  to  be  among  the 
most  complete  data  on  experience 
with  induced  abortion  obtained  so 
far  by  direct  questioning.  Abortion 
was  illegal  during  the  years  covered 
by  the  survey  but  was  easUy  avail- 
able because  of  the  relaxed  attitude 
of  the  medical  profession.  Further- 
more, two-thirds  of  the  respondents 
did  not  know  that  the  procedure  was 
illegal.  In  1973  legislation  was 
adopted  authorizing  termination  of 
pregnancy  on  medical,  eugenic,  and 
juridical  grounds  (66A). 
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In  Taiwan,  abortion  remains  il- 
legal but  physicians  appear  to  be 
performing  abortions  readily.  Direct 
questioning  in  a  series  of  surveys 
produced  substantially  smaller  per- 
centages of  women  reporting  in- 
duced abortion  than  in  Korea,  but 
one  recent  survey,  using  the  ran- 
domized response  technique  (Table 
2)  suggests  a  level  of  incidence 
equal  to,  if  not  higher  than,  that  in 
Korea  (19,  20).  Singapore  liberalized 
its  abortion  law  in  1969,  permitting 
termination  of  pregnancy  on  med- 
ical and  social  grounds  (.96).  The 
number  of  legal  abortions  per- 
formed under  this  law  has  increased 
from  year  to  year  but  was  stiU  quite 
modest  in  1972.  It  is  beUeved  that 
illegal  abortion  has  made  a  major 
contribution  to  the  recent  decline  of 
the  birth  rate  in  Singapore  and  in 
Hong  Kong. 

In  the  People's  Republic  of 
China,  abortion  is  available  on  re- 
quest and  apparently  is  used  to  a 
considerable  extent.  Most  abortions 
in  China  are  performed  during  the 
first  12  weeks  of  pregnancy,  gen- 
erally by  nurses,  midwives,  and 
"barefoot  doctors,"  using  the  suc- 
tion method  (36).  However,  no  sta- 
tistics on  incidence  or  complications 
are  available. 

South  Central  Asia 

Very  little  is  known  about  the  abor- 
tion situation  in  India  and  the  other 
countries  of  south  central  Asia.  For 
India,  an  estimate  of  four  mUlion 
illegal  abortions  per  year  has  been 
quoted,  corresponding  to  an  abor- 
tion ratio  of  170  per  1,000  Uve  births 
(43).  Because  the  birth  rate  is  high, 
the  abortion  rate  should  be  in  the 
vicinity  of  35  per  1,000  women 
aged  15-44  years.  In  1971,  India 
adopted  an  abortion  statute  pat- 
terned after  the  British  Abortion 
Act  of  1967  with  the  important 
addition  that,  in  the  case  of  a  mar- 
ried woman,  a  pregnancy  resulting 
from  contraceptive  failure  "may  be 
presumed  to  constitute  a  grave  in- 
jury to  the  mental  health  of  the 
woman"  (57,  p.  966).  Implementa- 
tion of  the  new  statute  has  been 


TABLE  6     Legal  abortion  ratios  by  age  of  woman  at  conception: 
Selected  areas  and  years 

(Ratios  per  1.000  live  births  six  months  later) 
Area  and  years  19  or  less 


20-24  25-29  30-34  35-39        40  or  rr\ore 


Czechoslovakia 

1959 

1960 

1961 

1962 

1963 

1964 

1965 

1966 

1967 

1968 

1969 

Denmark 

1963 
1964 
1965 
1966 
1967 
1968 
1969 


England  and  Wales 

(Residents) 

1968 

1969 

1970 

Finland 

1958 

1959 

1960 

1961 

1962 

1963 

1964 

1965 

1966 

1967 

1968 

1969 

Hungary 

1957 

1958 

1959 

1960 

1961 

1962 

1963 

1964 

1965 

1966 

1967 

1968 

1969 

1970 


Japan 

1955 

1956 

1957 

1958 

1959 

1960 

1961 

1962 

1963 

1964 

1965 

1966 

1967 

1968 

1969 

1970 

Korea' 
1960-70 


123 

165 

372 

729 

1153 

1588 

145 

176 

417 

807 

1354 

1863 

165 

183 

437 

894 

1536 

2302 

158 

167 

408 

845 

1488 

2316 

94 

111 

279 

620 

1181 

2028 

1 11 

138 

284 

605 

1100 

1943 

144 

182 

359 

727 

1301 

2105 

174 

230 

446 

889 

1503 

2260 

191 

262 

512 

1007 

1729 

2491 

194 

271 

524 

1050 

1845 

2690 

203 

273 

533 

1047 

1906 

2468 

25 

28 

43 

74 

126 

297 

29 

31 

49 

87 

144 

349 

31 

34 

54 

93 

186 

443 

36 

38 

59 

105 

229 

556 

65 

43 

60 

130 

300 

759 

77 

43 

56 

125 

324 

870 

120 

53 

67 

150 

393 

1131 

32 

21 

18 

31 

58 

107 

79 

46 

36 

88 

142 

263 

126 

68 

60 

116 

217 

398 

23 

29 

58 

94 

124 

179 

25 

32 

62 

104 

138 

185 

27 

36 

67 

110 

158 

212 

27 

33 

64 

101 

152 

219 

32 

36 

64 

103 

147 

238 

32 

34 

59 

103 

143 

215 

30 

34 

55 

95 

125 

185 

33 

35 

49 

90 

133 

215 

39 

39 

59 

97 

154 

260 

42 

41 

61 

106 

184 

305 

52 

51 

74 

137 

240 

403 

76 

68 

96 

174 

336 

797 

221 

463 

886 

1300 

1793 

2210 

304 

580 

1138 

1681 

2202 

3274 

327 

642 

1247 

1848 

2467 

3460 

352 

691 

1340 

2148 

2932 

3945 

440 

811 

1324 

2828 

4229 

3956 

509 

767 

1416 

2373 

3294 

4024 

510 

867 

1493 

2476 

3245 

4403 

573 

874 

1561 

2702 

3919 

5034 

544 

812 

1477 

2613 

4139 

5545 

566 

856 

1458 

2573 

3919 

5251 

501 

804 

1331 

2377 

3842 

5026 

525 

892 

1470 

2490 

4238 

5970 

588 

886 

1516 

2579 

4462 

6042 

641 

814 

1444 

2561 

4731 

6912 

235 

374 

484 

978 

1962 

4568 

246 

393 

511 

1063 

2253 

5314 

233 

369 

481 

1052 

2379 

5721 

233 

355 

463 

1067 

2620 

6330 

247 

365 

463 

1106 

2920 

7028 

255 

359 

445 

1070 

3227 

7740 

265 

355 

429 

1051 

3290 

8752 

245 

330 

394 

984 

3180 

8749 

233 

313 

380 

931 

3077 

9310 

198 

273 

328 

804 

2671 

9239 

220 

297 

356 

874 

2610 

9326 

225 

268 

305 

756 

2312 

8449 

220 

238 

241 

645 

2182 

8443 

227 

248 

234 

635 

2056 

7813 

219 

249 

232 

622 

2010 

7659 

194 

235 

228 

596 

1993 

8164 

22 
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TABLE  6     Legal  abortion  ratios  by  age  of  woman  at  conception: 
Selected  areas  and  years  (continued) 
(Ratios  per  1,000  live  births  six  months  later) 


Area  and  years 

19  or  less 

20-24 

25-29 

30-34 

35-39 

40  or  more 

New  York  Clty'-^ 

1960-62 

^^ 

1,1 

1,5 

3,1 

58 

11,9 

1965-67 

2,8 

22 

22 

3,7 

73 

171 

1970/71^" 

518 

524 

421 

537 

716 

1077 

Singapore 

1970 

8 

15 

26 

67 

136 

294 

Sweden* 

1956 

22 

17 

29 

44 

75 

145 

1957 

18 

17 

23 

42 

70 

134 

1958 

25 

14 

24 

38 

68 

128 

1959 

27 

15 

22 

38 

68 

126 

1960 

22 

13 

21 

37 

67 

125 

1961 

26 

14 

20 

32 

63 

129 

1962 

26 

15 

22 

35 

64 

161 

1963 

29 

17 

21 

37 

71 

149 

1964 

40 

23 

26 

47 

83 

193 

1965 

57 

33 

35 

59 

120 

275 

1966 

68 

37 

38 

71 

139 

330 

1967 

109 

51 

53 

100 

209 

546 

1968 

158 

63 

57 

107 

252 

625 

1969 

210 

85 

76 

146 

331 

711 

1970 

248 

94 

83 

165 

375 

1041 

United  States 

See  also  New  York  City 

1968« 

5,9 

39 

3.7 

6  1 

10,8 

227 

1970/71' 

154 

140 

110 

150 

212 

314 

»  All  induced  abortions.  Based  on  survey  i 
1971.  N  =  6,300,  Ref.  66 

^  Corrected  for  underreporting, 

'Ref,  34 

•Ref,  117 

>  See  Table  4,  footnote  1 1 , 


distribution  in  hospital  survey  (Ref,  114),  and 
distribution  of  live  births  by  age  of  mother  in 
1968 

'  Based  on  estimated  total  (505.000).  age 
distribution  of  JPSA  (Ref  i;5),  and  distribu- 
tion of  Live  births  by  age  of  mother  in  1971. 


stimated  total  (18,000).  age       estimated  from  reports  for  9  states. 


TABLE  7     Percent  distribution  of  legal  abortions  by  prior  births: 
Selected  areas  and  years 


Area  and  years 

0 

1 

2 

3 

4 

5  or  more 

Czechoslovakia' 

1965 

12,0 

15,8 

31,8 

23.2 

9.1 

8.1 

1966 

12,7 

17,5 

32,2 

22,0 

8.2 

74 

1967 

134 

19,0 

335 

20  1 

73 

67 

1968 

144 

205 

33,6 

18  8 

6.7 

6.0 

1969 

14  9 

21,6 

345 

17,8 

6.0 

52 

1970 

15,6 

21,9 

354 

17  2 

55 

44 

1971 

165 

218 

36,3 

16.2 

5.2 

40 

1972 

17,0 

21  4 

37,2 

16.1 

4.9 

3-4 

England  and  Wales 

(Residents) 

1968 

46,5 

10,6 

15,2 

123 

76 

7.8 

1969 

43,3 

108 

166 

13.2 

7.8 

83 

1970 

44  1 

109 

171 

13.3 

77 

69 

1971 

462 

11  0 

174 

12.9 

6.9 

56 

Finland 

1958 

159 

13,4 

19,7 

17,7 

13,2 

20  1 

1959 

16,3 

12,3 

18,8 

18,6 

13.2 

208 

1960 

17  6 

13  0 

20.5 

17,3 

11.8 

198 

1961 

170 

11,8 

21.2 

17,2 

13.0 

198 

1962 

18  9 

12,2 

20.3 

19.0 

126 

17  0 

1963 

22  6 

11,4 

20.3 

18.5 

115 

157 

1964 

258 

12,2 

20.2 

16.4 

10.8 

14,6 

1965 

29,3 

125 

19.9 

16.6 

100 

11  7 

1966 

296 

138 

191 

15.7 

10.3 

11  5 

1967' 

31  5 

134 

18,6 

15.2 

94 

119 

1968 

330 

130 

19.8 

15.2 

8.8 

102 

1969 

316 

13  2 

20.1 

15  6 

9.5 

10.0 

1970 

32.4 

143 

191 

145 

102 

9.5 

slow,  and  the  number  of  legal  abor- 
tions in  India  is  apparently  stiU  quite 
small,  at  least  when  compared  to  the 
assumed  vast  number  of  illegal 
abortions.  No  pubUcized  statistics 
have  been  located,  but  rough  es- 
timates of  25,000  to  50,000  abor- 
tions during  the  first  year  were  ob- 
tained from  knowledgeable  Indian 
physicians. 

From  Pakistan,  where  abortion 
is  illegal,  a  ratio  of  71  abortions 
per  1,000  Uve  births  has  been  re- 
ported based  on  a  survey  in  a  section 
of  the  city  of  Lahore  (8),  This  in- 
vestigation involved  a  prospective 
survey  of  pregnancies  identified 
early  in  gestation  and  followed  to 
their  termination  by  either  birth  or 
abortion.  The  data  thus  obtained 
were  analyzed  by  the  Life  table 
procedure.  The  resulting  abortion 
ratio  should  be  considered  a  mini- 
mum, because  women  contemplat- 
ing illegal  abortion  are  not  likely  to 
reveal  their  pregnancies  to  an  in- 
terviewer at  the  door. 


Southwest  Asia  and 
northern  africa 

In  most  of  the  countries  of  south- 
west Asia  and  northern  Africa, 
abortion  is  Ulegal  or  restricted  to 
the  termination  of  pregnancies  on 
medical  indication  (.80).  Illegal 
abortion  appears  to  be  widespread 
throughout  the  region,  at  least 
among'some  sections  of  the  popula- 
tion. Only  in  Tunisia,  elective  abor- 
tion has  been  available  since  1965 
to  women  with  five  or  more  children, 
but  the  number  performed  under 
this  law  has  been  small.  In  Sep- 
tember 1973,  Tunisia  authorized 
elective  abortion  during  the  first  tri- 
mester of  pregnancy,  if  performed 
by  a  physician  in  a  hospital  or  clinic. 
After  the  third  month,  termination 
of  pregnancy  is  permitted  on  medi- 
cal, including  psychiatric,  and  eu- 
genic indications  (J20A). 

Africa,  South  of  the  Sahara 

In  Africa,  south  of  the  Sahara,  re- 
strictive   codes   introduced    during 
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the  period  of  British,  French,  and 
Belgian  colonial  rule  are  still  in 
force  in  all  of  the  newly  independent 
countries  with  the  exception  of 
Zambia,  where  a  liberalized  law 
virtually  identical  with  the  British 
Abortion  Act  of  1967,  was  enacted 
in  1972. 

Socioeconomic  Status 

In  the  eight  countries  for  which  in- 
formation on  the  incidence  of  abor- 
tion by  size  of  community  appears 
in  Tables  1-3  (Czechoslovakia,  Eng- 
land and  Wales,  Greece,  Hungary, 
Japan,  Korea,  Sweden,  and  Turkey), 
the  level  was  higher,  and  sometimes 
much  higher,  in  urban  areas,  espe- 
cially in  the  larger  cities,  than  in 
rural  areas.  The  differential  was 
smallest  in  Japan,  where  it  applies 
to  the  abortion  ratio  per  1,000  hve 
births  but  not  to  the  percentages  of 
women  reporting  abortion  nor  to  the 
mean  number  of  abortions  per 
woman. 

Although  it  is  common  knowl- 
edge that  in  many  countries  with 
restrictive  legislation  wealthy, 
well-educated,  and  weU-connected 
women  find  it  much  easier  to  ob- 
tain legal  abortions  than  women  of 
low  socioeconomic  status,  this  dif- 
ferential is  most  amply  documented 
for  the  United  States  in  general 
and  for  New  York  City  in  particular. 
Owing  to  the  close  association  of 
ethnic  minority  status  with  poverty, 
black  and  other  nonwhite  women 
also  had  lower  abortion  rates  and 
especially  abortion  ratios  than  white 
women  in  the  years  preceding  the 
liberalization  of  abortion  laws.  The 
economic  and  ethnic  differentials 
began  to  narrow  during  the  1960s 
(34),  and,  following  the  adoption 
of  liberal  abortion  poUcies,  the  situa- 
tion was  reversed,  with  nonprivate 
patients  having  higher  abortion 
ratios  than  private  patients  in  New 
York  City  and  nonwhite  women  hav- 
ing higher  abortion  rates  and  ratios 
than  white  women  in  New  York 
City  and  California,  and  in  other 
states  as  well  (,98,117,1 29). 


TABLE  7     Percent  distribution  of  legal  abortions  by  prior  births: 
Selected  areas  and  years  (continued) 


Area  and  years 


Hungary' 

1957 

10.8 

1958 

10.8 

1959 

11.3 

1960 

12.0 

1961 

13.0 

1962 

15.8 

1963 

14.5 

1964 

15.8 

1965 

15.4 

1966 

16.8 

1967 

16.0 

1968 

15.7 

1969 

16  7 

1970 

171 

1971 

186 

New  York  City 

(Residents)^ 

1970/71 

471 

1971/72 

43  5 

Scotland 

1969 

33.6 

1970 

35.6 

1971 

35.5 

1972 

37,2 

Singapore 

1970 

05 

1971 

05 

1972 

1  1 

Sweden 

1968 

35.9 

1969 

37.3 

1970 

38.6 

1971 

405 

1972 

413 

United  Kingdom 

See  England  and  Wales, 

Scotland 

United  States 

See  also   New  York  City 

1970/71' 

510 

26.2 
26.6 
28.0 
288 
28  4 
289 
29.5 
30.4 
31,0 
30.6 
32.2 
33.8 
34.1 
333 
328 


95 
109 


15.8 
16.6 
16.8 
16,8 
17  3 


305 

31  9 
305 

32  0 
323 

30  4 

31  3 
308 
31  3 
31  4 
320 
31  9 
31  5 
330 

33  1 


16  3 
175 

146 
154 
174 

17  8 


99 
156 


20  7 

21  1 
21  5 


32,5 

198 

76 

64 

169 
163 
162 

162 

16-5 
19  1 
198 

147 
137 
139 


120 

11  7 
117 


19-5 
18,0 
186 


'  Number  of  living  children. 

-  Distribution  by  pregnancy  order  con- 
verted to  distribution  by  prior  births,  using 
JPSAdata.  Ref.  117 


^Hospital  survey.  Ref.  J  J  5. 


TABLE  8    Legal  abortion  ratios  by  prior  births:  Selected  areas  and  years 

(Ratios  per  1,000  live  births  six  monltis  later) 


132 
11,9 
97 
85 

53,4 
493 
402 


Area  and  years 

0 

7 

2 

3 

4 

5  or  more 

Czechoslovakia' 

1965 

98 

169 

895 

1600 

1215 

801 

1966 

116 

220 

1132 

1935 

1379 

910 

1967 

130 

264 

1378 

2111 

1473 

991 

1968 

139 

290 

1379 

1976 

1423 

916 

1969 

146 

301 

1381 

1890 

1413 

826 

Finland 

1958 

30 

34 

81 

123 

148 

135 

1959 

32 

33 

83 

141 

165 

160 

1960 

37 

38 

100 

146 

168 

175 

1961 

33 

32 

97 

142 

181 

172 

1962 

36 

33 

95 

162 

187 

162 

1963 

40 

29 

92 

154 

174 

155 

1964 

41 

28 

85 

131 

161 

144 

1965 

43 

28 

84 

139 

156 

131 

1966 

46 

34 

93 

158 

200 

171 

1967 

51 

35 

102 

179 

224 

217 

1968 

62 

41 

142 

246 

303 

269 

1969 

77 

56 

207 

381 

526 

442 

24 
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TABLE  8    Legal  abortion  ratios  by  prior  births:  Selected  areas  and  years  (continued) 


Area  and  years 


1959 
1960 
1961 
1962 
1963 
1964 
1965 
1966 
1967 
1968 
1969 
1970 


New  York  City 
(Residents) 

1970/7P 

Singapore 

1970 

United  States 

See  a/so    New  Yorit  City 

1 970/7 1< 


247 

959 

2644 

290 

1102 

3002 

350 

1211 

3558 

421 

1198 

3398 

399 

1271 

3902 

445 

1392 

4366 

406 

1331 

4580 

439 

1252 

4790 

392 

1168 

4537 

413 

1311 

5003 

445 

1347 

5121 

444 

1273 

5030 

313 
5 


4331  2125- 

3105 

2807 


734               495 
140 


'  Number  of  living  children. 
*  All  induced  abortions  based  < 
1971.  N  =  6,300.  Ref.  66 
■  See  Table  7,  footnote  2. 


'  Based  on  estimated  total  (505,000),  par- 
ity, distribution  of  JPSA  (Ref  115),  and  dis- 
tribution of  live  births  by  parity  in  1971, 
estimated  from  reports  for  9  states. 


TABLE  9     Percent  distribution  of  legal  abortions  by 
Selected  areas  and  years 


narital  status  at  termination: 


California 

(Residents) 

1968/69 

1969/70 

1970/71 

1971/72 

Czechosloval<ia 

1965 

1966 

1967 

1968 

1969 

1970 

1971 

1972 

Denmarl< 

1963 

1964 

1965 

1966 

1967 

1968 

1969 

England  and  Wales 

(Residents) 

1968 

1969 

1970 

1971 

Finland 

1958 

1959 

1960 

1961 

1962 

1963 

1964 


Currently 

Previously 

Never 

married 

married 

married 

26.5 

258 

266 

269 

821 

5.4 

12  5 

81.8 

5.1 

131 

80.9 

5.4 

13.7 

796 

5.7 

147 

787 

5.8 

15  5 

777 

6.1 

16.2 

765 

6.3 

17  1 

756 

6.9 

175 

74.2 

10.8 

15  0 

74.3 

11.1 

146 

73.9 

11.7 

144 

70.0 

12.0 

180 

65.3 

11.4 

23,3 

62.6 

11,6 

25,8 

60.5 

11,4 

28.1 

45.3 

8,4 

463 

462 

8.9 

44  9 

452 

9.3 

455 

44.0 

9.1 

469 

80,5 

4.1 

15,4 

79.3 

4.2 

16  5 

74.8 

4.7 

20,5 

774 

5.0 

17,6 

74  7 

5.7 

19.6 

71,3 

5.8 

22.9 

678 

6.0 

262 

The  socioeconomic  and  ethnic 
differentials  in  regard  to  the  use  of 
iUegal  abortion  have  been  inade- 
quately explored.  The  histories  col- 
lected by  Dr.  Kinsey  and  his  asso- 
ciates at  the  Institute  for  Sex 
Research  during  the  1940s  sug- 
gested a  lower  abortion  rate  Eimong 
the  women  with  a  higher  level  of 
education  and  a  lower  abortion 
ratio  among  the  least  educated 
women  (59).  However,  the  dif- 
ferences are  not  impressive  and  may 
reflect  the  self-selection  of  respon- 
dents in  this  study,  A  later  survey 
in  several  cities  of  North  Carolina, 
using  the  randomized  response  tech- 
nique, revealed  an  abortion  rate  in 
1967  five  times  higher  for  Black 
women  than  for  white  women;  how- 
ever, the  number  of  respondents 
was  small  and  the  extrapolation  of 
these  findings  to  the  entire  United 
States,  attempted  by  the  investiga- 
tors, may  not  be  justified  (J ), 

In  Korea,  the  Fertility  and  Abor- 
tion Survey  of  1971  revealed  a 
strong  direct  association  between 
all  indicators  of  Ufetime  experience 
with  induced  abortion  and  education 
of  wife  and  husband  and  occupa- 
tion of  husband  (Table  3), 

DEMOGRAPHIC 
CHARACTERISTICS 

Tables  4-12  present  data  on  legal 
abortions  by  age  of  woman,  parity, 
and  marital  status,  for  those  geo- 
graphic areas  and  years  for  which 
data  are  available,  except  for  one 
country,  Korea,  where  the  data  refer 
to  all  induced  abortions,  legal  and 
illegal  combined. 

Age 

The  percent  distribution  of  legal 
abortions  by  age  of  woman  at  the 
time  of  the  procedure  shows  that  the 
great  majority  of  the  abortions 
(about  65-90  percent)  in  each  of  the 
areas  in  Table  4  were  performed  on 
women  aged  20-39  years.  Under- 
lying patterns  of  fecundity,  sexual 
activity,     family     formation,     and 
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family  building  explain  the  concen- 
tration of  abortions  in  this  age  span. 

Over  the  period  for  which  data 
are  available,  the  proportion  of 
women  under  age  20  years  among 
those  undergoing  abortions  has  been 
increasing  in  all  11  countries,  reach- 
ing 22-29  percent  in  the  United 
States,  England  and  Wales,  Scot- 
land, and  Sweden,  for  the  latest 
year,  and  almost  33  percent  in  the 
state  of  California.  Women  younger 
than  15  years,  not  shown  separately 
in  Table  4,  represented  0.7-1.4  per- 
cent of  the  total  in  these  five  areas. 
In  two  countries  (Japan  and  Singa- 
pore) the  proportions  of  women 
under  age  20  years  among  all 
women  with  abortions  were  1.9  per- 
cent and  2.7  percent,  respectively, 
for  the  most  recent  year.  Denmark, 
Finland,  and  Singapore  were  the 
only  countries  where  the  share  of 
women  aged  40  or  older  among 
those  aborted  exceeded  10  percent. 

Because  the  percent  distribu- 
tion of  aborted  women  by  age  re- 
flects to  a  certain  extent  the  age  dis- 
tribution of  the  female  population 
within  the  reproductive  age  group, 
age-specific  abortion  rates  present 
a  clearer  picture  of  the  true  age  pat- 
tern of  the  incidence  of  abortion. 
As  shown  in  Table  5  these  rates  were 
highest  in  all  populations  in  all  years 
for  women  in  an  age  group  from  20 


TABLE  9     Percent  distribution  of  legal  abortions  by  marital  status  at  termination: 
Selected  areas  and  years  (continued) 


f\rea  and  years 

Finland  (cont.) 

1965 

1966 

1967 

1968 

Hungary 

1957 

1958 

1959 

1960 

1961 

1962 

1963 

1964 

1965 

1966 

1967 

1968 

1969 

1970 

1971 

Scotland 

1969 

1970 

1971 

1972 

Singapore 

1970 

1971 

1972 

Sweden 

1968 

1969 

1970 

1971 

1972 

United  States 
1970/71' 
1971^ 
1972-' 


Currently 

Previously 

Never 

married 

married 

married 

63.3 

6.8 

29.9 

61.3 

7.9 

30.8 

59.9 

7.5 

32.6 

60.0 

7.8 

32.2 

89.4 

3.0 

7.6 

89.9 

2.7 

7.4 

89.9 

2.5 

7.6 

90.2 

2.4 

7,4 

88.9 

3.1 

8,0 

88.2 

2.8 

9,0 

88.5 

2.7 

8.8 

87.0 

2.9 

10.1 

85.5 

3.2 

11.3 

84.3 

3.6 

12.1 

84.2 

3.7 

12.1 

84.1 

3.7 

12.2 

82.9 

3.9 

13.2 

82.0 

40 

14.0 

80.4 

36 

16-0 

52.7 

10.7 

36.6 

51.5 

10.8 

37.7 

51.8 

10.5 

37.7 

48.7 

10.9 

40.4 

94.3 

1.1 

4.6 

94.8 

0.8 

4.4 

93.5 

1.0 

5.5 

44.1 

11.0 

44.9 

44.0 

10.3 

45.7 

42.2 

10.3 

47.5 

40.9 

10.1 

49.0 

384 

108 

50.8 

299 

14  2 

55.9 

33  1 

66,9 

29  7 

70  3 

'  Hospital  survey  Ref.  Ji5 
-  Data  for  12  states  reporting  66  percent  of 
all  abortions.  Ref.  129 


^  Data  for  states  reporting  88  percent  of  all 
abortions.  Ref.  129 


-  V 

^ 

rfT" 

Prior  li\ 
births 


0    12   3  4   5+ 

New  York  City, 

1970/71' 


0    1    2    3  4   5  + 


FIGURE  2     Legal  abortion  ratios  per 
1,000  live  births  six  months  later: 
Selected  countries  and  periods 
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TABLE  10     Legal  abortion  ratios  by 
marital  status  at  termination  (MS/T)  and 
at  conception  (MS/C)  six  months  later: 
Selected  areas  and  years 

(Ratios  per  1,000  live  births) 


Afea.  years,  and 

Currenlly 

Currenlly 

classification. 

married 

unmarried 

California 

(MS/T) 

1968/69 

7 

136 

1969/70 

27 

548 

1970/71 

78 

1557 

1971/72 

114 

2057 

Czechoslovakia 

(MS/T) 

1965 

310 

1235 

1966 

356 

1402 

1967 

387 

1568 

1968 

385 

1644 

1969 

381 

1706 

Denmark 

(MS/T) 

1963 

39 

136 

1964 

44 

147 

1965 

49 

158 

1966 

52 

191 

1967 

59 

258 

1968 

58 

277 

1969 

71 

367 

England  and  Wales 

(MS/T) 

1968 

14 

177 

1969 

32 

411 

1970 

47 

626 

(MS/C)' 

1968 

15 

85 

1969 

36 

197 

1970 

52 

300 

Finland 

(MS/T) 

1958 

54 

310 

1959 

57 

353 

1960 

59 

474 

1961 

57 

397 

1962 

56 

446 

1963 

51 

458 

1964 

44 

446 

1965 

41 

478 

1966 

44 

535 

1967 

46 

564 

1968 

57 

657 

Hungary 

(MS/T) 

1957 

708 

1299 

1958 

896 

1658 

1959 

974 

1846 

1960 

1077 

2013 

1961 

1192 

2568 

1962 

1165 

2769 

1963 

1229 

2879 

1964 

1279 

3467 

1965 

1198 

3728 

1966 

1169 

4078 

1967 

1075 

3834 

1968 

1162 

4082 

1969 

1170 

4316 

1970 

1063 

4170 

Sweden 

(MS/T) 

1968 

52 

344 

1969 

68 

412 

1970 

75 

412 

(MS/C)' 

1968 

60 

198 

1969 

77 

265 

1970 

86 

274 

'  All  infants  bom  within  first  8  mor 
of  marriage  assumed  to  be  premaritally  < 
ceived. 


to  39  years  with  the  exception  of 
Swetien  since  1968  and  California 
where  the  youngest  age  group  had 
the  highest  abortion  rates.  The  peak 
rate  for  all  countries,  ages,  and 
years  was  recorded  for  Hungarian 
women  aged  25-29  years  (156.3 
abortions  per  1,000  women  in  1969). 

The  age-specific  rate  indices 
for  the  latest  available  years,  com- 
puted on  a  base  of  100  for  the  earliest 
year  in  Table  5,  are  intended  to 
measure  the  relative  shifts  in  age- 
specific  aboii:ion  rates  over  a  period 
of  time,  ranging  from  one  year  in 
New  York  City  and  Singapore  and 
three  years  in  England  and  Wales, 
to  15  years  in  Sweden  and  16  years 
in  Japan.  The  rate  index  for  the  most 
recent  year  was  highest  for  women 
under  age  20  years  in  all  countries 
and  lowest  among  women  aged  40 
or  more,  except  in  Denmark,  Fin- 
land, and  Hungary,  where  a  second- 
ary rise  occurred  among  the  older 
women. 

The  apparently  world-wide  and 
rapid  increase  in  the  rates  of  legal 
abortions  among  young  women  may 
reflect  earlier  maturation  (21), 
changing  patterns  of  sexual  be- 
havior, growing  acceptance  of  abor- 
tion as  an  alternative  to  forced 
motherhood,  Uberalization  of  abor- 
tion laws  and  of  the  attitudes  and 
practices  of  the  medical  profession, 
or  a  combination  of  these  and  other 
factors. 

The  age-specific  abortion  ratios 
per  1,000  live  births,  shown  for 
ten  countries  and  New  York  City 
in  Table  6,  fall  into  two  distinct 
patterns.  In  six  countiies  (Czecho- 
slovakia, Finland,  Hungary,  Japan, 
Korea,  and  Singapore),  the  ratio 
increased  from  the  youngest  to  the 
oldest  age  group,  and,  in  three  of 
these  countries  (Czechoslovakia, 
Hungary,  and  Japan),  it  exceeded 
2,000  per  1 ,000  hve  births  for  most 
years.  In  four  countries  (Denmark, 
England  and  Wales,  Sweden,  and 
the  United  States),  a  drop  from  mod- 
erately high  levels  at  the  younger 
ages  to  a  low  at  20-24  years  or  at 
25-29  years  was  followed  by  a 
steady  rise  to  high  values  at  40  years 
or  more. 
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Parity 

The  percent  distribution  of  legal 
abortions  by  parity  (number  of  prior 
births),  shown  for  eight  countries 
and  New  York  City  in  Table  7, 
parallels  the  differences  observed 
in  the  distribution  by  age  of  woman. 
In  recent  years,  the  proportion  of 
women  without  prior  births  among 
all  women  undergoing  legal  abor- 
tions was  highest  in  the  United 
States  (51  percent),  England  and 
Wales  (46  percent),  and  Sweden 
(41  percent).  Some  of  these  women 
may  have  been  pregnant  before 
and  have  terminated  all  prior  preg- 
nancies by  abortion.  In  Singapore, 
only  1  percent  of  the  women  aborted 
in  1972  were  nulliparous,  whereas 
40  percent  had  experienced  at  least 
five  births.  In  no  other  country  for 
which  data  are  available  did  the 
proportion  of  aborted  women  with 
five  or  more  prior  births  exceed 
10  percent  in  recent  years,  and  in 
four  countries  (Czechoslovakia, 
Hungary,  Sweden,  and  the  United 
States)  it  was  below  5  percent. 

Parity-specific  abortion  ratios 
per  1,000  live  births  are  shown  in 
Table  8  for  six  countries  only  and 
for  New  York  City,  because  the  dis- 
tribution of  all  births  by  parity,  re- 
quired for  the  computation  of  ratios, 
is  not  available  for  Sweden  and  for 
the  United  Kingdom.  Among  these 
six  countries,  three  distinct  pat- 
terns emerge.  In  Korea  and  Singa- 
pore, the  ratio  increased  steadily 
from  women  without  prior  births  to 
those  with  five  or  more  prior  births. 
In  Czechoslovakia  and  Hungary,  it 
increased  to  a  high  point  at  two  or 
three  prior  births  and  then  dropped. 
In  Finland  and  the  United  States, 
the  abortion  ratio  dechned  from  a 
higher  value  among  women  with 
no  prior  births  to  a  minimum  among 
those  with  one  prior  birth,  then 
chmbed  to  a  maximum  at  three  or 
four  prior  births,  after  which  it 
declined  once  more  (Figure  2). 

The  decline  in  abortion  ratios 
at  higher  parities  in  three  European 
countries  and  in  the  United  States 
probably  reflects  a  common  factor  — 
the   long-established    small   family 
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norm.  However,  in  each  country 
there  are  women  who  avoid  abor- 
tion for  reUgious  or  other  reasons, 
who  are,  therefore,  overrepresented 
among  women  of  high  parity.  The 
number  of  prior  births  at  which  the 
abortion  ratio  is  highest  corresponds 
to  the  number  of  children  beyond 
which  additional  births  become 
unacceptable  to  a  substantial  pro- 
portion of  women.  In  Korea  and 
Singapore,  the  small  family  norm  is 
relatively  new,  and  women  of  high 
parity,  therefore,  do  not  represent  a 
group  selected  for  rejection  of  abor- 
tion. 

Marital  Status 

The  distribution  by  marital  status 
of  women  undergoing  legal  abor- 
tion also  reveals  major  differences 
among  the  nine  countries  shown  in 
Table  9.  In  recent  years,  the  propor- 
tion of  currently  married  women 
was  highest  in  Singapore,  Hungary, 
and  Czechoslovakia  (75-95 percent), 
and  lowest  in  the  United  States, 
Sweden,  and  England  (30-45  per- 
cent). Conversely,  in  the  United 
States,  Sweden,  and  England,  about 
one-half  of  the  women  with  abor- 
tions had  never  been  married,  com- 
pared vrith  one  in  20  in  Singapore 
and  one  in  six  in  Hungary  and 
Czechoslovakia. 

As  shown  for  eight  countries  in 
Table  10,  the  abortion  ratio  per 
1,000  live  births  was  substantially 
higher  among  unmarried  women, 
including  single,  widowed,  divorced, 
and  separated  women,  compared 
with  currently  married  women. 

Since  the  pregnancy  of  an  un- 
married woman  can  terminate  in 
an  out-of-wedlock  birth,  an  out- 
of-wedlock  abortion,  or  within  mar- 
riage, the  total  number  of  out-of- 
wedlock  conceptions  was  estimated 
in  two  countries  (England  and 
Sweden)  in  order  to  correctly  eval- 
uate the  role  of  abortion  as  an  out- 
come of  pregnancy  among  unmar- 
ried women.  Table  10  shows  that 
the  ratios  of  abortions  per  1,000  Uve 
births  in  terms  of  marital  status  at 
conception  for  these  two  countries, 


TABLE  11     Percent  distribution  of  legal  abortions  by  marital  status 
within  age  of  woman,  at  termination:  Selected  areas  and  years 


19  or  less       20-24       25-29       30-34       35-39     40  or  more 


Czechoslovakia.  1971' 

Never  married 
Currently  married 
Previously  married 

Denmark.  1969^ 
Never  married 
Currently  married 
Previously  married 
England  and  Wales.  1971' 
Never  married 
Currently  married 
Previously  married 
Hungary,  1971* 
Never  married 
Currently  married 
Previously  married 

United  States.  1970/71= 
Never  married 
Currently  married 
Previously  married 

Totals 


280 
67.1 
49 


89  1 
80 


95,6 
3,6 
08 

43,4 
423 
143 

12,7 
67,3 
20  0 

46 

77.1 
183 

13 
84,6 
141 

1.3 

90.0 

8.7 

96.1 
29 
10 

69,3 

23.1 

76 

28,2 
570 
148 

9,6 
76.8 
136 

5.0 
82.4 
12  6 

2.8 

87.5 

97 

74,0 
25,7 
03 

24  7 
731 
22 

71 

88,6 

43 

3,5 

91  7 

48 

22 

930 

48 

2,0 

93,1 

49 

91,1 
6,7 
2,2 

66.6 
21,9 
11,5 

329 
429 
242 

18,9 
55.8 
253 

11.8 
64  9 
23.3 

8,2 
71.7 
20.1 

'Ref.  22     'Ref.  32     'Ref.  125     <Ref,  55     'Ref.  IJ5 


TABLE  12     Percent  distribution  of  legal  abortions  by  age  of  woman 
within  marital  status,  at  termination:  Selected  areas  and  years 


Area.  year. 

and  marital  status 

19  Of  less 

20-24 

25-29 

30-34 

35-39 

40  or  mori 

;      Total 

Czechoslovakia.  1971 

Never  married 
Currently  married 
Previously  married 

39-8 
21 
12 

440 
23  6 
19,4 

111 
294 
30  6 

32 
226 
22  9 

1  4 
158 
17,5 

0-5 
6,5 
8,4 

100,0 
100,0 
100,0 

Denmark.  1969 
Never  married 
Currently  married 
Previously  married 

55,6 
15 
0,8 

30  1 
142 
19  5 

8,2 
226 
28  7 

41 
233 
22  5 

12 
23,0 
198 

08 
154 
87 

100,0 
100,0 
100-0 

England  and  Wales,  1971 
Never  married 
Currently  married 
Previously  married 

45.2 
1,4 
2,3 

38,9 
13  9 
221 

112 
24  2 
302 

31 
26,8 
22,8 

1,3 
223 
16,5 

03 
11,4 
6,1 

100.0 
100.0 
100.0 

Hungary,  1971 
Never  married 
Currently  married 
Previously  married 

42,0 
2,9 
0,7 

39,9 
235 
156 

11,0 
272 
29,3 

44 
232 
27  4 

20 
164 
19.0 

07 
6,8 
8,0 

100.0 
100.0 
100,0 

United  States.  1970/71 
Never  married 
Currently  married 
Previously  married 

395 
54 
38 

438 
269 
298 

113 
276 
329 

37 
205 
19,7 

1  3 
136 
10  3 

04 
6,0 
3,5 

100.0 
100  0 
100.0 

NOTE:  For  references,  see  Table  1 1 . 
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TABLE  13    Percent  distribution  of  legal  abortions  by  number  of  prior  induced 
abortions:  Selected  areas  and  years 

Area  and  years  0  1  2  3 


24,3 
227 
21.6 

25,8 
24,5 
23.4 


Czechoslovakia' 

Low  estimates  of  repeaters 

1964 

63.9 

1968 

6/.3 

1971 

69./ 

High  estimates  of  repeaters 

1964 

583 

1968 

62  1 

1971 

64/ 

England  and  Wales 

(Residents)' 

1968 

999 

1969 

99.3 

1970 

98.4 

1971 

9/5 

Hungary' 

1960 

1964 

400 

1968 

42  2 

1971 

42.3 

New  York  City 

(Residents)* 

July-Dec  1970 

100  0 

Jan-June  1971 

99  0 

July-Dec  1971 

9/./ 

Jan-June  1972 

94.0 

27  0 
29  0 
25,9 
25,8 


140 
15,0 
148 
146 


120 
160 

17  1 
173 


'  Low  estimates  of  repeaters  are  based  on 
the  assumption  that  four-fifths  of  prior  abor- 
tions were  induced,  high  estimates,  that  all 
prior  abortions  were  induced  Ref  22 


^  Prior  abortions  under  the  1967  Abortion 
Act.  Ref  125. 
>  Ref.  55 
'  Prior  abortions  after  June  1970  Ref.  23 


TABLE  14     Percent  distribution  and  rates  of  repeat  abortions, 

without  intervening  pregnancy,  by  interval  since  last  abortion:  Hungary,  1971 


Less  than  1 

1-2 

2-3 

3-4 

4-5 

5  or  more 

Total 


Percent 

Cumulative  at 

distribution 

Annual 

end  of  interval 

11.9 

5.0 

5.0 

36.4 

14.0 

18.3 

20.1 

17.8 

24.8 

11.8 

4.9 

28.4 

6.5 

2.8 

30.5 

13.3 

1.2' 

34  7" 

100.0 

NOTE:  Ref.  55. 


'  Computed  for  5-10  years  i 


based  on  the  assumption  that  all 
infants  bom  during  the  first  eight 
months  of  marriage  were  premari- 
tally  conceived,  were  increased  for 
the  married  and  substantially  re- 
duced for  the  unmarried. 

Tables  11  and  12  show  the  in- 
terrelationship between  age  and 
marital  status  at  time  of  abortion. 
Figure  3  illustrates  the  profile  of 
women  obtaining  legal  abortions  in 
seven  countries. 

REPEAT  ABORTIONS 

Information  on  repeat  legal  abor- 
tions is  available  for  a  few  coun- 
tries only  and  varies  in  detail  and 
completeness  (Table  13).  Thus,  in 
interpreting  the  very  low  percent- 
ages of  repeat  abortions  in  England 
and  Wales  and  in  New  York  City, 
it  should  be  borne  in  mind  that  the 
information  is  obtained  from  the 
women  seeking  termination  of  preg- 
nancy, some  of  whom  may  have 
failed  to  reveal  the  fact  that  they 
had  experienced  one  or  more  prior 
abortions.  Furthermore,  the  re- 
ported data  on  prior  abortions  cover 
only  procedures  performed  under 
the  new  liberaUzed  abortion  laws 
that  came  into  effect  recently  — in 
England  on  27  April  1968  and  in 
New  York  on  1  July  1970 -a  fact 
which  automatically  limits  the  num- 
ber of  repeat  abortions  that  could 
occur  in  such  a  short  period  of  time. 
A  third  factor,  operative  in  England 
but  not  in  New  York,  is  the  high 


England  and 

Wales" 

Finland 

Hungary 

Czechoslovakia 

Singapore 

1        1 

Percent  single  Hi 
Percent  childless  ^M 
Percent  under  20 

1               1               1               1  ,. 

FIGURE  3     Profile  of  women  obtaining 
legal  abortions:  Selected  countries. 
1970-72 


29 


76 


percentage  of  abortions  combined 
with  sterilization,  leaving  a  reduced 
proportion  of  women  for  whom  a  re- 
peat abortion  is  possible  (Table  20). 
In  Czechoslovakia  and  Hungary, 
where  abortion  laws  were  liberal- 
ized in  the  mid-1950s  and  where  in- 
formation on  all  prior  abortions  is 
officially  requested,  the  reported 
percentages  of  repeaters  are  much 
higher. 

Two  sets  of  figures  are  shown  for 
Czechoslovakia  in  Table  13  because 
the  pubhshed  statistics  make  no 
distinction  between  prior  induced 
and  spontaneous  abortions.  The  high 
estimates  of  repeaters  are  based  on 
the  assumption  that  aU  prior  abor- 
tions of  women  having  induced 
abortions  had  hkewise  been  induced 
abortions;  the  low  estimates  are 
based  on  the  assumption  that  four- 
fifths  of  the  prior  abortions  were 
induced  and  one-fifth  spontaneous, 
reflecting  the  distribution  in  the 
reported  numbers  of  abortions  in 
recent  years. 

The  most  detailed  information 
on  repeat  induced  abortions,  in- 
cluding the  interval  since  the  last 
preceding  abortion,  is  available 
for  Hungary  for  1971  (Table  14). 
Among  the  women  who  reported 
two  successive  induced  abortions, 
without  an  intervening  pregnancy, 
almost  one-half  reported  an  interval 
of  less  than  two  years.  Annual  and 
cumulative  repeat  rates  were  com- 
puted using  life  table  procedures. 
As  shown  in  the  last  column  of 
Table  14,  about  35  percent  of  the 
women  may  be  expected  to  ter- 
minate the  next  pregnancy  by  in- 
duced abortion,  in  most  cases  within 
the  next  five  years. 

The  Hungarian  data  for  1971 
also  permit  the  computation  of  age- 
specific  rates  ot  first  abortions  per 
1,000  women: 

Age  Rate 


19  or  less 

309 

20-29 

59.4 

30-39 

233 

40  or  more 

71 

The  total  rate  of  first  abortions, 
computed  from  these  age-specific 
rates,  was  approximately  one  per 
woman.  Comparable  estimated  rates 


for  several  years  in  the  1960s  were 
similar,  suggesting  that  most  Hun- 
garian women  experienced  at  least 
one  abortion  during  the  decade. 

Very  high  percentages  of  re- 
peaters have  been  found  in  a  num- 
ber of  surveys  in  several  countries, 
some  of  which  are  shown  in  Table 
15.  Most  of  the  abortions  reported 
in  these  surveys  were  illegal.  In 
interpreting  the  data  it  should  be 
noted  that  they  cover  the  lifetime 
experience  of  the  respondents  up  to 
the  time  of  the  interview,  which  for 
the  older  women  meant  a  long  pe- 
riod during  which  they  were  at  risk 
of  a  repeat  abortion. 

PERIOD  OF  GESTATION 

One  of  the  most  important  factors 
in  the  evaluation  of  morbidity  and 
mortality  associated  with  abortion 
is  the  period  of  gestation  at  which 
the  abortion  is  performed.  The 
major  dichotomy  is  between  abor- 
tions in  the  first  trimester  and  those 
in  the  second  trimester,  that  is,  be- 
tween those  performed  at  12  weeks' 
gestation  or  earher  and  those  at 
13  weeks  or  later.  Although  the  sec- 
ond trimester  extends  to  about  24 
weeks'  gestation,  few  abortions  are 
performed  after  20  weeks,  even 
when  not  prohibited  by  law. 

Among  the  six  countries  and 
New  York  City  for  which  statistics 
on  legal  abortions  by  period  of  ges- 
tation are  available  for  recent  years 
(Table  16),  the  proportions  of  sec- 
ond trimester  abortions  were  high- 
est in  Sweden,  England  and  Wales, 
and  the  United  States;  much  lower 
in  Japan,  which  has  no  legal  re- 
strictions as  to  the  period  of  gesta- 
tion; and  lowest  in  Czechoslovakia 
and  Hungary  where,  as  elsewhere  in 
eastern  Europe,  second  trimester 
abortions  are  generally  permitted 
only  on  medical  indication. 

The  percentage  of  second  tri- 
mester abortions  declined  in  all 
countries  for  which  data  are  avail- 
able for  more  than  one  year,  most 
dramatically  in  Sweden  (Figure  4). 
This  trend  probably  reflects;  (1)  a 
growing  awareness  among  women 
and   among  physicians   that   abor- 
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TABLE  15    Percenlof  women  having 
repeat  abortions  after  the  first  and 
second  induced  abortion:  Survey  data, 
selected  areas  and  ages  at  interview 

Area  and  age  (years) 

Chile  (Santiago).  1962/63' 
15-49  67  7 


Greece.  1966/67^ 
20-49 

45  2 

49  9 

Hungary.  1966' 

15-49 
35-49 

42  3 
45  8 

41  7 

42  6 

Japan.  1971< 

20-49 

35-49 

44  5 
49  5 

318 
342 

Korea,  1971^ 

15-49 

35-49 

518 
57  2 

516 
56-1 

United  States,  1940-49" 
21  and  over 
36  and  over 

386 
45  6 

47  8 
500 

'  Working  class  area.  Women  of  all  marital 
statuses,  aged  15-49.  Number  of  women  with 
one  or  more  abortions:  N  =  400.  Ref.  90 

'Currently  married  women  N  =  2,300. 
Ref  ;3S 

^Currently  married  women,  aged  15-49. 
N  =  2.500  (35-49.  1,200).  Ref.  56 

'  Currendy  married  women,  aged  20-49. 
N  =  1,000  (35-49:  600).  Ref  69 

::  Ever-married  women,  aged  15-49.  N  = 
1.500  (35-49:  900).  Ref  75 

"^  White  women  of  all  marital  statuses, 
mostly  urban  and  well  educated,  aged  21  and 
over.  N  =  600  (36  and  over:  300).  Ref,  59 


TABLE   16    Percent  distribution  of 

legal  abortions  by  weeks 

of  gestation:  Selected  areas,  years,  and 

characteristics 


Area,  years. 

12  weeks 

13  weeks 

and  characteristics 

or  less 

or  more 

Czechoslovakia' 

1965 

99,3 

0,7 

1966 

99.3 

0,7 

1967 

99,5 

0.5 

1968 

995 

0,5 

1969 

99,5 

0.5 

1970 

99,5 

0,5 

1971 

99.5 

0.5 

1972 

99  4 

0.6 

England  and  Wales 

(Residents)' 

1968 

620 

38,0 

1969 

65.7 

34.3 

1970 

71.3 

28.7 

1971 

76.7 

23.3 

1972 

79  6 

20,4 

Age  (years).  1971 

15  or  less 

65  1 

34.9 

16-19 

71.0 

29.0 

20-24 

76.4 

23.6 

25-29 

78.7 

21.3 

30-34 

80.2 

19.8 

35-39 

80,7 

19.3 

40-44 

776 

22.4 

45  or  more 

721 

27.9 

Marital  status.  1971 

Never  married 

76,2 

23.8 

Currently  married 

77,6 

22.4 

Previously  married 

74.6 

25.4 

77 


TABLE  16    Percent  distribution  of 
legal  abortions  by  weeks 
of  gestation:  Selected  areas,  years,  and 
characteristics  (continued) 


TABLE  16     Percent  distribution  of 
legal  abortions  by  weeks 
of  gestation:  Selected  areas,  years,  and 
characteristics  (continued) 


Area,  years. 

12  weeks 

73  weeks 

Area,  years. 

2  weeks 

73  weeks 

arid  characteristics 

or  less 

or  more 

and  charactenstics 

or  less 

Of  more 

England  and  Wales  (cont ) 

Sweden 

Single  women  by 

1964» 

97 

90.3 

occupation.  1971 

1968' 

43.0 

57.0 

Professional 

874 

12.6 

1969 

50.7 

493 

Intermediate 

81.7 

18.3 

1970 

59.5 

405 

Skilled 

769 

231 

1971 

67.4 

326 

Semi-skilled 

72,7 

273 

1972 

734 

26  6 

Unskilled 

670 

33  0 

Type  of  authorization 

Married  women  by 

National  Board  of 

occupation  ot  husband 

J97; 

Health  and  Welfare 

Professional 

87,4 

12  6 

1968 

30.2 

698 

Intermediate 

84.1 

159 

1969 

36.3 

63-7 

Skilled 

77,7 

223 

1970 

44.0 

560 

Semi-skilled 

760 

24.0 

1971 

51.5 

48.5 

Unskilled 

70,2 

29  8 

1972 

55.3 

44.7 

Type  of  Seivice 
NHS  hospitals 
1970 

65  3 

34  7 

Two  physicians 
1968 
1969 

61.7 
64.2 

38  3 
35  8 

1971 

71,5 

28  5 

1970 

70.3 

29.7 

1972 

77  3 

227 

1971 

74.5 

25.5 

1972 

77.6 

22..' 

Private  sector 

1970 

809 

19.1 

United  States 

1971 

83,3 

16,7 

See  also:  New  York  City 

1972 

82  1 

17  9 

1970/71" 

738 

262 

Hungary' 

Age  (years),  1970/71 

1971 

99.5 

05 

14  or  less 

51.2 

48  8 

Indication 
Medical 
Social  or  personal 

96.3 
99.6 

37 
0,4 

15-17 
18-19 
20-24 
25-29 

57.5 
69.8 
74.4 
78.3 

425 
30  2 
256 
21  7 

Japan" 

30-34 

80.1 

19.9 

1951 

80.8 

192 

35-39 

79.1 

20.9 

1952 

86.4 

13,6 

40  or  more 

78.8 

21.2 

1953 
1954 

90.1 
91.2 

9.9 
88 

Prior  pregnancies, 
1970/71 

1955 

91.7 

8-3 

None 

72.5 

27  5 

1956 

92.3 

7.7 

1  or  more  abortions 

80  1 

19.9 

1957 

92.5 

75 

1  birth 

73,4 

266 

1958 

92.6 

7.4 

2  births 

76,6 

23  4 

1959 

926 

7.4 

3  births 

77.1 

229 

1960 

930 

7.0 

4  or  5  births 

73.1 

26  9 

1961 

93.5 

65 

6  or  more  births 

65.7 

343 

1962 
1963 
1964 
1965 
1966 

93.8 
94.1 
94  3 
94  5 
94  5 

62 
5.9 
57 
55 
55 

l^arital  status,  1970/71 
Never  married 
Currently  married 
Previously  married 

71.3 
79.9 
710 

28  7 
20  1 
290 

1967 

94.8 

52 

Ethnic  group.  1970/71 

1968 

95.0 

5.0 

White 

76,9 

231 

1969 

95.2 

4.8 

Black  &  other 

669 

33.1 

1970 

95.5 

45 

Type  of  service. 

1971 

95.9 

4.1 

1970/71 

Age  (years).  1961 

Private 

81.1 

18.9 

19  or  less 

766 

23  4 

Nonprivate 

63.5 

36.5 

20-24 

898 

10.2 

1971' 

81.7 

18-3 

25-34 
35-44 

94.5 
94.7 

5.5 
5.3 

1972 

83.5 

16-5 

45  or  more 
Age  (years).  1971 

19  or  less 

20-24 

25-34 

35-44 

45  or  more 
New  York  City 
(Residents)* 
1970/71 
1971/72 
Type  of  service 

Private 
1970/71 
1971/72 

Nonprivate 
1970/71 
1971/72 


82-5 
929 
96,8 
975 
95-8 


36-0 
25  6 


'  Ref.  22- 

'Refs.  125.  126. 

'  Ref.  55. 

'  Refs.  62,  77  Gestation  reported  in 
months:  3  or  less,  4  or  more 

'  Ref.  1 1 7. 

*  Based  on  1.400  abortions  (31  percent  of 
total)  in  10  hospitals  Ref.  7  05 

'Ref.  706  Gestation  given  in  completed 
weeks  in  Ref  97  for  1968  and  1969.  The  com- 
parable reports  for  1970  and  later  years  are 
based  on  ordinal  weeks 

"Hospital  survey.  Ref.  7  75 

"  Based  on  data  from  1 1  states  and  New 
York  City,  reporting  54  percent  of  all  abortions 
in  1971  and  52  percent  in  1972.  Refs.  87.  729 
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tion  is  less  dangerous  early  in  preg- 
nancy than  later  on,  and  (2)  the  in- 
creasing availability  of  abortion 
services,  at  least  in  some  countries. 
Late  abortions  occur  most  fre- 
quently among  women  of  low  socio- 
economic status  (Figure  5),  among 
mothers  of  large  families,  and  es- 
pecially among  the  youngest  women 
(Table  16  and  Figure  6).  The  strong 
inverse  association  of  period  of 
gestation  and  woman's  age  probably 
reflects  the  inexperience  of  the  very 
young  in  recognizing  the  symptoms 
of  pregnancy,  their  unwillingness  to 
accept  the  reahty  of  their  situation, 
their  hesitation  to  confide  in  their 
parents,  and  their  ignorance  about 
where  to  seek  advice  and  help.  Eco- 
nomic considerations  and,  in  many 
places,  regulations  prohibiting  sur- 
gery on  minors  without  parental 
consent  also  contribute  to  delays.  In 
England  and  Wales,  a  striking  dif- 
ference in  the  prevalence  of  late 
abortions  exists  between  women 
aborted  in  National  Health  Service 
(NHS)  hospitals  and  in  the  private 
sector.  In  Sweden,  a  simUar  differ- 
ence prevails  between  abortions 
authorized  by  the  National  Board 
of  Health  and  Welfare  in  Stockholm 
and  those  approved  locally  by  two 
physicians. 

No  information  is  available  on 
the  timing  of  Ulegal  and  self-in- 
duced abortions  for  any  country. 
Survey  data  are  not  reliable  sources 
of  information  because  a  long  time 
may  have  elapsed  between  the  abor- 
tion and  the  interview.  Nor  are  hos- 
pital records  to  be  depended  on  for 
this  information,  because  the  risk 
of  complications  requiring  medical 
attention  is  higher  after  an  abor- 
tion in  the  second  trimester  than  in 
the  first  trimester. 


ABORTION  PROCEDURES 

The  methods  currently  used  by 
physicians  for  the  termination  of 
pregnancy  can  be  conveniently  dis- 
cussed under  three  headings:  (1)  in- 
strumental evacuation  by  the  va- 
gin  alroute,(2)  stimulation  of  u  terine 
contractions,  and  (3)  major  surgery. 
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FIGURE  4     Legal  abortions  by  weeks 
of  gestation:  Sweden,  1968  and  1972 


■1968        1972 


Single  women  by 
own  occupation: 

Professional 

Intermediate 

Skilled 

Semi-skilled 

Unskilled 

Married  women  by 

occupation  of 

husband: 

Professional 

Intermediate 

Skilled 

Semi-skilled 

Unskilled 


12  weeks  or  less 


FIGURE  5     Legal  abortions  by 
occupation  of  woman  or  husband,  by 
weeks  of  gestation:  England  and 
Wales,  1971 
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Country  and 
age  (years) 
United  States' 
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15-17 
18-19 
20-24 
25-29 
30-34 
35-39 
40  or  more 
England  and  Wales 
15  or  less 
16-19 
20-24 
25-29 
30-34 
35-39 
40-44 
45  or  more 


20-24 
25-34 
35-44 


12  weeks  or  less 
"JPSA. 
Residenls. 


FIGURE  6     Legal  abortions  by  age  of 
woman,  by  weeks  of  gestation:  Selected 
countries,  1970-71 
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Vaginal  Evacuation 

Vaginal  evacuation  is  primarily 
used  for  the  termination  of  preg- 
nancy in  the  first  trimester,  al- 
though it  can  also  be  done  in  the 
fourth  month  of  gestation  (13-16 
weeks).  The  classical  method  is 
customarily  referred  to  as  dilata- 
tion and  curettage  (D  &  C).  The 
procedure  involves  stretching  the 
cervical  canal  by  the  insertion  of  a 
series  of  metal  dilators,  each  slightly 
larger  than  the  preceding  one.  When 
the  canal  has  been  sufficiently  en- 
larged to  permit  the  passage  of  in- 
struments into  the  uterine  cavity, 
the  contents  of  the  uterus  are  re- 
moved with  a  small  ovum  forceps, 
following  which  all  remaining  pla- 
cental tissue  is  scraped  out  with  a 
sharp  curette.  The  use  of  the  ovum 
forceps  may  not  be  required  in  early 
pregnancy;  if  it  is  used,  the  se- 
quence is  more  accurately  described 
as  dilatation,  evacuation,  and  curet- 
tage. 

In  recent  years  classical  D  &  C 
has  been  progressively  replaced  by 
vacuum  aspiration,  also  known  as 
suction  (46).  This  procedure  was 
first  described  in  China  in  1958,  be- 
came popular  in  the  USSR  and  in 
other  countries  of  eastern  Europe 
during  the  early  1960s,  and  reached 
Great  Britain  and  the  United  States 
in  1966.  After  dilatation  of  the  cer- 
vix, a  metal  or  plastic  cannula  with 
a  lateral  opening  near  its  end  is  in- 
serted into  the  uterus  and  rotated 
and  may  also  be  moved  up  and  down 
to  dislodge  the  embryo  from  the 
uterine  wall.  The  fragments  are 
then  removed  by  a  pump  connected 
to  the  cannula  by  a  flexible  tube.  The 
pump  is  usually  driven  by  an  elec- 
tric motor,  but  foot-operated  models 
are  also  in  use.  Most  gynecologists 
complete  the  procedure  with  a  sharp 
curette  to  make  sure  that  no  tissue 
remains.  This  technique  is  simpler, 
quicker,  and  less  traumatic  than 
D  &  C,  and  the  average  loss  of  blood 
is  substantially  less  (9). 

D  &  C  and  vacuum  aspiration 
are  ordinarily  done  under  general 
anesthesia  or  under  local  anesthesia 


by  paracervical  block.  With  either 
procedure,  the  stretching  of  the 
cervical  canal  may  also  be  accom- 
pUshed  by  the  insertion  of  a  lami- 
naria  rod  or  "tent"  for  several  hours, 
usually  overnight.  Laminaria  is  a 
marine  plant,  the  dried  stems  of 
which  expand  in  the  presence  of 
moisture.  Its  use  was  quite  accepted 
several  decades  ago,  but  fell  into 
disfavor  because  of  concern  that  it 
might  cause  pelvic  infection.  Lami- 
naria tents  are  currently  receiving 
renewed  attention  because  it  has 
been  suggested  that  their  slow  ac- 
tion may  reduce  the  incidence  of 
injury  to  the  cervix  and,  thereby, 
the- risk  of  premature  birth  in  sub- 
sequent pregnancies. 

Menstrual  regulation,  also 
known  under  such  designations  as 
endometrial  aspiration  or  mini- 
suction,  is  a  variant  of  the  vacuum 
aspiration  procedure  hmited  to  the 
first  few  weeks  after  a  missed 
menstrual  period  (45).  As  a  rule 
neither  anesthesia  nor  dilatation  is 
required.  A  flexible  plastic  cannula 
with  a  diameter  of  4-5  mm  is  used 
for  the  removal  of  the  uterine  con- 
tents. The  necessary  vacuum  may 
be  produced  manually  by  means  of  a 
large  syringe. 

Stimulation  of  Uterine 
Contractions 

During  the  second  trimester  of  preg- 
nancy, abortion  is  usually  initiated 
by  the  stimulation  of  uterine  con- 
tractions. In  the  United  States,  the 
preferred  procedure  is  the  replace- 
ment of  amniotic  fluid  by  hyper- 
tonic salt  solution  (1 18).  The  uterus 
is  tapped  by  means  of  a  needle 
through  the  abdominal  wall  and  a 
quantity  of  fluid,  most  often  200  ml, 
is  withdrawn  and  replaced  by  an 
equal  or  larger  amount  of  saline, 
without  use  of  anesthesia.  The  fetal 
heartbeat  usually  disappears  within 
less  than  one  hour.  As  a  rule,  labor 
starts  12  to  48  hours  after  the  in- 
stillation, and  the  expulsion  of  fetus 
and  placenta  is  completed  a  few 
hours  later.  The  physiologic  mech- 
anism by  which  this  effect  is  pro- 
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duced  is  not  fuUy  understood.  The 
process  can  be  accelerated  by  in- 
travenous administration  of  oxy- 
tocics, but  in  some  cases  it  is  nec- 
essary to  repeat  the  instillation.  A 
hypertonic  glucose  solution  has 
been  used  in  Ueu  of  saline,  but  was 
abandoned  because  of  the  greater 
risk  of  infection.  In  England,  a  solu- 
tion of  urea  is  now  being  used  suc- 
cessfully and  appears  to  be  replac- 
ing saline.  The  most  recent  additions 
to  the  armamentarium  of  stimula- 
tion of  uterine  contractions  by  intra- 
amniotic  injection  are  the  prosta- 
glandins injected  (without  with- 
drawal of  amniotic  fluid)  in  single  or 
in  repeated  doses  (44).  The  interval 
from  injection  to  expulsion  tends  to 
be  shorter  with  prostaglandins  than 
with  hypertonic  saline. 

Uterine  contractions  can  also 
be  produced  by  the  instfllation  of 
small  quantities  of  hypertonic  saline 
or  of  a  solution  of  Rivanol  (a  yellow 
dye)  between  the  membranes  and 
the  uterine  wall  through  a  catheter. 
In  England,  medicated  pastes  are 
used  for  the  same  purpose. 

Another  technique  for  the  stim- 
ulation of  intrauterine  contractions, 
popular  in  Japan,  is  the  laminaria- 
metreurynter  combination.  Two  or 
three  laminaria  tents  are  placed  in 
the  cervix  for  24  hours,  followed 
by  the  insertion  of  a  metreurynter 
into  the  lower  uterine  segment. 
Some  Japanese  physicians  replace 
the  initial  laminaria  tents  by  larger 
sizes  or  by  a  larger  number  on  the 
second  day  and  introduce  the 
metreurynter  on  the  third  day.  The 
metreurynter  is  a  small  rubber  bag 
which  is  inserted,  empty  and  tightly 
folded,  between  the  membranes  and 
the  uterine  wall  by  means  of  a  spe- 
cial forceps.  The  bag  is  then  filled 
with  saline  solution  to  prevent  its 
escape  from  the  uterus  before  the 
cervix  is  sufficiently  dilated,  and  a 
weight  is  attached  to  further  in- 
crease its  contraction-producing 
effect  on  the  uterus.  Infection  is  pre- 
vented by  Uberal  use  of  antibiotics. 
With  all  extra-amniotic  methods, 
most  fetuses  are  delivered  alive  but 
die  shortly  after  expulsion. 
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Major  Surgical  Procedures 
The  two  major  surgical  procedures 
used  for  the  termination  of  preg- 
nancy are  hysterotomy  and  hys- 
terectomy. Hysterotomy  is  in  es- 
sence a  cesarean  section  at  any 
stage  of  pregnancy  before  the  fetus 
is  viable.  The  uterus  is  usually  ap- 
proached by  laparotomy,  but  up  to 
the  16th  week  hysterotomy  can  also 
be  done  by  the  vaginal  route.  Be- 
cause the  scar  in  the  uterine  wall  is 
thought  to  weaken  the  tissue  and 
cause  rupture  of  the  uterus  at  a  later 
delivery,  many  physicians  bebeve 
that  all  subsequent  pregnancies  will 
require  cesarean  section.  Hence, 
hysterotomy  is  usually  performed 
only  if  further  pregnancies  are  not 
desired  and  the  abortion  can  be  com- 
bined with  tubal  sterUization. 

Hysterectomy  is  a  sterilizing  pro- 
cedure involving  the  removal  of 
the  uterus,  but  not  of  the  ovaries, 
and,  therefore,  not  a  castrating 
operation.  Hysterectomy  is  often 
performed  when  the  objective  of  the 
operation  is  the  removal  of  the 
uterus  because  of  fibroid  tumors,  in 
addition  to  the  termination  of  preg- 
nancy. Some  gynecologists  recom- 
mend hysterectomy  in  lieu  of  tubal 
sterilization  in  order  to  avoid  later 
compUcations  in  an  organ  they  con- 
sider nonfunctional  and  therefore 
useless.  Hysterectomy  can  be 
achieved  by  either  the  abdominal  or 
the  vaginal  route.  Hysterotomy  and 
hysterectomy  are  usually  performed 
under  general  anesthesia. 

Attempts  by  lay  persons  to  in- 
duce abortion,  including  self-abor- 
tion, range  from  spells  and  incanta- 
tions through  a  variety  of  traditional 
medications,  which  tend  to  be  in- 
effective and/or  toxic,  to  grossly 
traumatizing  procedures  designed 
to  damage  or  destroy  the  conceptus, 
leaving  its  expulsion  to  natural 
forces.  The  most  widely  used  pro- 
cedure is  probably  the  insertion  of 
a  foreign  body  into  theuterus. Twigs, 
roots,  metal  rods,  hooks,  wires, 
rubber  tubes  (catheters),  and  other 
objects  have  been  used  for  this  pur- 
pose. In  some  parts  of  the  world,  in- 


TABLE  17     Percent  distribution  of  legal  abortions  by  procedure: 
Selected  areas,  years,  and  characteristics 


Area,  years. 

and  characteristics 

Suction 

D  &C 

Saline 

Hyster- 
otomy 

Hyster- 
ectomy 

Other 

Total 

England  and  Wales' 
1968 

25  5 

42  1 

X' 

26,4 

1  5 

45 

100  0 

1969 

34  0 

37  3 

X 

22  0 

1  5 

52 

1000 

1970 

39  0 

40  6 

X 

152 

12 

40' 

100,0 

1971 

41  7 

45  6 

X 

91 

08 

28 

100  0 

New  York  City 

1970-71  '■'• 

61  5 

23  7 

127 

08 

00« 

13 

100,0 

1971-72 

684 

18  0 

12,0 

04 

00 

12 

1000 

1972-73 

782 

96 

11  4 

03 

DO 

05 

100  0 

Residents^^ 

1970/71 

457 

319 

18,9 

1  7 

X» 

X» 

100,0 

1971/72 

677 

195 

120 

08 

X 

X 

100,0 

Residents  by 

type  of  service 

Private 
1970/71 

554 

362 

7  1 

1  3 

X 

X 

100  0 

1971/72 

71  5 

22  1 

59 

05 

X 

X 

100,0 

Nonprivate 
1970/71 

41  8 

288 

27  4 

20 

X 

X 

100,0 

1971/72 

63  4 

167 

18,8 

1  1 

X 

X 

100,0 

United  States 

1966-68'"' 

64  2 

15  0 

104 

75 

2,9 

100,0 

1970/71<'»" 

72,6 

45 

20  1 

13 

1  1 

04 

1000 

Hospitals.  1970/71" 

3rd  quarter  1970 

647 

7.6 

21  7 

27 

2,1 

12 

100  0 

4th  quarter  1970 

676 

5,5 

22,8 

1,5 

1,9 

07 

100  0 

1st  quarter  1971 

703 

5,0 

213 

1  5 

1  5 

04 

100  0 

2nd  quarter  1971 

716 

39 

21  5 

1  3 

1  4 

03 

100,0 

1971  '3 

64.6 

21  2 

12  8 

1 

1  

0,3 

100,0 

1972" 

65  2 

23  4 

103 

06 

05 

100,0 

'Ref.  125 

'  Hospital  survey. 

'Included  in  "other" 

'•Ref,  114 

'About  2  percent 

saline  and 

2  percen 

t 

"Ref,  J  1,5 

intrauterine  pastes.  Re 

reo. 

'=  Hospitals 

participating  in  JfbA  tor  i^ 

'  Twelve  months  e 
'-•  Ref.  S I 

nding  30  June 

months, 

"  Data  for  9  states  reporting  64  percent  ot 

■■  Less  than  0.05  percent. 

all  abortions  R' 

ef,  129, 

'Ref-  ]I7 

"Data  for  14  states  reportmg  HJ  perceni 

ofallabortions,  Ref,  129 

TABLE  18    Percent  dUtribution  of  legal  abortions  by  procedure,  within  period 
of  gestation:  Selected  areas  and  years 


Area,  years, 
and  period  of 
gestation 

Suction 

04C 

Saline 

Hyster- 
otomy 

Hyster- 
ectomy 

Other 

Total 

England  and  Wales' 
1968 

12  weeks  or  less 

13  weeks  or  more 

33,1 
13  4 

51,3 
271 

X 
X 

132 
478 

11 
2,1 

1,3 
9,6 

100,0 
100.0 

1969 

12  weeks  or  less 

13  weeks  or  more 

43,2 
16,6 

42  8 
274 

X 

X 

11,1 
42,3 

12 
20 

17 
117 

100.0 
100.0 

1970 

12  weeks  or  less 

13  weeks  or  more 

45,8 
22,0 

44  8 
31,2 

X 
X 

74 
338 

0,9 
20 

1  1 
110 

100  0 
100  0 

1971 

12  weeks  or  less 

13  weeks  or  more 

470 
233 

47  0 
423 

X 
X 

45 
23  7 

06 
15 

09 
92 

100,0 
1000 

New  York  City^ 
1970/71 

12  weeks  or  less 

13  weeks  or  more 

729 
8,0 

266 
10,1 

00 

719 

02 
36 

X 
X 

0,3 
6,4 

100,0 
100,0 

1971/72 

12  weeks  or  less 

13  weeks  or  more 

800 
89 

199 
8,6 

00 

73,7 

01 
1  7 

X 
X 

01 

7  1 

100  0 
100,0 
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TABLE  18    Percent  distribution  of  legal  abortions  by  procedure,  within  period 
of  gestation:  Selected  areas  and  years  (continued) 

Area,  years. 

and  period  of 

gestation  Suction       DSC         Saline 

New  York  City=  (cont.) 
1972/73 

12  weeks  or  less  89  1  10.8  0  0 

1 3  weeks  or  more  13-1  2.3  79  7 

United  States' 
1970/71 

12  weeks  or  less  92.8  5.9  0  0 

13  weeks  or  more  15.4  0.7  76.9 


Hyster- 
otomy 

Hyster- 
ectomy 

Other 

Total 

01 
16 

X 
X 

00 
33 

100  0 
100  0 

05 
3.6 

0.7 
22 

0  1 
1.2 

100  0 
100  0 

■Ref.  114. 
•■  Ref.  77. 
I  Ref.  J  06 


TABLE  19     Percent  distribution  of  legal  abortions  by  period  of  gestation, 
within  procedure:  Selected  areas  and  years 


Area,  years,  and 
period  of  gestation 

Suction 

DSC 

Saline 

Hyster- 
otomy 

Hyster- 
ectomy 

Otfier 

England  and  Wales 
1968 

12  weeks  or  less 

13  weeks  or  more 

80.1 
19.9 

75  6 
24  4 

X 
X 

31.1 
68.9 

452 
54.8 

X 
X 

100,0 

100  0 

X 

100.0 

100  0 

X 

1969 

12  weeks  or  less 

13  weeks  or  more 

83.1 
16.9 

74.7 
25.3 

X 
X 

33.1 
66.9 

52.8 
47.2 

X 
X 

100  0 

100.0 

X 

100.0 

100.0 

X 

1970 

12  weeks  or  less 

13  weeks  or  more 

83.9 
16.1 

783 
21.7 

X 
X 

35.6 
64.4 

53.2 
46.8 

X 
X 

100  0 

100.0 

X 

100.0 

100  0 

X 

1971 

12  weeks  or  less 

13  weeks  or  more 

87.2 
12,8 

789 
21.1 

X 
X 

39  1 
609 

56.7 
43.3 

X 
X 

100.0 

1000 

X 

100.0 

100.0 

X 

New  York  City 
1970/71 

12  weeks  or  less 

13  weeks  or  more 

97.7 

23 

1000 

92.5 

7.5 

100.0 

0.0 
100.0 
100.0 

19.5 
80.5 
100.0 

X 
X^ 
X 

X 
X 
X 

1971/72 

12  weeks  or  less 

13  weeks  or  more 

97.9 
21 

92.2 
7.8 

0.0 
100.0 

17.4 
82.6 

X 

X 

X 
X 

100  0 

100  0 

100  0 

100  0 

X 

X 

1972/73 

12  weeks  or  less 

13  weeks  or  more 

976 
24 

965 
3.5 

00 
1000 

24.1 
75  9 

X 
X 

X 
X 

100  0 

100.0 

100.0 

1000 

X 

X 

United  States 
1970/71 

12  weeks  or  less 

13  weeks  or  more 

94.4 
5.6 

95.7 
4,3 

00 
100.0 

25.9 
74.1 

49.1 
509 

X 
X 

100.0 

100.0 

100  0 

100.0 

100.0 

X 

NOTE:  For  references,  see  Table  18. 


jections  of  soapy  water  or  readily 
available  household  disinfectants 
are  also  popular. 

Up-to-date  statistics  on  abor- 
tion procedures  are  available  only 
for  England  and  Wales,  New  York 
City,  and  the  United  States  as  a 
whole  (Table  17).  Since  the  late 
1960s  the  great  majority  of  legal 
abortions  have  been  accomplished 
by  vaginal  evacuation  (suction  or 
D  &  C);  moreover,  the  share  of  these 
two  procedures  in  the  total  has  been 
increasing.  The  statistics  for  Eng- 
land and  Wales  show  a  preference 
for  D  &  C  over  suction;  in  the  United 
States  the  opposite  is  true;  however, 
in  both  countries  the  use  of  suction 
has  increased  relative  to  D  &  C.  In 
the  United  States,  the  institutions 
participating  in  JPSA  had  a  marked 
preference  for  suction  over  D  &  C 
(16:1),  compared  with  the  nation- 
wide statistics  compiled  by  the  Cen- 
ter for  Disease  Control  (3:  lin  1972). 
A  possible  explanation  for  this  dif- 
ference is  that  most  of  the  JPSA  in- 
stitutions had  very  active  abortion 
services  that  could  not  have  op- 
erated successfully  without  using 
the  less  time-consuming  suction 
procedure. 

Among  methods  other  than  va- 
ginal evacuation,  intra-amniotic 
instillation  of  hypertonic  saline  pre- 
dominates in  the  United  States.  In 
England  and  Wales,  a  relatively 
larger  proportion  of  all  legal  abor- 
tions are  performed  by  hysterotomy, 
and  the  saline  method  is  rarely 
used.  However,  the  share  of  hys- 
terotomies among  all  legal  abor- 
tions in  that  country  declined  from 
26  percent  in  1968  to  9  percent  in 
1971. 

In  the  USSR,  in  the  other  social- 
ist countries  of  eastern  Europe,  and 
in  the  People's  Republic  of  China, 
most  legal  abortions  are  performed 
by  vaginal  evacuation.  Although 
comprehensive  statistics  are  not 
available,  it  would  appear  that  in 
most  of  these  countries  both  D  &  C 
and  vacuum  aspiration  are  em- 
ployed. 

In  Japan,  most  early  abortions 
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are  done  by  classical  D  &  C.  The 
saline  method  was  used  for  second 
trimester  abortions  in  the  early 
years  after  World  War  II,  but  was 
abandoned  because  of  a  high  in- 
cidence of  compUcations  and  deaths 
(see  Table  24).  At  present,  accord- 
ing to  Japanese  authors,  more  than 
one-half  of  the  relatively  few  sec- 
ond trimester  abortions  are  initiated 
by  the  laminaria-metreurynter 
method  and  most  of  the  remainder, 
by  the  extra-ovular  instillation  of 
Rivanol(70). 

The  period  of  gestation  deter- 
mines, to  a  large  extent,  the  pro- 
cedure used  for  the  termination  of 
pregnancy.  Table  18  shows  avail- 
able data  on  the  distribution  of  legal 
abortions  in  the  first  and  second 
tiimester,  by  procedure.  For  the 
years  covered  in  the  table,  in  the 
United  States  virtually  all  first  tri- 
mester abortions  were  performed  by 
vaginal  evacuation,  in  most  cases 
by  suction;  in  England  and  Wales, 
on  the  other  hand,  a  not  insig- 
nificant, albeit  declining,  propor- 
tion was  accomplished  by  hys- 
terotomy. 

For  abortion  in  the  second  tri- 
mester, the  preferred  procedure  in 
the  United  States  was  the  instilla- 
tion of  hypertonic  saline  solution, 
with  relatively  Little  use  of  vaginal 
evacuation,  and  very  few  hyster- 
otomies and  hysterectomies.  In 
England  and  Wales,  on  the  other 
hand,  almost  one-half  of  all  second 
trimester  abortions  in  1968  were 
done  by  hysterotomy,  declining  to 
less  than  one-fourth  by  1971,  with 
a  corresponding  increase  in  vaginal 
evacuation.  The  residual  group  of 
"other"  procedures,  covering  mainly 
abortions  by  the  instillation  of  saline 
or  urea  or  by  the  injection  of  medi- 
cated pastes,  accounted  for  approxi- 
mately one-tenth  of  all  second  tri- 
mester abortions  in  England  and 
Wales  during  the  period  1968-1971. 

Table  19  shows  the  percent  dis- 
tribution of  legal  abortions  by  period 
of  gestation,  within  procedure.  Dur- 
ing the  years  covered  in  the  table, 
suction  and  D  &  C  were  used  pri- 


marily for  the  termination  of  first 
trimester  pregnancies  in  England 
and  Wales,  as  well  as  in  the  United 
States;  however,  the  proportion  of 
second  trimester  abortions  by  these 
methods  was  much  higher  in  Eng- 
land and  Wales.  Use  of  the  saline 
method  in  the  United  States  was 
hmited  to  second  trimester  preg- 
nancies, and  hysterotomy  was  pre- 
dominantly a  second  trimester 
procedure,  especially  in  New  York 
City;  while  in  England  and  Wales, 
a  sizable  proportion  of  all  hyster- 
otomies, increasing  from  31  percent 
in  1968  to  39  percent  in  1971,  was 
done  in  the  first  trimester.  Hys- 
terectomies were  approximately 
equally  divided  between  the  first 
and  second  trimester  in  both  coun- 
tries. 

Legal  abortions  are  performed  in 
hospitals,  clinics,  and  doctors'  of- 
fices and  surgtries.  The  choice  of 
premises  and  the  duration  of  hos- 
pitalization, if  any,  are  determined 
by  the  period  of  gestation  and  the 
type  of  procedure  to  be  used,  appli- 
cable laws  and  regulations,  the  local 
traditions  and  experience  of  the 
medical  profession,  availability  of 
medical  facilities,  and  economic 
considerations.  (Fees  for  legal  abor- 
tions in  selected  areas  and  years  are 
bsted  in  Appendix  C.)  Recent  ex- 
perience accumulated  in  the  United 
States  and  elsewhere  has  shown  that 
overnight  hospitalization  is  usually 
not  required  for  uncomphcated 
first  trimester  pregnancy  termina- 
tions, the  large  majority  of  which 
are  now  performed  in  outpatient 
departments  of  hospitals  or  in  spe- 
cialized chnics  outside  of  hospitals 
(4,  115,  11 7).  In  other  countries,  for 
example,  in  Great  Britain,  doctors 
and  health  authorities  still  insist  on 
inpatient  care,  which  may  lead  to 
delays  and  high  proportions  of  sec- 
ond trimester  abortions.  The  ac- 
cumulated recent  experience  also 
shows  that  first  trimester  abortions 
with  preexisting  compUcation  and/ 
or  concurrent  sterilization  and  all 
second  trimester  abortions  should 
be  inpatient  procedures  in  hospitals. 


Some  doctors  have  permitted  pa- 
tients to  go  home  after  the  instilla- 
tion of  hypertonic  salt  solution  and 
return  to  the  hospital  at  the  onset 
of  labor  (93). 


STERILIZATION 

When  an  abortion  is  performed  be- 
cause the  pregnant  woman  suffers 
from  a  permanent  physical,  mental, 
or  genetic  impairment,  or  more  of-  • 
ten,  because  she  desires  no  further 
progeny,  the  abortion  may  be  com- 
bined with  permanent  sterilization. 
The  latter  can  be  accomplished 
either  by  hysterectomy  or  by  the 
cutting,  tying,  crushing,  cauteriza- 
tion, closure  by  a  metal  cUp,  or  par- 
tial resection  of  the  Fallopian  tubes, 
a  procedure  which  leaves  the  men- 
strual function  intact.  The  tubes  can 
be  reached  by  three  routes:  through 
the  abdominal  wall,  through  the 
vaginal  vault,  and  through  the  uter- 
ine cavity,  that  is,  by  hysteroscopy. 
The  majority  of  tubal  sterilizations, 
at  the  present  time,  are  still  done  by 
laparotomy,  that  is,  through  an  in- 
cision of  the  abdominal  wall.  A  more 
recently  developed  procedure  is 
laparoscopy,  which  permits  access 
to  the  abdominal  cavity  by  means  of 
special  instruments  through  one  or 
two  small  incisions.  Tubal  steriliza- 
tion by  the  vaginal  route  can  be 
accompUshed  either  without  special 
instruments  by  posterior  colpotomy 
or,  through  a  smaller  incision,  by 
culdoscopy. 

Sterilization  by  laparotomy  or 
colpotomy  is  usually  done  under 
general  anesthesia,  whereas  local 
anesthesia  may  be  used  for  laparos- 
copy and  culdoscopy.  Laparotomy 
also  requires  hospitaUzation  for  sev- 
eral days  and  colpotomy,  for  a  some- 
what shorter  period.  Sterilizations 
by  laparoscopy  and  culdoscopy  have 
been  performed  successfully  in 
large  numbers  as  outpatient  pro- 
cedures, although  many  gynecolo- 
gists prefer  to  keep  their  patients  in 
the  hospital  over  night  for  observa- 
tion. 

Among   the   five   countries  for 
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TABLE  20     Percent  of  legal  ab 

ortions  with 

concurrent  sterilization:  Selecte 

d  areas,  years,  and  characteristics 

Area,  years. 

Percerit  of 

Area,  years, 

Percent  of 

Area,  years. 

Percent  ot 

and  characteristics 

abortions 

and  characteristics 

abortions 

and  characteristics 

abortions 

Denmark' 

England  and  Wales  (cont.) 

Sweden  (cont.) 

1963 

30.4 

Semi-skilled 

32.5 

1969 

7.7 

1964 

28.4 

Unskilled 

42,3 

1970 

6,9 

1965 

21.6 

Gestation,  1971 

1971 

5.0 

1966 

19.1 

12  viieeks  or  less 

11,9 

1972 

3.7 

1967 
1968 
1969 

15.3 
17  5 
16.3 

13  weeks  or  more 
WHS  hospitals' 

26,0 

United  States' 

1970/71 

3,7s 

Age  (years),  1969 
19  or  less 
20-24 
25-29 
30-34 

0.1 

1.6 

10.2 

26.4 

Age  (years),  1971 
19  or  less 
20-24 

03 
73 

Age  (years) 
19  or  less 
20-29 

0.2 
2.6 

25-29 

28.2 

30-39 

11.2 

30-34 

447 

40  and  over 

15.7 

35-39 

36.5 

35-39 

54  1 

Prior  births 

40  and  over 

31.6 

40  or  more 

57  8 

None 

Marital  status.  T969 

Marital  status 

1 

0.2 

Never  married 
Currently  married 
Previously  married 

12 
24  1 

Never  married 
Currently  married 

1,7 
45,0 

2 
3 

1.2 
4.9 

12  6 

Previously  married 

192 

4  or  more 

19.0 

Married  women  by  husband's 

f\/l3rital  status 

England  and  Wales 

occupation 

Never  married 

0.8 

(Residents)' 

Professional 

29,9 

Currently  married 

77 

1968 

23.0 

Intermediate 

39,5 

Previously  married 

6.8 

1969 
1970 

22.3 
18.4 

Skilled 
Semi-skilled 

46.6 
48.3 

Ethnic  group 

White 

3  1 

1971 
1972 

15.3= 
12.8 

Unskilled                          i 
Gestation 

522 

Black  &  other 
Type  of  service 

5.3 

Type  of  service 

12  weeks  or  less 

222 

Private 

2.7 

NHS  hospitals* 
1968 

34.3 

13  weeks  or  more 

37  5 

Nonprivate 

5.1 

1969 

32.3 

Finland' 

Preexisting  medical 

1970 

29.0 

1958 

28  1 

complications 

1971 

26  6 

1959 

28.7 

With  complications 

15  8 

1972 

23.7 

1960 

29.9 

Without  complications 

32 

Private  sector 

1961 

30.6 

Women  without  preexisting 

1968 

1  7 

1962 

31.1 

complications  by  ethnic  group 

1969 
1970 
1971 
1972 

13 
07 
07 
07 

1963 
1964 
1965 
1966 
1967 

31.7 
32.4 
30.5 
31.4 
32.0 

and  prior  births 
White 
None 
1  or  2 
3  or  more 

0.1 
2.7 
11.4 

All  women 
Age  (years),  1971 
19  or  less 
20-24 
25-29 
30-34 

0.2 
3.4 
16.4 
29.4 

1968 

1969 

Scotland 

1969 

1970 

1971 

1972 

30.5 
33,2 

31,2 
27,1 
283 
23.9 

Black  &  other 
None 
1  or  2 
3  or  more 
Women  without  preexisting 

0.1 
2.3 
15.0 

35-39 

371 

complications  by  type  of 

40  or  more 

42  1 

service  and  prior  births 

Prior  births,  1971 

Prior  birttis.  1972 

Private 

None 
"1 

0.5 
5.9 

None 
1 

1.0 
7.0 

None 
1-2 

0.1 
2.7 

2 

19.6 

2 
3 
4 
5  or  more 

28.1 
43.4 
56.0 
62,1 

3  or  more 

11.6 

3 

33.4 

Nonprivate 

4 
5 

46.6 
57.7 

None 
1-2 

0.2 
2.4 

6  or  more 

66.9 

Singapore* 

3  or  more 

13.9 

Marital  status,  1971 

1971 

30,7 

Ges(atron 

Never  married 

08 

1972 

38,7 

12  weeks  or  less 

2,7 

Currently  married 

314 

Sweden" 

13  weeks  or  more 

6,5 

Previously  married 

12,4 

1956 

28.3 

Procedure 

Married  women  by  husband's 

1957 

31.8 

Suction 

1.7 

occupation,  1971 

1961 

31.6 

D&C 

1.7 

Professional 

16  6 

1962 

28.5 

Saline 

0.8 

Intermediate 

21  2 

1963 

26,3 

Hysterotomy 

■     87.0 

Skilled 

30,7 

1968 

90 

Hysterectomy 

100.0 

'  Ref.  32. 

'Ref.  97 

» Ref.  38A 

»Ref.  !25, 

•Ref.  J 06. 

•Including    1.1    percent  by  hysterectomy 

'  Hospital  survey.  Ref.  1 1 S 

(30  percent  of  those  sterilized). 

^  Including  1.1  percent  by  hys 

erectomy 

<  National  Health  Service. 

(7  percent  of  those  sterilized). 
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which  statistical  information  is 
available,  legal  abortion  in  recent 
years  was  most  frequently  combined 
with  sterilizing  operations  in  Singa- 
pore followed  in  descending  order  by 
Finland,  Scotland,  Denmark,  Eng- 
land and  Wales,  Sweden,  and  the 
United  States  (Table  20).  Legal  abor- 
tion is  rarely  combined  with  sterih- 
zation  in  eastern  Europe  and  Japan. 
The  high  prevalence  of  sterihzation 
in  Singapore  is  clearly  associated 
with  high  percentages  of  older 
women,  married  women,  and 
women  of  high  parity  among  those 
undergoing  legal  abortion,  and  the 
low  prevalence  of  sterihzation  in  the 
United  States  is  associated  with 
high  percentages  of  young  and  sin- 
gle women,  pregnant  for  the  first 
time.  In  Great  Britain,  however,  the 
prevalence  of  sterilization  is  high, 
although  the  distribution  of  women 
having  abortions  by  age,  marital 
status,  and  parity  is  similar  to  that 
in  the  United  States;  and  in  the 
countries  of  eastern  Europe  and  in 
Japan  the  low  prevalence  of  sterili- 
zation is  associated  with  high  per- 
centages of  older,  married,  and 
parous  women. 

Over  a  period  of  years  the  pro- 
portions of  legal  abortions  associ- 
ated with  steriUzing  procedures 
have  declined  markedly  in  Sweden, 
Denmark,  and  England  and  Wales; 
while  a  modest  increase  occurred  in 
Singapore  in  1972.  For  the  United 
States  the  information  is  available 
for  one  year  only.  In  Sweden  and 
Denmark,  the  declining  prevalence 
of  sterilization  is  associated  with 
increasing  proportions  of  young,  sin- 
gle, and  nuUiparous  women  among 
those  undergoing  legal  abortion;  in 
England  and  Wales  the  primary  as- 
sociation appears  to  be  with  a  de- 
clining use  of  hysterotomy,  with 
relatively  minor  changes  in  age, 
marital  status,  and  parity  among 
women  having  abortions. 

The  prevalence  of  sterilization 
is  low  among  young  women,  single 
women,  nulliparous  women,  women 
of  high  socioeconomic  status,  those 
without  preexisting  medical  compli- 


cations, and  those  aborted  during 
the  first  trimester.  Conversely,  the 
prevalence  of  sterilization  is  high 
among  older  women,  married 
women,  women  of  high  parity,  those 
of  low  socioeconomic  status,  women 
with  preexisting  medical  complica- 
tions, and  those  aborted  during  the 
second  trimester.  To  a  considerable 
extent,  the  higher  prevalence  of  con- 
current sterihzation  among  women 
of  low  socioeconomic  status  reflects 
their  greater  age  and  higher  parity 
(67).  In  England  and  Wales,  the 
prevalence  of  sterilization  is  very 
much  higher  in  the  National  Health 
Service  hospitals  than  in  the  private 
sector 

COMPLICATIONS 

Induced  abortion,  at  any  period  of 
gestation,  exposes  the  woman  to  a 
risk  of  comphcations  which  is  al- 
ways larger  than  zero  but  which  can 
vary  considerably,  depending  on  the 
circumstances  under  which  the 
abortion  is  performed.  The  severity 
of  complications  also  varies  widely 
-  from  very  m.inor  complaints  to  the 
occasional  fatal  outcome.  Complica- 
tions can  be  divided  into  two  cate- 
gories—early, that  is,  within,  say,  30 
days  after  the  abortion,  and  late, 
that  is,  those  occurring  more  than 
30  days  after  the  procedure.  Early 
complications  may  be  further  sub- 
divided into  immediate  complica- 
tions, defined  as  those  occurring  (al- 
though not  necessarily  discovered) 
during  the  procedure  or  within  three 
hours  after  the  procedure;  and  de- 
layed comphcations,  developing 
later,  but  still  within  30  days. 

Serious  immediate  complica- 
tions are  relatively  rare  with  legal 
abortions.  They  include  perforation 
of  the  uterus  by  one  of  the  instru- 
ments used  in  vaginal  evacuation, 
sometimes  combined  with  injury  to 
the  intestines  or  other  organs ,  major 
hemorrhage;  laceration  of  the  cer- 
vix; effects  on  the  central  nervous 
system  and/or  the  kidneys  resulting 
from  hypertonic  salt  solution  enter- 
ing the  bloodstream  directly  or  via 
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the  peritoneal  cavity;  and  the  un- 
toward effects  of  general  or  local 
anesthesia. 

The  most  frequent  delayed  com- 
phcations include  retention  of  frag- 
ments of  the  placenta  resulting  in 
postabortal  bleeding;  infection, 
which  may  range  from  mild  endo- 
metritis through  more  severe  forms 
of  pelvic  inflammatory  disease  to 
generalized  peritonitis  and  septi- 
cemia; and  venous  thrombophlebitis 
resulting  in  pulmonary  embohsm. 
Postabortal  depression  has  been  re- 
ported but  is  rare,  and  guUt  feehngs 
are  usually  of  short  duration  (27, 
i  J  5).  Relief  is  noted  more  often  than 
any  other  psychological  reaction 
(29). 

Known  late  somatic  comphca- 
tions or  sequelae  of  induced  abortion 
include;  (1)  an  increased  risk  of  pre- 
mature birth  and  neonatal  mortal- 
ity, and  probably  also  of  spontane- 
ous abortion  in  the  second  trimester 
(54,  76,  143}  in  subsequent  preg- 
nancies, which  may  be  due  to  a 
"combination  of  damage  to  the  cer- 
vix at  the  time  of  dilatation  and 
placental  insufficiency  resulting 
from  too  vigorous  curettage  of  the 
basal  layers  of  the  endometrium" 
(63);  (2)  sensitization  of  Rh-nega- 
tive  women  by  red  blood  cells  from 
an  Rh-positive  fetus  (40),  and  (3) 
endometriosis  in  the  scar  tissue  fol- 
lowing hysterotomy  (11).  Secondary 
sterility  and  ectopic  pregnancy  can 
also  be  the  late  results  of  pelvic  in- 
fection, following  self-induced  abor- 
tions or  abortions  induced  by  un- 
skilled operators.  The  role  of  legal 
abortion  in  the  etiology  of  these  con- 
ditions and  of  placenta  previa  and 
dysmenorrhea  has  not  been  estab- 
hshed,  nor  is  reliable  information 
available  on  the  psychological  se- 
quelae, if  any,  of  induced  abortion 
(27). 

Some  authors,  including  some 
psychiatrists,  have  expressed  the 
view  that  every  abortion  is  a  stress- 
ful experience  involving  major  risks 
to  mental  health.  Others  have 
pointed  out  that  most  women  under- 
going abortion  continue  to  lead  es- 
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sentially  normal  lives  and  that  an 
adverse  psychological  reaction  to  an 
unwanted  child  may  be  fsir  more 
common  and  more  serious  than  the 
reaction  to  having  an  abortion. 
Simon  and  Senturia  who,  in  1966, 
reviewed  the  literature  of  the  pre- 
ceding three  decades  noted 

.  .  .  the  ease  with  which  re- 
ports can  be  embedded  in  the 
literature,  quoted,  and  requoted 
many  times  without  considera- 
tion for  the  data  in  the  original 
paper.  Deeply  held  personal  con- 
victions frequently  seem  to  out- 
weigh the  importance  of  data, 
especially  when  conclusions  are 
drawn.  In  the  papers  reviewed 
the  findings  and  conclusions 
range  from  the  suggestion  that 
psychiatric  illness  is  almost  al- 
ways the  outcome  of  therapeutic 
abortion  to  its  virtual  absence  as 
a  postabortion  comphcation  (95, 
p.  387). 

The  WHO  Scientific  Group  on 
Spontaneous  and  Induced  Abortion 
stated  in  its  report  that  "there  is  no 
doubt  that  the  termination  of  preg- 
nancy may  precipitate  a  serious 
psychoneurotic  or  even  psychotic  re- 
action in  a  susceptible  individual" 
but  pointed  out  that  emotional  stress 
experienced  by  the  woman  may  be 
more  closely  associated  with  such 
factors  as  the  circumstances  under 
which  the  abortion  was  performed, 
the  period  of  gestation,  the  type  of 
operation,  and  the  attitudes  of  the 
woman's  family  and  of  the  profes- 
sionals involved  in  the  abortion 
(141.  p.  41). 

In  a  similar  vein,  Callahan 
speaks  of 

.  .  .  the  inadequacy  of  the 
data,  and  a  lack  of  anything  ap- 
proaching methodological  refine- 
ment ....  The  psychiatric  litera- 
ture is  a  conceptual  desert, 
employing  all  sorts  of  common 
terms,  but  practically  never  tell- 
ing what  they  mean  or  ought  to 
mean  ....  No  wonder,  then,  that 
the  same  data  are  read  in  contra- 
dictory ways  and  are  easily  used 
to  justify  the  most  divergent 
moral  evaluation  {14.  pp.  71-72). 


Rigorous  analysis  would  require 
the  study  of  suitable  control  groups 
in  terms  of  such  matching  criteria 
as  decision-making  and  attitudes 
toward  abortion,  sexual  activity,  and 
use  of  contraception.  In  view  of  the 
self-selection  involved  in  abortion 
seeking,  it  is  doubtful  if  not  impossi- 
ble, that  an  unequivocal  evaluation 
of  the  nature  and  frequency  of  psy- 
chological sequelae  of  abortion  Ceui 
be  achieved. 

A  comparison  of  early  or  late 
morbidity  resulting  from,  or  associ- 
ated with,  legal  abortion  in  various 
countries  cannot  be  made  at  this 
time.  Although  the  International 
Classification  of  Diseases,  prepared 
under  the  aegis  of  the  World  Health 
Organization,  identifies  adequately 
the  types  of  compbcations  associ- 
ated with  termination  of  pregnancy, 
no  standards  exist  for  evaluating 
and  recording  the  severity  of  these 
complications.  It  is,  therefore,  not 
surprising  that  most  of  the  statistics 
on  the  early  complications  of  legal 
abortions,  pubbshed  by  national  and 
local  health  authorities,  are  not 
comparable  and  appear  incomplete 
(82). 

The  most  comprehensive  large- 
scale  investigation  of  early  medical 
complications  of  legal  abortion  was 
undertaken  in  the  United  States 
under  the  Joint  Program  for  the 
Study  of  Abortion  (JPSA)  during 
1970/1971  (JJ5,  118).  It  is  the  only 
large-scale  study  that  permits  an 
assessment  of  variables  determin- 
ing levels  of  morbidity,  such  as  age 
and  parity,  socioeconomic  and 
health  status,  period  of  gestation, 
operative  procedure,  concurrent 
sterihzation,  and  other  factors. 

Rates  of  "total"  and  "major" 
complications,  obtained  by  JPSA, 
are  shown  in  Tables  21  and  22.  The 
number  of  "total"  compUcations 
was  very  large  because  it  included 
many  complaints  of  a  comparatively 
trivial  nature,  such  as  a  single  day 
of  fever  or  vomiting  after  anesthe- 
sia, which  are  not  usually  hsted  in 
official  reports.  A  broad  definition  of 
complications  has  the  advantage  of 
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including  complaints  reported  by 
patients  as  well  as  diagnoses  by 
physicians  and  of  permitting  the 
analysis  of  incidence  for  compara- 
tively small  numbers  of  women. 
However,  it  may  produce  a  distorted 
impression  of  the  risk  to  health  as- 
sociated with  legal  abortion.  A  more 
restricted  group  of  "major"  compU- 
cations was,  therefore,  identified  in 
JPSA,  including  unintended  major 
surgery  Gaparotomy  and  repair,  hys- 
terotomy, and  hysterectomy);  one  or 
more  blood  transfusions,  three  or 
more  days  of  fever;  and  several 
other  categories  associated  with 
roughly  comparable  risks  of  death, 
prolonged  illness,  or  permanent 
functional  impairment.  The  total 
numberof  cases  assigned  to  "major" 
complications  was  1  percent  of  all 
patients  and  11  percent  of  all  pa- 
tients with  compUcations. 

Although  every  definition  of  a 
major  comphcation  is  arbitrary  to 
some  degree,  at  least  until  the  medi- 
cal profession  agrees  on  standards, 
the  proportion  of  major  compUca- 
tions, as  defined  by  JPSA,  among 
each  type  of  comphcation  corre- 
sponded to  the  judgments  of  experi- 
enced cUnicians.  Furthermore,  the 
patterns  of  major  and  total  compU- 
cations were  similar  in  their  associa- 
tion with  such  variables  as  period  of 
gestation  and  operative  procedure. 
In  analyzing  the  compbcations 
of  abortion  a  distinction  should  be 
drawn  between  compUcations  di- 
rectly associated  with  the  termina- 
tion of  pregnancy  and  those  associ- 
ated with  preexisting  pathology  or 
with  surgical  procedures  under- 
taken for  other  purposes,  such  as  the 
achievement  of  permanent  sterility 
or  the  removal  of  the  uterus  because 
of  fibroid  tumors.  For  this  reason, 
comphcation  rates  are  shown  not 
only  for  the  aggregate  of  aU  patients, 
but  also  for'  presumably  healthy 
women  subject  only  to  the  risks  as- 
sociated with  the  abortion  proce- 
dure, that  is,  excluding  all  women 
with  reported  preexisting  compUca- 
tions and  those  undergoing  steriliz- 
ing operations. 
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Complication  rates  are  also 
shown  for  total  patients  and  for  local 
patients  with  follow-up.  Follow-up 
was  defined  by  J  PSA  as  any  contact 
with  the  woman  ten  or  more  days 
after  the  abortion,  including  contact 
by  mail  or  by  telephone,  either  di- 
rectly or  by  the  physician  who  re- 
ferred her  to  the  hospital  or  clinic  or 
to  whom  she  was  referred  for  after- 
care. The  complication  rate  for  total 
patients  represents  a  minimum  esti- 
mate of  postabortal  complications 
in  the  JPSA  institutions.  Since  pa- 
tients with  comphcations  are  more 
likely  to  return  for  care  than  those 
without  complaints,  and  since  the 
proportion  of  nonprivate  patients 
(who  had  more  comphcations)  was 
higher  among  local  patients  than 
among  nonresidents,  the  compUca- 
tion  rate  for  local  patients  with 
follow-up  represents  a  maximum 
estimate  of  the  incidence  of  post- 
abortal comphcations  in  the  partici- 
pating institutions. 

As  shown  in  Table  21,  the  mini- 
mum estimate  of  the  total  comphca- 
tion  rate,  including  all  reported  diag- 
noses and  complaints,  was  9.6  per 
100  for  all  women  in  JPSA.  The 
maximum  estimate  was  13.1  per 
100  local  women  with  follow-up. 
Compbcation  rates  were  higher  at 
six  weeks'  gestation  or  earher  than 
they  were  at  seven  to  ten  weeks, 
after  which  they  increased  to  a  high 
plateau  at  15  weeks'  gestation  or 
later.  The  higher  comphcation  rates 
reported  for  the  earhest  abortions 
are  attributed  to  the  use  of  rigid 
cannulas  for  suction  procedures 
during  the  period  covered  by  JPSA 
rather  than  the  flexible  models  that 
came  into  use  after  mid- 1971. 

Comphcation  rates  during  the 
second  trimester  of  pregnancy  were 
three  to  four  times  as  high  as  com- 
parable rates  during  the  first  tri- 
mester. The  pattern  was  similar  for 
major  complications. 

The  group  of  presumably 
healthy  women,  exposed  to  the  risk 
of  abortion  only,  consisted  almost 
entirely  of  women  aborted  by  suc- 
tion in   the  first  trimester  and  by 


TABLE  21     Total  and  major  complications  per  100  women,  by  gestation,  procedure, 
and  whether  concurrent  sterilization  was  performed,  lor  total  patients  and  lor 
local  patients  with  lollow-up  (FU):  United  States,  1970/71 


Total  complications 

Major  complications 

Gestation  (weeks). 

Local 

Local 

procedure,  and 

Total 

patients 

Total 

patients 

sterilization 

patients 

mlh  FU 

patients 

with  FU 

All  patients 

6  or  less 

52 

89 

09 

2,0 

7-8 

42 

63 

0,4 

0,6 

9-10 

48 

72 

06 

0,9 

11-12 

6,8 

100 

1,0 

1,7 

13-14 

159 

19,3 

21 

23 

15-16 

24  0 

27.8 

25 

3.1 

17-20 

24.0 

28.9 

2,2 

3.3 

21  or  more 

230 

24.5 

2.1 

3,1 

12  or  less 

52 

7,8 

0,6 

1.1 

13  or  more 

222 

26  1 

2,2 

3,0 

All  gestations 

96 

13.1 

1,0 

1.6 

Patients  without  pre- 

existing complications 

or  sterilizing  operations 

6  or  less 

4,1 

7,0 

0,6 

1.3 

7-8 

35 

51 

03 

0.4 

9-10 

4,1 

61 

0,4 

0.6 

11-12 

5,2 

7,2 

0,5 

0.7 

13-14 

13-4 

16,2 

1,2 

1.3 

15-16 

223 

25  9 

1.8 

19 

17-20 

227 

27,1 

1,7 

26 

21  or  more 

21,2 

216 

12 

1.4 

12  or  less 

4.2 

62 

0,4 

0.6 

13  or  more 

206 

240 

1  6 

2,1 

All  gestations 

84 

111 

07 

1,0 

Procedure' 

Suction^ 

4,2 

6,1 

04 

0,6 

D  &C= 

6,0 

8.2 

0,5 

0,8 

Saline- 

23,4 

27.2 

1  7 

2,4 

Hysterotomy^ 
Hysterectomy 

33,4 
49,9 

32.9 
504 

6,7 
143 

6-9 
15.6 

Suction'  2 

6  or  less 

38 

61 

0,6 

1,3 

7-8 

34 

4.9 

0,3 

03 

9-10 

3,9 

57 

03 

06 

11-12 

5,1 

71 

05 

0,7 

13-14 

6,9 

91 

08 

]o8 

1 5  or  more 

7.9 

115 

19 

J 

Saline'-^ 

14  or  less 

29  5 

31,4 

25 

2,9 

15-16 

244 

276 

18 

1,9 

17-18 

24  0 

28,2 

1  7 

25 

19-20 

21  0 

258 

1,8 

28 

21  or  more 

21  2 

21,5 

1.4 

14 

Sterilization'' < 

Done 

14.0 

16,9 

28 

35 

Not  done 

42 

61 

04 

06 

note:  Ref.  J 15 

'  Without  preexisting  complicatio 

2  Without  tubal  sterilization. 


3  With  tubal  sterilization. 
*  Aborted  by  suction. 
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TABLE  22    Total  and  major  complications  per  100  women,  by  selected  characteristics 
and  gestation,  for  total  patients  and  for  local  patients  with  follow-up  (FU): 
United  States,  1970/71 


7ora/  complications 

Ma/or  complications 

12  wee/cs 

13  weeks 

12  weeks 

13  weeks 

or 

ess 

or  more 

or 

less 

or  more 

Local 

Local 

Local 

Local 

7ofa; 

patients 

Total 

patients 

Total 

patients 

Total 

patients 

Characteristic 

patients 

with  FU 

patients 

with  FU 

patients 

with  FU 

patients 

with  FU 

Age  (years) 

19  or  less 

4.6 

7,2 

18.1 

21.1 

0.4 

0.5 

1,9 

20-24 

4,5 

68 

19.9 

23.6 

0.4 

04 

13 

1.6 

25-29 

4,3 

6,3 

24.1 

28.5 

0.6 

1.0 

2.0 

2.2 

30  or  more 

31 

4  1 

25.7 

27.1 

0.3 

05 

2.6 

35 

Prior  births 

None 

4,2 

6,2 

16,9 

20.0 

0.3 

0.4 

1.0 

1.3 

1 

4.6 

6,7 

22,5 

26.0 

05 

08 

2.0 

26 

2 

4,1 

57 

23,7 

27.9 

05 

0.6 

2.3 

3.6 

3  or  more 

41 

61 

300 

31.2 

05 

10 

2.8 

27 

Type  of  service 

Private 

35 

5,4 

12.9 

16,3 

03 

0.5 

1.1 

1.4 

Nonprivate 

5,6 

7,1 

26.6 

27.8 

0.5 

07 

2,0 

24 

Date  of  abort 

on' 

3rd  quarter 

1970 

6.7 

8,7 

19.4 

22.3 

0.9 

14 

23 

2.8 

4th  quarter 

1970 

55 

68 

18.5 

203 

06 

0.8 

26 

25 

1st  quarter 

1971 

4,1 

5,3 

17.3 

18.8 

05 

0.7 

20 

2.3 

2nd  quarter  1971 

3.6 

4.3 

19.5 

23.6 

0.4 

0.7 

2,3 

2.3 

NOTE:  Patients  without  preexisting  com- 
plications or  sterilizing  operations.  Ref.  115. 


'  Hospitals  with  12  months'  participation 
1  JPSA. 


TABLE  23    Live  births  without  prior  stillbirths  or  spontaneous  abortions, 

by  pregnancy  order  and  prior  induced  abortions  — number,  percent  infants  under 

2,500  gram,  and  neonatal  mortality:  Hungary,  1970 


Prior  induced  abortions 


Pregnancy  order 


Number  of  births 

1st 

2nd 

3rd 

4th  and  later 

All  orders 
Percent  under  2,500  gram 

1sl 

2nd 

3rd 

4th  and  later 

All  orders 
Neonatal  mortality' 

1st 

2nd 


0 

1 

2  or  more 

12.800 

X 

X 

5.700 

1.500 

X 

1,100 

1.500 

500 

800 

600 

1,200 

20,400 

3.600 

1.700 

9.8 

X 

X 

8.0 

14.6 

X 

9.4 

139 

14,6 

158 

177 

213 

9.5 

14.8 

194 

20 

X 

X 

22 

37 

X 

30 

43 

33 

4th  and  later 
All  orders 


NOTE:  Ref,  54 
'  During  first  w 


ek,  per  1,000  Live  births 


saline  in  the  second  trimester.  Com- 
pared with  all  patients,  complica- 
tion rates  among  these  women  were 
lower  at  each  period  of  gestation 
(Figure  7). 

Rates  of  total  and  of  major  com- 
plications were  lowest  for  abortions 
by  suction,  followed  in  ascending  or- 
der by  D  &  C,  instillation  of  hyper- 
tonic saline  solution,  hysterotomy, 
and  hysterectomy.  With  the  excep- 
tion of  the  earhest  abortions,  total 
compUcation  rates  following  suction 
increased  with  period  of  gestation 
and  were  more  than  twice  as  high  at 
15  weeks  or  more  as  at  seven  to 
eight  weeks.  Conversely,  comphca- 
tion  rates  with  the  saline  method  de- 
clined with  increasing  duration  of 
pregnancy,  with  a  minor  exception 
at  21  weeks'  gestation  or  more.  Com- 
plication rates  with  suction  were 
lower  than  the  corresponding  rates 
for  abortions  by  saline  at  each  pe- 
riod of  gestation,  and,  in  fact,  the 
lowest  complication  rates  with  abor- 
tion by  saUne  were  two  to  three 
times  higher  than  the  highest  rate 
vrith  abortion  by  suction.  The  pat- 
tern was  less  regular  for  major  com- 
pUcations. 

For  women  without  preexisting 
complications  aborted  by  suction, 
the  risk  of  postabortal  complications 
was  considerably  increased  when 
tubal  sterUization  was  carried  out 
concurrently  vrith  the  abortion.  Post- 
abortal compUcation  rates  for 
women  aborted  by  suction  who  had 
an  lUD  inserted  (not  shown  in  Table 
21)  were  not  significantly  different 
from  the  rates  for  women  who  did 
not  have  an  lUD.  (The  safety  of  im- 
mediate lUD  insertion  has  also  been 
demonstrated  by  other  investiga- 
tions not  only  after  abortion  per- 
formed in  hospitals  [5,  84]  but  also 
after  incomplete  abortion  [48,  107].) 

As  shown  in  Table  22,  total  com- 
plication rates  in  JPSA  decreased 
with  age  of  woman  during  the  first 
trimester  of  pregnancy  and  in- 
creased vrith  age  (vnth  one  minor 
exception)  during  the  second  tri- 
mester. Total  complication  rates 
showed    no   consistent   pattern   by 
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Weeks  of  gestation 

^^  Total  patients  Local  patients  with  FU 

Note:   Patients  without  preexisting  complications  and/or  sterilizin 
FU  =  Follow-up. 


FIGURE  7  Range  of  complication  rates 
per  100  women,  by  period  of  gestation: 
United  States  (JPSA),  1970/71 


psirity  for  women  aborted  during  the 
first  12  weeks  of  gestation  but  in- 
creased markedly  with  number  of 
prior  births  during  the  second  tri- 
mester. The  patterns  for  major  com- 
plications by  age  and  parity  were  not 
consistent. 

Rates  of  total  and  major  compb- 
cations  were  much  higher  for  non- 
private  patients  than  for  private  pa- 
tients at  each  period  of  gestation, 
but  especially  in  the  second  tri- 
mester. The  consistently  higher 
compUcation  rates  for  nonprivate 
patients,  compared  with  private  pa- 
tients, may  be  due  in  part  to  the 
women's  poorer  health,  not  reflected 
in  recorded  preexisting  conditions, 
in  part,  to  less  adequate  medical 
care  during  the  abortion  and/or  hos- 
pitahzation,  and,  in  part,  to  lack  of 
aftercare  in  their  home  environ- 
ment. 

In  a  group  of  hospitals  partici- 
pating in  JPSA  for  a  full  year,  rates 
of  total  and  major  compUcations  fol- 
lowing abortion  at  12  weeks  or  less 
dropped  by  approximately  one-half. 
This  trend  reflects  a  decline  in  the 
compUcation  rates  with  abortions  by 
suction,  which  made  up  the  great 
bulk  of  all  abortions,  and  can  be 
attributed  to  a  rapid  increase  in  ex- 
perience and  skill.  There  was  no 
drop  in  complication  rates  of  abor- 
tions during  the  second  trimester 


(mainly  performed  by  the  saline 
method)  over  the  one-year  span 
(Figure  8). 

Statistics  Uiustrating  the  late 
effects  of  induced  abortions  on  the 
outcome  of  subsequent  pregnancies 
are  shown  in  Table  23.  These  data 
are  based  on  a  study  of  hve  births  in 
selected  hospitals  in  Hungary  dur- 
ing the  second  half  of  1970,  exclud- 
ing women  vidth  a  history  of  still- 
births and/or  spontaneous  abortions 
(54)  Virtually  all  the  prior  abortions 
shown  in  this  table  were  legally  in- 
duced by  D  &  C  in  hospitals  at  12 
weeks  or  less  of  gestation. 

The  percent  of  infants  weighing 
less  than  2,500  gram  at  birth  and 
mortality  during  the  first  week  of 
hfe,  by  pregnancy  order  and  number 
of  prior  induced  abortions,  both 
tended  to  increase  with  pregnancy 
order,  regardless  of  prior  abortions, 
and  to  increase  with  number  of 
prior  abortions,  regardless  of  preg- 
nancy order. 

The  study  on  which  these  data 
are  based  was  continued  through 
1971.  It  is  hoped  that  the  definitive 
report  will  cover  stillbirths,  as  well 
as  premature  hve  births  and  neo- 
natal mortality,  and  will  also  permit 
the  separation  of  the  effect  of  prior 
induced  abortions  from  that  of  other 
factors  that  may  be  involved,  such 
as  maternal  age,  urban-rural  resi- 
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dence,  socioeconomic  status,  and 
smoking  habits,  especially  during 
pregnancy. 

In  Romania,  a  marked  increase 
in  the  stillbirth  ratio  and  in  neonatal 
mortality  was  observed  following 
the  enactment  of  a  restrictive  abor- 
tion law  in  1966,  when  many  chil- 
dren were  bom  to  women  who  had 
had  large  numbers  of  legal  abor- 
tions in  prior  years  (25). 

MORTALITY 

In  evaluating  mortaUty  foUowdng 
legal  abortion,  it  is  necessary  to  take 
into  account  the  variety  of  sources 
on  which  the  information  is  based. 
In  a  number  of  countries,  where 
abortion  laws  were  UberaUzed  in  re- 
cent yesLTS,  special  procedures  have 
been  estabUshed  that  require  the  re- 
porting to  the  health  authorities  of 
any  death  associated  with  the  termi- 
nation of  pregnancy,  including  death 
resulting  from  preexisting  medical 
comphcations.  This  system  permits 
the  association  of  each  reported 
death  with  such  personal  character- 
istics of  the  woman  as  age  and  par- 
ity, with  the  period  of  gestation,  and 
with  the  operative  procedure.  For 
most  of  the  countries  shown  in  Ta- 
ble 24,  the  data  are  based  on  notifi- 
cation procedures  of  this  type.  Al- 
though   no    nationwide    reporting 
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system  exists  in  the  United  States, 
comparable  data  were  obtained 
from  special  surveys  of  hospitals. 

In  a  few  instances,  the  statistics 
on  mortality  following  legal  abor- 
tion in  Table  24  are  based  on  the 
general  system  of  vital  registration 
and  cover  only  those  deaths  which 
are  attributed  to  abortion  on  the 
death  certificate.  Generally  speak- 
ing, the  categories  of  "attributed 
deaths"  and  "associated  deaths" 
overlap  to  a  considerable  extent; 
however,  attributed  deaths,  by  defi- 
nition, exclude  deaths  assigned  to 
causes  other  than  abortion,  and  as- 
sociated deaths  may  exclude  de- 
layed compUcations  with  fatal  out- 
comes. By  matching  individual 
records  of  attributed  and  associated 
deaths  a  maximum  estimate  of  mor- 
taUty  can  be  obtained.  This  type  of 
estimate  was  made  for  England  and 
Wales  for  the  period  1968-1971. 

The  earUest  data  on  mortality 
following  legal  abortion  originated 
in  Sweden  and  Denmark,  where  the 
first  steps  toward  the  liberalization 
of  abortion  laws  were  taken  in  the 
1930s.  The  longest  continuous 
series,  that  for  Sweden,  indicates  a 
dramatic  decline  in  mortality  over 
the  last  quarter  of  a  century  (from 
252  to  8  per  100,000  legal  abortions). 


A  comparable  series  of  statistics  for 
Denmark,  extending  over  a  longer 
period  but  with  two  breaks  in  conti- 
nuity, also  shows  a  marked  decline 
in  mortahty  from  195  to  33  per 
100,000.  (The  rate  for  Sweden  in 
1960-1961  was  40  per  100,000  legal 
abortions.) 

Nationwide  statistics  for  Japan, 
available  for  a  period  of  22  years, 
should  be  interpreted  with  great 
caution.  On  the  one  hand,  the  num- 
bers of  deaths  are  those  attributed  to 
legal  abortion  in  the  general 
cause-of-death  statistics,  represent- 
ing a  narrower  definition  than 
deaths  associated  with  abortion 
available  for  most  other  countries. 
On  the  other  hand,  the  reporting  of 
legal  abortions  in  Japan  is  incom- 
plete, according  to  qualified  Japa- 
nese scholars,  which  tends  to  inflate 
mortahty  ratios  computed  on  the 
basis  of  reported  abortions.  It  is 
worth  noting,  however,  that  the  low 
mortahty  ratio  based  on  national 
statistics  for  Japan  for  the  early 
1950s  is  identical  with  a  ratio  based 
on  a  special  survey  of  gynecologists 
made  at  about  the  same  period  of 
time. 

In  eastern  Europe,  Czechoslo- 
vakia and  Hungary  provide  the  most 
reliable  national  statistics  on  mor- 


tality following  legal  abortion.  Lev- 
els of  mortahty  in  these  countries 
have  been  far  below  those  reported 
from  northern  Europe,  but  even 
these  low  levels  have  shown  de- 
clines in  recent  years,  reaching  2 
per  100,000  in  Czechoslovakia  and  1 
per  100,000  in  Hungary,  for  the 
latest  available  period. 

Mortality  associated  with  legal 
abortions  in  England  and  Wales  in 
1968-1969  (30  per  100,000  accord- 
ing to  the  maximum  estimate)  was 
almost  as  high  as  in  Sweden  and  in 
Denmark  in  the  late  1950s.  By  1972, 
it  had  decUned  by  more  than  one- 
half  to  13  per  100,000. 

In  the  United  States,  high  lev- 
els of  mortality  from  legal  abortion 
prevailed  during  the  period  of  re- 
strictive legislation  when  a  signifi- 
cant proportion  of  the  women  un- 
dergoing abortion  suffered  from 
preexisting  compbcations  which 
made  them  poor  risks  for  any  type 
of  surgery.  In  recent  years,  with 
abortion  more  easily  available  in 
several  states,  mortahty  ratios  have 
declined  to  about  5  per  100,000  in 
California  and  in  New  York  City. 
Reports  for  1972  based  on  deaths 
attributed  to  abortion  suggest  a  ratio 
of  3  per  100,000  for  the  entire 
country. 


3rd  1970 

^^^ 

I////1  Total  patients. 

4th  1970 

^^■■B 

1st  1971 

^■■B 

^■1  Local  patients 

2nd  1971 

^^■i 

with  FU 

weeks  or  more 
3rd  1970 
4th  1970 

1st  1971 
2nd  1971 

1            1            1            1            1 

Total  complication  rate  per  100  women 


Major  complication  rate  per  100  women 

43 


FIGURE  8     Range  of  complication  rates 
per  100  women,  by  gestation  and 
calendar  quarter;  United  States  (JPSA), 
1970/71 
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FIGURE  9     Mortality  per  100,000  legal  abortions  by  gestation  and  by  procedure:  New  York  City  and  England  &  Wales,  1970-72 
New  York  City 
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One  of  the  principal  factors  re- 
sponsible for  the  differences  among 
countries  in  mortality  associated 
with  legal  abortion  is  the  period  of 
gestation  at  which  pregnancies  are 
terminated.  As  shown  in  Table  24, 
mortality  was  three  rimes  higher  in 
England  and  Wales  following  sec- 
ond trimester  abortion  (31  per 
100,000)  than  after  termination  in 
the  first  trimester  (10  per  100,000). 
The  difference  was  even  greater - 
17  per  100,000  compared  with  2  — in 
New  York  City  (Figure  9).  The  rela- 
tively high  levels  of  mortality  in 
Denmark,  Sweden,  and  England 
correspond  to  high  proportions  of 
second  trimester  abortions,  whereas 
the  much  lower  levels  of  mortality 
in  the  countries  of  eastern  Europe 
and  in  Japan  reflect  the  predomi- 
nance of  first  trimester  abortions  in 
these  countries. 

Duration  of  pregnancy  is  not  the 
only  factor  determining  the  level  of 


TABLE  24    Number  of  legal  abortions  and  of  associated  or  attributed  deaths, 
and  mortality  ratio  per  100,000  abortions:  Selected  areas,  years,  and 
characteristics 


Area,  years. 

Number  of 

Number 

t^ortality 

and  characteristics 

legal  abortions 

0^  deaths 

ratio 

California' 

1968 

5,000 

— 

!io 

1969 

15,300 

2 

I : 

1970 

65.400 

4 

6 

1971 

116,700 

5 

4 

Canada"™ 

1970-72 

81,000 

6 

7 

Czechoslovakia^ 

1957-61 

330,400 

19 

6 

1962-66 

400,900 

9 

2 

1967-70 

398,600 

9» 

2 

Denmark* 

1940-50 

19,500 

38= 

195= 

1953-57 

23,700 

16 

68 

1961-66 

27,400 

9 

33 

England  and  Wales 

(Residents^ 

Deaths  reported  on  form 

for  notification  of  abortion'^ 

1968 

22,300 

3 

I28 

1969 

49,800 

17 

f 

1970 

76,000 

14 

18 

1971 

94.600 

11 

12 

1972 

108,600 

14 

13 

Attributed  to  legal  abortion 

on  deatfi  certificate'' 

1968 

31,300" 

5(1)» 

I18 

1969 

49,800 

10(2) 

J 

1970 

76.000 

10(1) 

13 

1971 

94.600 

12(2) 

13 

1972 

108.600 

10 

9 
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TABLE  24     Number  of  legal  abortions  and  of  associated  or  attributed  deaths, 
and  mortality  ratio  per  100,000  abortions:  Selected  areas,  years,  and 
characteristics  (continued) 


Area,  years, 

Number  of 

Number 

fvlortality 

and  characteristics 

legal  abortions 

of  deatf^s 

ratio 

England  and  Wales  (cont.) 

Identified  by  confidential 

inquiries  into  maternal  deaths^'* 

1968 

31,300' 

5 

ki 

1969 

49,800 

12 

J 

Maximum  estimate" 

1968 

31,300' 

5 

|28 

1969 

49,800 

18 

1970 

76,000 

15 

20 

1971 

94,600 

14 

15 

1972 

108,600 

14 

13 

Age  (years).  1970-71' 

24  or  less 

80,000 

6- 

7 

25-34 

57,100 

8 

14 

35  or  more 

30,000 

11 

37 

Gestation.  1970-71 

12  weeks  or  less 

122,900 

12 

10 

13  weeks  or  more 

42.600 

13 

31 

Procedure.  1970-71 

Hysterectomy 

2,100 

4 

190 
35 

Abdom.  tiysterotomy 

23,100 

8 

Suction 

75,500 

6 

8 

D&C 

61,700 

2 

3 

Other  vaginal  proc.'^ 

7,700 

5 

X 

Sterilization.  1970-71 

With 

28,400 

14 

49 

Without 

142,100 

11 

8 

With  sterilization.  1970-71 

|32 

24  years  or  less 

1,700 

1 

25-34  years 

13,800 

4 

35  years  or  more 

12,400 

9 

73 

12  weeks  or  less 

15,400 

8 

52 

13  weeks  or  more 

1 1 ,900 

6 

50 

Witfiout  sterilization.  1970-71 

24  years  or  less 

78.300 

5 

6 

25-34  years 

43,400 

4 

9 

35  years  or  more 

17,600 

2 

1 1 

12  weeks  or  less 

107.500 

4 

4 

13  weeks  or  more 

30.700 

7 

23 

Hungary 

Deatfis  notified  by  fiospitals 

reporting  abortions" 

1957-59 

421,400 

23 

5 

1960-63 

669,700 

21 

3 

1964-67 

739,000 

9 

1 

1968-71 

787,600 

8 

1 

Attributed  to  legal  abortion 

on  death  certificate" 

1968-71 

787,600 

6 

1 

Japan 

Abortions  by  saline 

method  before  7950"- '« 

(6.600)" 

13 

197 

All  abortions 

1950-54 

4,136.800 

304'* 

7 

1955-59 

5,678.800 

322 

6 

1960-64 

4,917.800 

205 

4 

1965-69 

3.901,000 

113 

3 

1970-71 

1,471,700 

28 

2 

1954.5.  .9 

(108,100)" 

8 

7 

Age  (years).  1968-71 

24  or  less 

624,000 

16 

3 

25-34 

1,551,300 

30 

2 

35  or  more 

794,400 

15 

2 

New  York  City 

1943-47^° 

3.000 

12 

400 

1970/722' 

402.000 

20  (A)^'' « 

5 

1970/71 

1 73.900 

10(2) 

6 

1971/72 

228.100 

10(2) 

4 

Residence.  1970/72 

New  York  City 

142.500 

1123 

8 

Other 

259.500 

9(4) 

3 

mortality.  The  much  higher  rates  for 
both  first  and  second  trimester  abor- 
tions reported  from  England  and 
Wales,  compared  with  New  York 
City,  also  reflect  the  large  number 
of  hysterotomies  and  hysterectomies 
in  that  country  (Table  17). 

However,  New  York  City  had  a 
higher  level  of  mortahty  associated 
with  hysterotomy  compared  with 
England  and  Wales,  at  least  in  part 
because  in  New  York  instillation  of 
saUne  is  the  preferred  method  for 
the  second  trimester  and  hysterot- 
omy is  used  for  patients  considered 
unsuitable  for  abortion  by  saline, 
because  of  such  preexisting  condi- 
tions as  diseases  of  the  cardiovascu- 
lar system  or  of  the  kidneys.  In  Eng- 
land where  hysterotomy  is  far  more 
widely  used  than  in  New  York,  this 
adverse  selection  does  not  apply. 
The  higher  proportion  of  first  tri- 
mester abortions  among  the  hyster- 
otomies in  England,  compared  to 
New  York  City,  may  also  contribute 
to  the  lower  level  of  mortahty  with 
that  procedure.  Conversely,  the 
higher  proportion  of  second  tri- 
mester abortions  by  suction  may  be 
a  contributory  factor  in  the  higher 
mortahty  associated  wdth  this  pro- 
cedure in  England  compared  with 
New  York  City. 

As  shown  in  Table  24,  mortahty 
was  six  times  higher  in  England  and 
Wales  for  abortions  with  sterihza- 
tion  than  for  abortions  without 
sterihzation.  However,  since  hyster- 
ectomy is  always  a  sterihzing  pro- 
cedure and  hysterotomy  is  usually 
combined  with  sterihzation,  it  is  not 
possible,  on  the  basis  of  the  avail- 
able data,  to  dissociate  the  effect  of 
sterihzation  from  that  of  major  sur- 
gery as  the  method  of  abortion.  It  is 
worth  noting,  however,  that  only 
four  deaths  occurred  in  England 
and  Wales  among  107,500  first  tri- 
mester abortions  without  sterihza- 
tion, most  of  which  were  accom- 
phshed  by  either  suction  or  D  &  C. 
The  mortahty  ratio  for  this  group 
does  not  differ  significantly  from  the 
corresponding  ratios  reported  from 
eastern  European  countries  and, 
more  recently,  from  New  York  City, 
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where  vaginal  evacuation  is  rarely 
combined  wath  tubal  sterilization. 
With  or  without  sterilization,  mor- 
tality associated  with  legal  abortion 
in  England  and  Wales  increased 
with  age;  even  though  a  larger  pro- 
portion of  younger  than  of  older 
women  were  aborted  in  the  second 
trimester. 

For  New  York  City,  the  lower 
mortality  of  nonresident  women 
compcired  with  residents  reflects  in 
part  a  more  favorable  distribution 
by  period  of  gestation,  but  mainly 
the  fact  that  the  nonresidents  were 
primarily  white  and  middle-class 
women,  whereas  the  local  residents 
included  women  from  aU  ethnic  and 
socioeconomic  segments  of  the  met- 
ropolitan population.  Furthermore, 
women  with  preexisting  medical 
comphcations  were  more  Ukely  than 
healthy  women  to  obtain  legal  abor- 
tions in  their  home  states  under 
more  restrictive  legislation. 

Data  on  maternal  mortality 
from  complications  of  pregnancy, 
childbirth,  and  the  puerperium  are 
shown  for  14  countries  in  Table  25. 
A  comparison  of  these  data  with 
mortahty  following  legal  abortion 
shows  clearly  that  the  risk  to  Ufe 
associated  with  first  trimester  abor- 
tion is  far  smaller  than  the  risk  in- 
curred if  the  pregnancy  is  permitted 
to  go  to  term,  even  in  countries 
where  maternal  mortahty  is  low. 
Mortality  with  abortion  in  the  sec- 
ond trimester  is  comparable  to  ma- 
ternal mortahty. 

Risks  to  life  associated  with 
abortion  can  also  be  compared  with 
such  risks  associated  with  contra- 
ception. The  senior  author  made 
this  comparison  a  few  years  ago  by 
means  of  a  statistical  model  of 
100,000  women  of  reproductive  age 
in  fertile  unions  and  exposed  to  the 
risk  of  pregnancy,  assuming  the 
following  rates  of  mortality,  based 
on  the  experience  then  available  in 
several  developed  countries  (112): 

1.  Maternal  mortahty  associ- 
ated with  pregnancy,  childbirth,  and 
the  puerperium,  excluding  induced 


TABLE  24     Number  of  legal  abortions  and  of  associated  or  attributed  deaths, 
and  mortality  ratio  per  100,000  abortions:  Selected  areas,  years,  and 
characteristics  (continued) 


Area,  years. 

Number  of 

Number 

Mortality 

and  characteristics 

legal  abortions 

0/  deaths 

ratio 

New  York  City  (cent.) 

Gestation,  1970/72 

12  weeks  or  less 

321.500 

6  (2)" 

2 

13  weeks  or  more 

80.500 

14(2) 

17 

Procedure.  1970172 

Suction 

261.700 

3  (2)^= 

1 

D&C 

84.600 

2 

2 

Saline 

53,300 

10(2) 

19 

Hysterotomy 

2,400 

5 

208 

Sweden" 

1946-48 

10.700 

27 

252 

1949-53 

28,000 

27 

96 

1954-63 

35.200 

21 

60 

1964-71 

87.900 

7 

8 

United  States 

See  also:  California.  New  York  City 

1955-67 

78.000=^ 

78" 

100 

1 963-68  =«■  2' 

(9,700)" 

7 

72 

1970/7,26.28 

(73,000)'- 

7 

10 

19721..  29 

586,800 

19 

3 

'Ref.  13A 

^Refs,  17.  18- 

^  Prelimmary, 

•Refs.  10.  SS.  86, 

'  Includes  25  deaths  attributed  to  the  abor- 
tion -  128  per  100.000. 

«Refs.  125.  126 

'Refs.  12-1.  1,39 

"22.300  abortions  reported  under  the  Act 
of  1967  plus  estimate  of  9.000  for  1  January- 
26  April  1968 

"  Figures  in  (  ),  included  in  totals,  refer  to 
deaths  attributed  to  legal  abortion  but  not  re- 
ported on  notification  form. 

|°Ref  123 

"  Deaths  reported  on  notification  form, 
deaths  not  reported  on  form  but  attributed  to 
legal  abortion  on  death  certificate,  plus  one 
death  in  1968  identified  by  confidential  inquiry. 

'^  Vaginal  hysterotomy,  saline,  urea,  paste. 


etc. 


'Refs,  5,5.  73 

•  Ref  55 

^  Survey  of  gynecologists, 

«Ref.  137. 


"  Number  of  abortions  in  survey, 

"*  Deaths  attributed  to  abortion  on  death 
certificate. 

"  Ref  77 

•"  Residents  only.  Includes  7  deaths  at- 
tributed to  abortion  =  230  per  100,000.  Ref. 
108. 

-'  Residents  and  nonresidents  during  peri- 
ods ending  30  June.  Ref  119 

--'  Figures  in  (  ),  included  in  totals,  refer  to 
deaths  in  other  states  of  women  aborted  in 
NYC. 

°One  additional  death  (suicide)  reported 
in  Ref-  1 1 5  is  not  included  because  the  pathol- 
ogist's report  showed  that  the  woman  had  not 
been  pregnant. 

"Refs.  65.  103.  106 

"Estimate  based  on  Ref  ll-i  for  1963- 
1967  and  on  the  trend  in  New  York  City  (Ref 
,3-i)  for  1955-1962. 

'^  Survey  of  hospitals. 

"Ref  1I-). 

"  Twelve  months  ending  30  June  Ref  115 

»Ref.  129 

'"Ref.  IS 


TABLE  25  Number  of  deaths  attributed  to  pregnancy,  childbirth,  and  the 
puerperium,  excluding  abortion  and  mortality  ratio  per  100,000  live  births: 
Selected  countries,  1961-69 


Country 

7961 

1962 

1963 

1964 

T965 

1966 

1967 

1968 

1969 

-NUIVIBER  OF  DEATHS^ 

Bulgaria 

69 

79 

72 

47 

57 

41 

49 

25 

37 

Chile 

596 

530 

456 

451 

512 

475 

397 

349 

317 

Czechoslovakia 

76 

87 

73 

69 

70 

51 

48 

55 

X 

England  and  Wales 

224 

243 

197 

182 

171 

175 

140 

150 

120 

France 

331 

307 

279 

246 

234 

219 

226 

202 

168 

German  Federal  Republic 

854 

787 

768 

665 

631 

590 

506 

429 

417 

Hungary 

80 

63 

63 

45 

64 

44 

55 

58 

63 

Italy 

942 

876 

800 

776 

714 

680 

608 

542 

522 

Japan 

1823 

1732 

1614 

1624 

1523 

1183 

1314 

1232 

1061 

Mexico 

3047 

3167 

2889 

3106 

2946 

2816 

2854 

2687 

3021 

Poland 

213 

207 

190 

210 

189 

154 

156 

144 

160 

Romania 

247 

234 

162 

163 

173 

152 

311 

285 

229 

United  States 

1258 

1173 

1199 

1097 

964 

866 

830 

726 

669 

Yugoslavia 

377 

465 

399 

335 

332 

280 

247 

189 

192 

46 


93 


TABLE  25  Number  of  deaths  attributed  to  pregnancy,  childbirth,  and  the 
puerperium,  excluding  abortion  and  mortality  ratio  per  100,000  live  births: 
Selected  countries,  1961-69  (continued) 


Country 

796r 

1962 

J  963 

1964 

1965 

1966 

)967 

1968 

!969 

A1    ITV    D/lTir. 

Bulgaria 
Chile 

50 

59 

54 

36 

45 

33 

39 

18 

26 

210 

183 

156 

156 

177 

168 

153 

140 

133 

Czechoslovakia 

35 

40 

31 

29 

30 

23 

22 

26 

X 

England  and  Wales 

28 

29 

23 

21 

20 

21 

France 

39 

37 

32 

28 

27 

25 

27 

24 

20 

German  Federal  Republic 

86 

79 

75 

64 

82 

58 

51 

45 

57 

48 

48 

34 

48 

32 

37 

Italy 

101 

93 

83 

76 

72 

69 

64 

58 

56 

115 

107 

97 

95 

84 

87 

68 

66 

5b 

185 

186 

164 

168 

156 

144 

144 

131 

146 

34 

35 

32 

37 

35 

29 

30 

27 

30 

Romania 

76 

77 

55 

57 

62 

56 

59 

54 

49 

United  States 

29 

28 

29 

27 

26 

24 

24 

21 

19 

Yugoslavia 

89 

113 

98 

84 

81 

70 

63 

50 

bU 

'  International  Classification  of  Diseases,      All?,  and  A120;  1965  Revision.  Intermediate 
1955  Revision.  Intermediate  List  Nos.  A115-      List  Nos.  A112.  A113,  A116.  and  A117 


TABLE  26     Hypothetical  annual  rates  of  pregnancies  and  of  deaths  associated 
with  contraception,  maternity,  and  legal  abortion  per  100,000  women  of  reproductive 
age  in  fertile  unions 


Srarus 


Pregnancies 


Deaths 


1.  No  contraception,  no  abonion 

2.  No  contraception,  all  pregnancies  aborted 

3.  Highly  effective  contraception,  no  abortion 

4.  Moderately  effective  contraception,  no  abortion 

5.  Moderately  effective  contraception,  all  pregnancies 
aborted 


40,000-60,000 

8-12 

100.000 

3 

100 

3 

11.800-13,000 

2 

note:  Ref.  112 


TABLE  27    Deaths  attributed  to  abortion  per  100,000  women  aged  15-44:  Selected 
areas,  1955-61  and  1965-71  


England 

year 

Slovakia 

Hungary 

i  Wales 

France 

1955 

226 

3.17 

0.72 

0.71 

1956 

190 

3.85 

0.79 

1957 

1.58 

2  40  (2.02) 

0.67 

0.65 

1958 

1.08 

2.88  (2.55) 

0.70 

0.73 

1959 

0.52 

2.13(1  75) 

0.52 

1960 

0.59 

1.55(1.27) 

0.69 

0.79 

1961 

0.40 

1.40  (1.26) 

059 
England 

0.55 

Romania 

Hungary 

&  Wales 

New  York  City 

1965 

1.45 

1.11   (1.02) 

0.55(0.51) 

2.49 

1966 

1.87 

1.02(0.89) 

0.56  (0.53) 

1.87 

1967 

3.80 

0.84  (0.75) 

0.36  (0.35) 

1.20 

1968 

4.91 

0.79(071) 

0.53  (0.48) 

1.25 

1969 

5.78 

0.88  (0  79) 

0.37  (0.27) 

1.42 

1970 

6.90 

0.70  (0.65) 

0.34  (0.23) 

1.29  (0.94)' 

1971 

X 

0.39  (0.39) 

0.28(015) 

0.69  (0.34) 

note:  Rates  in  (  )  exiude  deaths  attributed  '  One-year  period  ending  30  June  of  year 

to  legal  abortion.  shovvn  in  stub.  Ref.  88. 
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abortion:    20    deaths    per    100,000 
pregnancies. 

2.  Mortality  associated  with  le- 
gal abortion  at  an  early  stage  of 
gestation:  3  deaths  per  100,000 
abortions,  based  on  statistics  from 
eastern  Europe  (i  13). 

3.  Mortality  associated  with 
highly  effective  contraception:  3 
deaths  per  100,000  users  per  year, 
based  on  studies  in  Great  Britain  on 
excess  mortality  from  thrombo- 
embolic disease  attributable  to  the 
use  of  oral  contraceptives  (58). 

In  addition,  the  following  as- 
sumptions were  made  in  regard  to 
the  three  components  of  the  interval 
between  two  successive  concep- 
tions: average  duration  of  preg- 
nancy—nine months  for  all  births 
and  three  months  for  spontaneous 
and  induced  abortions;  anovulatory 
phase  — four  to  14  months  after  a 
birth,  depending  on  the  extent  and 
average  duration  of  breastfeeding 
and  one  month  after  an  abortion; 
ovulatory  phase -eight  months  in 
the  absence  of  contraception. 

Line  1  of  Table  26  illustrates  the 
reproductive  behavior  of  100,000 
women  neither  using  contraception 
nor  having  induced  abortions.  Under 
the  assumptions  of  the  model,  this 
group  would  have  between  40,000 
and  60,000  pregnancies  in  the 
course  of  one  year.  Given  the  level 
of  maternal  mortaUty,  excluding 
abortion,  of  20  per  100,000  preg- 
nancies assumed  for  the  model, 
these  women  would  experience  be- 
tween 8  and  12  deaths  associated 
with  the  reproductive  process. 

Line  2  assumes  a  noncontra- 
cepting  population  terminating  all 
pregnancies  by  early  legal  abortions. 
Because  gestation  and  the  postges- 
tational  anovulatory  period  are  both 
substantially  shorter  than  under  the 
assumptions  of  the  preceding  Une, 
the  number  of  pregnancies  rises  to 
100,000  resulting  in  3  deaths. 

Line  3  assumes  a  population  not 
using  abortion  and  consistently  us- 
ing a  highly  effective  method  of  con- 
traception —  in  this  case,  oral  contra- 
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ceptives- resulting  in  three  deaths 
from  thromboemboUc  disease.  Be- 
cause the  number  of  pregnancies  is 
very  small,  mortality  associated 
with  pregnancy  or  childbirth  is  nu- 
merically insignificant. 

A  comparison  of  Lines  2  and  3 
shows  that  women  regulating  their 
fertility  exclusively  by  legal  abor- 
tions early  in  pregnancy  are  exposed 
to  a  risk  to  life  of  the  same  order  of 
magnitude  as  an  equal  number  of 
women  using  oral  contraceptives 
consistently  over  the  same  period  of 
time. 

Lines  4  and  5  each  assume  a 
population  using  a  less  effective  but 
completely  safe  type  of  contracep- 
tion that  reduces  the  chance  of  con- 
ception per  cycle  by  90  percent.  This 
level  of  contraceptive  effectiveness 
was  approximately  achieved  by  ur- 
ban American  couples  in  the  1950s 
using  the  diaphragm  or  condom, 
mainly  for  childspacing  and  not  for 
family  limitation.  Line  4  assumes 
no  induced  abortions;  the  number  of 
pregnancies  is  reduced  to  11,800- 
13,000  and  the  corresponding  num- 
ber of  deaths  is  on  the  order  of  2.5 
per  100,000  women  per  year.  Line  5 
assumes  that  all  pregnancies  result- 
ing from  contraceptive  failures  are 
terminated  by  legal  abortions.  The 
number  of  pregnancies  increases 
slightly,  ovraig  to  the  shorter  gesta- 
tion and  postgestational  anovula- 
tory period.  The  expected  number  of 
deaths  drops  to  0.4  per  100,000  or 
less  than  one-seventh  of  the  corre- 
sponding values  shown  in  Line  2  for 
a  noncontracepting  population  ter- 
minating all  pregnancies  by  legal 
abortions  and  in  Line  3  for  a  popula- 
tion using  oral  contraceptives  con- 
sistently. 

On  the  basis  of  this  model,  the 
author  drew  the  following  conclu- 
sion: in  terms  of  the  risk  to  Life,  the 
most  rational  procedure  for  regulat- 
ing fertility  is  the  use  of  a  perfecdy 
safe,  although  not  100  percent  effec- 
tive, method  of  contraception, 
backed  up  by  early  termination  of 
pregnancies  resulting  from  contra- 
ceptive failures,  in  a  medically  safe 
environment. 


Although  in  the  course  of  the 
four  years  that  have  elapsed  since 
this  model  was  pubUshed,  levels  of 
mortahty  associated  with  preg- 
nancy, childbirth,  and  the  puerpe- 
rium,  with  legal  abortion,  and  with 
the  use  of  oral  contraceptives  have 
been  further  reduced,  the  basic  ar- 
gument remains  unaffected.  Ex- 
tension of  the  model  to  a  considera- 
tion of  nonfatal  comphcations  and 
to  countries  with  less  adequate 
medical  facUities  and  services  than 
those  on  which  the  assumptions  of 
the  model  were  based  awaits  the  im- 
provement of  data  in  these  fields. 

It  is  generally  recognized  that 
mortality  is  much  higher  following 
abortions  that  are  self-induced  or 
induced  by  other  untrained  persons 
than  with  those  legally  performed  in 
hospitals  and  cUnics.  It  is  impossi- 
ble, however,  to  quantify  these 
higher  rates,  since  mortality  reflects 
not  only  the  skill  of  the  persons  per- 
forming or  initiating  the  illegal  abor- 
tion, but  also  the  availability  and 
utiUzarton  of  medical  and  hospital 
services  and  the  quabty  of  care,  if 
Life-threaterung  comphcations  de- 
velop. 

In  some  communities,  mortahty 
ratios  may  reach  or  exceed  1,000  per 
100,000  illegal  abortions.  For  most 
countries,  taken  as  a  whole,  the  risk 
is  certainly  much  lower,  especially 
if  many  of  the  iliegal  abortions  are 
performed  early  in  pregnancy  by 
qualified  medical  practitioners  and/ 
or  if  hospital  care  is  readily  avail- 
able. It  is  not  possible,  however,  to 
compute  nationwide  mortality  ra- 
tios for  illegal  abortions  because  the 
number  of  such  abortions  is  not 
known  for  any  country.  Hospital 
statistics  are  not  a  vahd  substitute, 
since  women  with  postabortal  com- 
phcations are  more  hkely  to  be  hos- 
pitaUzed  than  those  without  comph- 
cations. 


EFFECTS  OF  POLICY  CHANGES 

The  final  section  of  this  report  deals 
with  the  effects  of  changes  in  abor- 
tion pohcies  on  trends  in  the  num- 


bers of  legal  abortions,  of  iUegal 
abortions,  of  total  induced  abortions, 
and  of  births,  and  on  contraceptive 
practice.  These  effects  are  more 
readUy  predicted  a  priori  than 
demonstrated  in  terms  of  empirical 
data.  Shifts  in  abortion  pohcy 
usually  occur  in  a  social  chmate 
that  generates  a  broad  spectrum  of 
responses.  But,  in  a  given  situation, 
it  is  difficult  and  often  impossible  to 
isolate  the  responses  mediated  by 
changes  in  abortion  pohcy.  As  would 
be  expected,  the  cause-effect  rela- 
tionships are  more  easUy  recognized 
in  those  situations  where  the  change 
in  abortion  pohcy  is  major  and 
abrupt  rather  than  minor  and  grad- 
ual. 

The  only  fuUy  predictable  result 
of  change  in  abortion  pohcy  is  its 
effect  on  the  number  of  legal  abor- 
tions. As  indicated  in  Table  1,  Ub- 
erahzation  of  poUcy  is  invariably 
followed  by  an  increase  in  the  num- 
bers of  legal  abortions;  conversely, 
adoption  of  a  restrictive  pohcy  re- 
sults in  a  dechne. 

Because  of  the  hazards  associ- 
ated with  illegal  abortion,  one  would 
expect  a  priori  that  hberaUzation  of 
abortion  laws  and  practices  would 
tend  to  reduce  the  number  of  illegal 
abortions,  especially  if  termination 
of  pregnancy  was  authorized  on  so- 
cial and  economic  grounds.  In  fact, 
concern  about  a  large  number  of 
iUegal  abortions,  with  the  attendant 
risk  to  the  life  and  health  of  women, 
is  often  the  primary  reason  for  adopt- 
ing a  more  liberal  abortion  pohcy. 
However,  because  the  numbers  of 
illegal  abortions -either  before  or 
after  the  change  of  pohcy -are  not 
known,  it  is  extremely  difficult  to 
document  the  effects  of  hberaUza- 
tion on  incidence  of  illegal  abortion. 
It  is  necessary  to  rely  on  various  in- 
dicators of  the  frequency  of  illegal 
abortions,  such  as  the  number  of 
deaths  attributed  to  abortion,  or  the 
number  of  admissions  to  hospitals 
for  aftercare  or  for  the  treatment  of 
comphcations.  However,  each  of 
these  indicators  may  be  modified  by 
a  variety  of  factors  of  which  abor- 
tion pohcy  is  only  one.  The  number 
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of  deaths  attributed  to  abortion  may 
decline  because  of  advances  in  the 
treatment  of  compUcations  rather 
than  because  of  any  changes  in  the 
number  of  abortions  or  in  the  inci- 
dence of  comphcations;  the  number 
of  women  admitted  to  hospitals  may 
fail  to  decline  because  of  an  in- 
crease in  the  tendency  to  seek  hos- 
pital care  for  all  types  of  illnesses, 
including  comphcations  of  abortion. 
Moreover,  the  validity  of  the  in- 
dicators may  also  be  affected  by 
changes  in  abortion  pohcy:  more 
deaths  may  be  correctly  attributed 
to  abortion  because  of  controversies 
surrounding  the  change  in  pohcy,  or 
more  women  may  be  wilUng  to  seek 
medical  care  or  admission  to  hospi- 
tals because  of  changes  in  the  cli- 
mate of  pubhc  opinion  associated 
with  a  more  Uberal  pohcy.  Neverthe- 
less, three  generalizations  are  possi- 
ble with  regard  to  the  effects  of  a 
hberahzation  of  abortion  pohcy: 

1.  Moderate  extension  of  the 
indications  for  abortion  involves  a 
comparatively  small  proportion  of 
pregnancies  and,  therefore,  has 
httle  effect  on  the  number  of  legal 
abortions. 

2.  Legal  abortions  at  the  re- 
quest of  the  pregnant  woman  or  on 
broadly  interpreted  social  indica- 
tions substantially  reduce  the  fre- 
quency of  illegal  and/or  self- induced 
abortions,  as  evidenced  by  rapidly 
dechning  numbers  of  deaths  from 
abortion.  In  Hungary  and  Czecho- 
slovakia, where  hberal  abortion 
pohcies  were  adopted  in  the  1950s, 
reported  mortahty  from  abortion 
dechned  by  one-half  and  three- 
fourths,  respectively,  in  the  course 
of  a  few  years.  No  such  dechnes  oc- 
curred over  the  same  period  in  other 
European  countries  with  restrictive 
legislation.  More  recently,  mortahty 
from  abortion  has  dechned  in  Eng- 
land and  Wales  and  in  New  York 
City,  after  abortion  pohcy  had  been 
hberahzed  (Table  27). 

Marked  declines  in  the  numbers 
of  women  admitted  to  hospitals  for 
aftercare  following  abortion  or  for 
the  treatment  of  comphcations  have 
also  been  reported  from  New  York 


City  and  from  Cahfomia,  but  not 
from  England  and  Wales,  Czecho- 
slovakia, or  Hungary  {81.  101,  113, 
121).  Some  of  the  factors  that  may 
have  interferred  with  the  expected 
decline  have  been  discussed. 

3.  Illegal  and/or  self-induced 
abortions  have  not  disappeared  even 
in  such  countries  as  Hungary,  where 
elective  abortions  have  been  avail- 
able for  more  than  a  decade.  This 
stubborn  survival  of  practices  detri- 
mental to  health  probably  reflects 
dissatisfaction  with  the  manner  in 
which  the  official  abortion  services 
are  organized,  especially  with  re- 
gard to  the  protection  of  privacy  (42). 

While  it  can  be  assumed  a  priori 
that  a  change  to  a  more  hberal  abor- 
tion pohcy  reduces  the  number  of 
illegal  abortions,  it  can  also  be  as- 
sumed that  a  change  to  a  more  re- 
strictive pohcy  increases  it.  In  Ro- 
mania, for  example,  the  enactment 
of  a  restrictive  abortion  law  in  1966 
was  followed  by  an  increase  in 
deaths  due  to  abortion,  from  64  in 
1965  to  315  in  1970.  The  correspond- 
ing mortahty  rates  per  100,000 
women  aged  15-44  years  were  1.45 
and  6.90  respectively,  as  shown  in 
Table  27. 

The  greater  availability  of  legal 
abortions  tends  to  increase  the  total 
numbers  of  induced  abortions,  be- 
cause some  pregnancies  are  aborted 
that  otherwise  would  have  been 
carried  to  term.  However,  owing  to 
the  decline  in  illegal  abortions,  the 
increment  in  the  total  number  of  in- 
duced abortions  is  smaller,  abso- 
lutely and  relatively,  than  the  in- 
crement in  the  number  of  legal 
abortions. 

Adoption  of  hberal  abortion  poli- 
cies has  been  followed  in  a  number 
of  countries  by  declines  in  the  birth 
rate  (24.  28,  111,  113,  U 6).  In  some 
countries,  such  as  the  USSR,  in 
1936,  and  more  recently  in  Romania 
and  Bulgaria,  these  declines  were 
perceived  as  contrary  to  the  national 
interest  and  led  to  restrictive  abor- 
tion legislation  (25,  26).  It  would  be 
simphstic,  however,  to  ascribe  de- 
clines in  birth  rates  entirely  to 
changes  in  abortion  pohcy.  Levels 


and  trends  of  birth  rates  are  deter- 
mined by  broad  social  forces,  the  re- 
sponse to  which  is  facihtated  by  a 
greater  avaUabihty  of  abortion. 
Birth  rates  would  probably  have  de- 
clined in  the  sociahst  countries  of 
eastern  Europe  in  the  late  1950s  and 
the  1960s  and  in  the  United  States 
in  the  early  1970s,  even  without  any 
changes  in  abortion  pohcy.  These 
declines  would  have  been  achieved 
by  more  widespread  or  more  dihgent 
use  of  contraception  and  by  more 
frequent  illegal  abortions.  It  appears 
hkely,  however,  that  the  dechne  of 
the  birth  rate  would  have  been  less 
marked  if  abortion  laws  had  not 
been  hberahzed. 

Restrictive  legislation  in  Ro- 
mania was  followed  by  a  sharp  in- 
crease in  the  birth  rate  from  14.3 
per  1,000  population  in  1966  to  a 
level  of  almost  40  per  1,000,  com- 
puted on  an  annual  basis,  in  Sep- 
tember 1967.  By  1971  the  bnth  rate 
had  dropped  to  19.6  per  1,000,  as  the 
Romanian  people  discovered,  or  re- 
discovered, alternate  means  of  fer- 
tihty  regulation,  including  illegal 
abortion  (25). 

The  People's  Repubhc  of  China 
is  the  only  example  of  a  country  with 
a  traditionally  high  birth  rate  where, 
together  with  contraceptive  ser- 
vices, abortion  on  request  has  been 
made  available  not  only  de  jure,  but 
apparently  de  facto  as  well.  Al- 
though nationwide  vital  statistics 
have  not  been  pubhshed,  fragmen- 
tary data  suggest  impressively  de- 
chning birth  rates,  especially  in  ur- 
ban areas.  Whether  the  addition  of 
elective  abortion  to  ongoing  family 
planning  programs  in  other  coun- 
tries would  result  in  similar  de- 
chnes, wdthout  a  restructuring  of 
the  entire  society,  such  as  has  taken 
place  in  China,  is  not  known. 

The  final  question  regarding  the 
effects  of  changes  in  abortion  pohcy 
concerns  the  impact  of  easily  avail- 
able abortion  on  the  practice  of  con- 
traception. Does  legalization  of 
abortion  lead  to  a  deterioration  of 
contraceptive  practice  or  at  least  in- 
terfere with  its  widespread  adoption, 
or  does  it  lead  to  a  greater  aware- 
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ness  of  and  interest  in  contracep- 
tion? Although  this  question  cannot 
be  answered  unequivocally,  since  it 
involves  to  a  considerable  degree 
the  "statistics  of  what  might  have 
been,"  the  foUoviong  observations 
are  relevant. 

In  Japan,  where  abortion  was 
legahzed  in  1948,  the  proportion  of 
married  couples,  with  wives  under 
age  50  years,  practicing  contracep- 
tion increased  from  21  percent  in 
1950  to  59  percent  in  1971,  accord- 
ing to  a  series  of  nationwide  surveys 
conducted  by  the  Population  Prob- 
lems Research  Council  of  the  Maini- 
chi  Newspapers.  In  terms  of  ever- 
users,  that  is,  including  couples  who 
had  used  contraception  previously 
but  were  not  using  it  at  the  time  of 
the  survey,  the  corresponding  fig- 
ures were  31  percent  and  81  percent, 
respectively  (68,  69).  The  increasing 
prevalence  of  contraception  lends 
credence  to  the  beUef  that  the  re- 
ported decline  in  legal  abortion 
since  1955  is  real,  at  least  in  part, 
and  not  the  result  of  less  complete 
reporting. 

For  Hungary,  where  elective 
abortion  was  authorized  in  1956,  no 
time  series  on  the  use  of  contracep- 
tion is  available.  According  to  the 
1966  Fertility  and  Family  Planning 
Study,  about  72  percent  of  women 
married  for  less  than  ten  years  were 
using  or  had  used  contraception, 
roughly  the  same  proportion  as 
among  white  couples  in  the  United 
States  in  1955  (.56).  It  is  unlikely 
that  this  percentage  represents  a 
decline  from  a  previously  higher 
level. 

In  New  York  City  about  67,400 


legal  abortions  were  performed  on 
resident  women  during  the  first  12 
months  of  the  bberalized  abortion 
law,  that  is,  from  July  1970  through 
June  1971,  representing  an  incre- 
ment of  about  65,000  over  the  pre- 
ceding 12  months  (1 1 7).  Most  of  the 
pregnancies  terminated  during  this 
period  would  have  produced  full- 
term  infants  in  1971.  The  number  of 
live  births  during  that  year  was 
about  131,900.  Application  of  the 
age-specific  fertility  rates  of  1970  to 
the  age  distribution  of  women  in 
1971  generates  an  expected  total  of 
150,700  births,  thus  creating  an  im- 
puted decline  of  18,800  births  or 
12.6  percent  of  the  expected  num- 
ber. 

Accepting  this  imputed  decline 
as  a  first  approximation  of  the  num- 
ber of  births  prevented  or  postponed 
by  legal  abortions,  the  next  step  is 
to  estimate  the  number  of  abortions 
required  to  achieve  this  decline.  A 
ratio  of  1.2  abortions  replacing  one 
Uve  birth  is  probably  an  appropriate 
estimate  for  New  York  City.  Hence, 
22,600  legal  abortions  or  35  percent 
of  the  increment  of  65,000  from 
1969/1970  to  1970/1971  may  have 
been  required  to  prevent  18,800 
births  six  months  later.  This  esti- 
mate suggests  that  during  the  first 
year  under  the  new  law  about  42,400 
of  the  legal  abortions  of  New  York 
City  residents  involved  pregnancies 
which,  without  legalization,  would 
have  been  terminated  by  illegal 
abortion  (or,  possibly,  included  some 
pregnancies  resulting  from  deteri- 
oration of  contraceptive  practice). 
During  the  second  year  of  the 
bberalized   abortion  law,   the   esti- 


mated number  of  abortions  of  New 
York  City  residents  was  75,100,  rep- 
resenting an  increase  of  7,700  over 
the  corresponding  total  for  the  pre- 
ceding 12  months.  AppUcation  of  the 
age-specific  fertility  rates  of  1971  to 
the  projected  age  distribution  of 
women  in  1972  generates  a  total  of 
134,500  expected  births,  19,000 
more  than  the  115,500  births  regis- 
tered in  1972.  Hence,  the  decline  in 
the  number  of  births  was  2.5  times 
the  increment  in  the  number  of 
legal  abortions  among  local  resi- 
dents six  months  earlier. 

The  total  number  of  known 
pregnancies  (excluding  pregnancies 
ending  in  spontaneous  fetal  death) 
generating  the  legal  abortions  in 
1970/1972  and  the  hve  births  of 
1972  was  190,600,  compared  with 
199,300  one  year  earlier.  Since  the 
number  of  pregnancies  declined 
during  the  second  year  of  the  liberal- 
ized abortion  law  it  is  quite  unlikely 
that  a  significant  number  of  preg- 
nancies resulted  from  a  deteriora- 
tion of  contraceptive  practice,  even 
during  the  first  year. 

Many  women  requesting  abor- 
tion admit  on  interrogation  that  they 
did  not  use  contraception  or  did  not 
use  it  consistently;  some  investiga- 
tors have  tried  to  draw  conclusions 
from  this  observation  as  to  the  con- 
traceptive habits  of  the  population 
from  which  the  abortion-seekers 
were  drawn.  This  extrapolation  is 
Inadmissible,  because  women  who 
do  not  use  contraception  or  use  it  in- 
consistently are  far  more  hkely  to 
become  pregnant  and  to  need  an 
abortion  than  those  who  practice 
contraception  effectively. 


APPENDIX  A 

Estimated  Distribution  of  Abortions  and 
Live  Births  by  Women's  Age  at  Conception 

The  "de-aging"  of  women  having  abortions  was  car- 
ried out  by  the  following  procedure.  For  three  countries 
where  numbers  of  abortions  were  available  by  single 
years  of  age  at  abortion  (Czechoslovakia  1967  and 
1968,  England  and  Wales  1969  and  1970,  United  States 
JPSA  data)  the  numbers  for  each  year  were  divided 
into  quarters  using  an  osculatory  formula  suggested 


by  Professor  Nathan  Keyfitz.  Five-year  age  groups  were 
aggregated  and  the  percentages  of  abortions  falling 
within  the  first  three  months  of  each  five-year  age 
group  were  estimated.  (The  abortions  in  the  first  three 
months  approximate  those  pregnancies  that  were  con- 
ceived whUe  the  woman  was  in  the  next  younger  age 
group  and  that  must  be  shifted  to  the  younger  group 
in  converting  to  age  at  conception.)  The  ratio  of  abor- 
tions in  each  five-year  age  group  compared  with  the 
next  younger  group  was  sdso  computed.  Thus  for  each 
country  and  year  the  following  data  were  created: 
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10-14 
15-19 
20-24 
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Percentage  of 
Age  at  Number  of        Ratio  to  prior     abortions  in  first 

abortion         abortions  age  group  3  months 


X2=  100  n-Jn, 
X:,  =  100n,/n2 


Countries  where  Abortion  is  Legal  to  Pre- 
serve THE  Life  of  the  Pregnant  Woman  only 

Algeria,  Bangladesh,  Chile,  Egypt,  France,  Guatemala 
Iran,  Iraq,  Ivory  Coast,  Khmer  Republic,  Kuwait, 
Liberia,  Luxembourg,  Malaysia,  Netherlands,  New 
Zealand,  Nicaragua,  Nigeria,  Pakistan,  Paraguay, 
Senegal,  South  Africa,  Spain,  Venezuela. 


When  the  x's  and  y's  were  plotted  simultaneously, 
they  were  found  to  possess  a  Unear  relationship,  except 
for  the  youngest  and  oldest  age  groups.  AppUcation  of 
the  least  squares  formula  for  hne-fitting  to  all  the  data 
generated  yielded  the  equation  j/  =  0. 011313  x  +  4.228. 
This  equation  allowed  y,  the  percent  of  abortions  oc- 
curring In  the  first  three  months  of  a  given  five-year 
age  group,  to  be  estimated  when  data  by  single  year  of 
age  were  unavailable.  This  percentage  was  converted 
to  the  number  of  abortions  in  the  first  three  months, 
which  was  shifted  to  the  next  younger  age  group.  This 
operation  was  performed  on  each  five-year  age  group 
and  the  resulting  distribution  was  assumed  to  be  that 
of  abortions  by  age  at  conception.  Estimated  numbers 
of  women  aged  10-14  and  44-49  years  were  combined 
with  those  in  the  next  older  and  younger  age  groups,  re- 
spectively. 

The  process  for  de-aging  women  having  Uve  births 
was  identical,  except  that  live  births  within  the  first 
nine  months  of  each  five-year  age  group  were  shifted 
to  the  next  younger  group.  Live  birth  data  by  single 
year  of  age  at  birth  from  Czechoslovakia  1964,  Eng- 
land and  Wales  1968  and  1969,  Hungary  1963  and 
1967,  Sweden  1968  and  1969,  and  the  United  States 
1965  and  1968  were  used  in  deriving  the  formula  y'  = 
0.016193  .v'  +  15.324.  Abortions  and  hve  births,  by  age 
at  conception,  were  then  used  in  computing  the  age- 
specific  abortion  ratios. 


APPENDIX  B 

Synopsis  of  Abortion  Laws 

Table  28  presents  a  synopsis  of  the  abortion  laws  of 
98  countries  as  of  fall  1973.  The  table  is  based,  in  its 
content,  updated  where  necessary,  and  to  some  extent 
in  its  format,  on  a  compilation  by  the  International  Ref- 
erence Center  for  Abortion  Research."  Readers  are  also 
referred  to  an  earlier  compilation  by  the  World  Health 
Organization.'^" 


Countries  where  Abortion  is  Illegal 
without  Exception 

Barbados,  Belgium,  Bolivia,  Colombia,  Dominican 
Republic,  El  Salvador,  Guyana  Haiti,  Hong  Kong, 
Indonesia,  Ireland,  Jamaica,  Panama,  PhUippines, 
Portugal,  Taiwan,  Trinidad  &  Tobago,  Vietnam,  Re- 
public of. 


Countries  Where  Abortion  is  Legal 
on  Extended  Grounds 


Country 


Medi-     Eu-         Juridi-     So-      Elec- 
cal         geitic'     cal-  cial    live' 


Argentina 

X 

X 

Australia 

X^ 

(South 
AustraUa) 

X^ 

X 

x^ 

Austria 

X 

BrazU 

X 

Bulgaria 

x^ 

X 

X 

x<= 

Cameroon 

X 

X 

Canada 

X 

China,  People's 
RepubUc 

x 

Costa  Rica 

X 

Cuba 

X 

X 

X 

Cyprus 

X-" 

Czechoslovakia 

X^ 

X 

X 

X 

Denmark 

X 

Ecuador 

X 

X 

Ethiopia 

X 

Finland 

x-- 

X 

X 

X 

German  Dem. 
Rep. 

X 

German  Fed. 

Rep. 

X 

Ghana 

X 

Greece 

x 

X 

Honduras 

X 

Hungary 

X 

Iceland 

X' 

X 

X 

India 

x^ 

X 

X 

x= 

Israel 

X 

Italy 

X 

Japan 

X* 

X 

X 

x= 

Jordan 

X 

Kenya 

X 

Korea,  Republic 
of 

X' 

X 

X 

x 

Lebanon 

X 

Mauritius 

X 
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Countries  Where  Abortion  is  Legal 
ON  Extended  Grounds  (cont.) 


Country 


Medi- 
cal 


Eu- 
genic' 


J II  rid  i-     So- 
cal-  cial 


Elec- 
tive^ 


APPENDIX  C 


Fees  for  Legal  Abortions: 
Selected  Areas  and  Years 


Mexico 

Morocco  X 

Norway  X'' 

Peru  X 

Poland  X^ 

Romania  X^ 

Sierra  Leone  X^ 

Singapore  X-i 

Sudan  X 

Sweden  X' 

Switzerland  X 

Syria  X 

Thailand  X 

Tunisia  X 

Turkey  X 

Uganda  X^ 
USSR 

United  Kingdom"       X^ 
United  States 

Uruguay  X 
Vietnam,  Dem. 

Rep. 

Yugoslavia  X« 

Zambia  X^ 


X 
X 

X5 

Area 

Year 

national  currency 

X 

California 

12  weeks  gestation 

1973 

$145-600  (usually 

X 

X 

or  less 

less  than  $200) 

13  weeks  gestation 

1973 

$310-850  (usually 

X 

X 

X' 

or  more 

$500) 

X 

Czechoslovakia 

1971 

According  to 

income:  free-30% 

less  than  300 

X 

X 

x^ 

Korunas  (Kc)  179?-; 
300-599  Kc-38%; 
more  than  600 
Kc-15% 

X  X'» 


X  X 

x= 


Note-  Footnote  4  of  Table  1  does  not  apply  to  thi: 


able 


ntrauterlne  damage  to  fetus 


'  Genetic  defect  and/o 

-  Rape,  incest,  etc- 

'  Elective  within  first  10  v»eeks  of  gestation  rBulgaria),  first  tri- 
(China,  Denmark,  German  Democratic  Republic,  Hungary, 
USSR),  or  until  viability  (United  States).  Generally  available  thereafter 
on  medical  grounds  only.  Some  countries  stipulate  no  other  induced 
abortion  in  the  preceding  6  months  (Bulgaria,  German  Democratic  Re- 
public. USSR)  or  12  months  (China)  prior  to  elective  abortion. 

*  "Mental  health"  specifically  mentioned  in  the  law 
'"Social-medical"  indication  -  refers  to  laws  permitting  abortion 

on  medical  grounds,  i.e.  to  avert  a  threat  to  the  health  of  the  woman 
(or,  in  the  United  Kingdom,  to  any  existing  children  of  her  family)  and 
further  permitting  consideration  of  sociu/  factors  in 
this  threat  to  health. 

•^  For  women  with  2  or  more  children,  women  ove 
or  unmarried  women  under  18. 

■  For  women  over  45  or  having  4  or  more  children 

*  Excluding  Northern  Ireland. 
"Decisions  by  Supreme  Court,  22  January  1973. 
'" "      .  in  cases  where  an  abortion  is  performed 

serious  economic  difficulty  [angustia  economical  ...  the  penalty  may 
even  be  totally  waived." 


valuation  of 


ith  1  child. 


Denmark 

England  and  Wales 

N.H.S.  hospitals 

Private  sector 

"charity" 

Private  sector 

"commercial" 

Hungary 

Medical  indications 

Social  indications 

Japan 

12  weeks  gestation 
or  less 

13  weeks  gestation 
or  more 

Korea 

New  York  Citv 

12  weeks  gestation 
or  less 

Clinic  patient 
Hospital  outpatient 

13  weeks  gestation 
or  more 

Romania 

Singapore 

Sweden 

USSR 

Therapeutic 
Voluntary 

Yugoslavia 

Ljubljana 
Novi  Sad 


1973 

1971 
1971 
1971 

1970 
1970 


Free 

Free 

45-65  pounds 

150  pounds 

Free 

300  forints 


1973         15,000-22,000  yen 


1973 
1971 


50,000  yen  and  up 
1,000-4,000  won 


1972  $100-180 

1972  $150-200 

1972  $300-550 
1957-1966  30  leu 

1973  five  dollars 
1973  Free 

1970  Free 

1970  five  rubles 

1973  260  dinars 

1973  150  dinars 
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Dr.  TiETZE.  I  have  limited  myself  to  European  and  North  Ameri- 
can areas.  As  you  can  see  the  number  of  abortions  involved  m  these 
statistics  are  very  large  and  the  number  of  deaths  are  small,  you  will 
have  to  look  primarily  at  the  pattern  of  rates  as  a  whole.  Individual 
death  rates  based  on  half  a  dozen  deaths  are,  of  course,  subject  to 
random  variation.  . 

Now  I  would  like  to  stress  that  in  all  of  these  countries,  except 
the  United  States,  there  exists  a  special  system  of  reporting  legal 
abortions  which  also  includes  the  associated  deaths;  hence  it  is  pos- 
sible to  relate  numbers  of  deaths  from  abortion  to  the  characteristics 
of  the  women,  including  the  duration  of  the  pregnancy  and  the 
surgical  procedures.  .    . 

I  would  say  that  all  of  the  countries  included  here  have  statistical 
systems  in  which  I  would  have  considerable  confidence.  You  can  see, 
for  instance,  in  Table  3,  how  the  mortality  has  declined  m  Sweden 
since  the  1940's  and  in  Denmark,  Hungary,  and  Czechoslovakia 
since  the  1950's.  The  important  thing  to  consider  here,  is  the  fact 
that  the  practices  of  abortion,  as  regulated  by  law  and  by  medical 
custom,  from  country  to  country.  For  instance,  in  Sweden  m  past 
years,  most  abortions  were  done  quite  late  in  pregnancy  but  there 
has  been  a  dramatic  shift  in  the  last  5  years  from  later  to  earlier 
abortions.  A  similar  shift  has  taken  place,  less  dramatically,  m 
England  and  also  in  the  United  States,  whereas  in  Czechoslovakia 
and  in  Hungary  abortion  has  always  been  limited  to  the  first  12  weeks 
of  pregnancy,  with  the  exception  of  rare  medical  cases. 

If  you  look  at  the  statistics  for  England  and  Wales  and  for  the 
United  States,  as  shown  in  table  3,  you  will  see  that  the  mortality 
rates  are  substantially  higher  in  England  than  in  the  United  States ; 
the  reason  for  this  lies  in  a  combination  of  several  factors. 

First,  the  medical  authorization  required  by  the  British  Abortion 
Act  results  in  a  larger  proportion  of  legal  abortion  m  the  second 
trimester.  Second,  in  the  United  Kingdom,  abortion  is  far  more 
often  combined  with  sterilizing  operations  which  increases  the  risk 
to  the  woman  because  she  is  really  subject  to  two  procedures,  and 
third,  our  British  colleagues  still  use  procedures  in  the  second  tri- 
mester which  are  not  considered  suitable  for  the  second  trimester 
by  American  gynecologists. 

In  table  4  I  have  made  an  attempt  to  compare  some  data  trom 
England  and  Wales  and  from  New  York  State.  While  the  overall 
mortality  rates  in  table  3  may  be  quite  different,  when  you  come 
down  to  abortions  without  sterilization  in  the  first  trimester,  at  12 
weeks  of  gestation  or  less,  the  mortality  rates  in  England  is  3.8  and 
in  New  York  it  is  2.9  per  100,000  legal  abortions.  Given  the  small 
numbers  of  deaths  on  which  these  rates  are  based,  they  are  certainly 
not  significantly  different,  nor  are  they  different  m  the  second  tri- 
mester, at  13  weeks  of  gestation  or  more. 

I  would  like  to  mention  specially  that  the  deaths  shown  here  from 
New  York  State  include  the  deaths  of  several  women  who  obtained 
abortions  in  New  York,  because  of  its  liberal  abortion  law,  then 
went  home,  developed  complications,  and  died  in  their  home  States. 
The  population  council,  together  with  the  New  York  City  Health 
Department  and  with  the  Center  for  Disease  Control,  sponsored  a 
survey  of  all  gynecologists  in  the  United  States  to  locate  these  addi- 
tional deaths. 
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Senator  Bath.  I  hate  to  keep  coming  back  to  the  Japanese  sit- 
uation, but  I  want  to  make  absolutely  certain  that  I  heard  and  under- 
stood what  you  said. 

You  said  that  there  were  a  number  of  legally  performed  abortions 
by  doctors  in  the  sterile  atmosphere  of  an  operating  room  that  were 
unreported.  Did  I  also  understand  you  to  say  that  there  were  still 
illegal  abortions  of  significant  proportions  going  on  in  Japan  or 
have  those  been  terminated? 

Dr.  TiETZE.  I  did  not  say  that  there  were  illegal  abortions  done  in 
large  numbers  in  Japan.  I  have  not  come  across  any  such  statement 
in  the  literature.  However,  I  have  said  that  illegal  abortion  has  not 
completely  disappeared  in  certain  other  countries,  even  after  several 
years  of  legalization.  The  main  reason  for  that  appears  to  be  that  in 
these  countries  the  necessary  procedure  for  obtaining  a  legal  abortion 
involves  a  lower  level  of  privacy  than  women  are  willing  to  accept. 

For  instance,  we  know  that  some  women  die  from  illegal  abortion 
in  Hungary,  and  it  is  estimated  that  a  few  thousand  illegal  abortions 
are  still  being  done  each  year.  Apparently,  these  cases  involve  mostly 
women  in  two  sets  of  circumstances.  Some  of  them  may  have  missed 
the  12-week  limit,  so  they  cannot  be  legally  aborted  and,  therefore, 
they  may  go  to  a  wise  woman  in  the  town  or  else  they  may  be  women 
who  are  known  in  the  hospital,  have  friends  there,  who  want  to  cover 
up  not  the  abortion,  but  the  pregnancy,  because  their  husbands  might 
have  been  away  working  elsewhere,  or  whatever,  and  because  of  their 
concern  for  privacy  they  do  not  seek  to  obtain  abortion  through  of- 
ficial channels. 

In  Japan  this  would  not  be  an  important  factor,  because  most 
Japanese  abortions  are  done  by  physicians  in  their  own  offices,  many 
of  which  have  a  few  beds  attached  which  is  an  established  form  of 
medical  practice  in  Japan,  rather  than  in  public  hospitals  as  would 
be  the  case  in  Hungary.  Illegal  abortions  are  not  a  major  problem  in 
Japan  unless  you  define  failure  to  report  as  constituting  illegality. 

Senator  Bath.  In  looking  at  the  world  picture,  inasmuch  as  you 
suggested  that  Dr.  Tyler  might  be  the  best  to  ask  questions  relevant 
to  the  picture  in  the  United  States,  have  you  been  able  to  arrive  at 
some  conclusion  relative  to  the  degree  to  which  legal  abortions  de- 
crease the  use  of  other  means  to  prevent  pregnancy. 

Is  there  any  correlation  there? 

Dr.  TiETZE.  Your  question  is  difficult  to  answer  and  the  answer  is 
probably  most  closely  related  to  the  stage  of  development  both  of 
contraceptive  knowledge  and  practice  and  to  the  availability  of  con- 
traceptive services. 

Legal  abortion  was  introduced  in  Japan  in  1948  and  reintroduced 
in  the  Soviet  Union  and  introduced  in  other  countries  of  Eastern 
Europe  in  the  1950's.  At  that  time,  what  we  call  "modern  contracep- 
tives" such  as  the  pill,  also  the  modern  intrauterine  devices,  did  not 
exist,  nor  was  voluntary  sterilization  being  used  to  any  extent,  par- 
ticularly not  in  Eastern  Europe  where  it  has  become  associated  in  the 
public  mind  with  the  use  of  involuntary  sterilization  during  the  Nazi 
period. 

In  these  countries  with  relatively  primitive  contraception,  legal 
abortion  was  introduced.  It  may  very  well  be  that  the  adoption  of 
modern  contraceptives  has  been  slower  Japan  and  Eastern  Europe 
than  it  might  have  been  without  the  liberalization  of  abortion  laws. 
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Senator  Bath.  I  understand  what  you  said  is  relevant.  Familiarity 
with  contraceptive  devices  and  the  historical  background  in  the 
country  all  relate  to  the  use  of  contraceptives.  But  in  a  country  where 
abortions  are  made  legal  or  laws  are  changed  which  might  make 
them  more  readily  available,  have  you  had  a  decline  in  the  same 
country  in  the  use  of  contraceptives? 

Dr.  "Tietze.  In  Japan,  where  abortion  was  legalized  in  1948,  the 
proportion  of  married  couples  practicing  contraception  increased 
from  21  percent  in  1950  to  59  percent  in  1971,  according  to  a  series  of 
nationwide  surveys  conducted  by  the  Population  Problems  Research 
Council  of  the  Mainchi  newspapers.  In  terms  of  "ever-users,"  that 
is  including  couples  who  had  not  used  it  at  the  time  of  the  survey, 
the  corresponding  figures  were  31  percent  and  81  percent  respectively. 
Hence  there  has  been  a  substantial  increase  in  the  reported  practice 
of  contraception  in  Japan  during  the  years  of  legalized  abortion.  As 
I'v  said  earlier,  there  has  also  been  a  decline  in  the  reported  number 
of  abortions  and  these  two  observations  taken  together  suggest  that 
while  the  level  of  legal  abortions  in  Japan  may  be  grossly  under- 
stated, the  decline  was  a  real  one. 

In  Hungary  the  number  of  legal  abortions  has  declined  more  than 
13  percent  since  1969,  without  any  change  in  law,  but  combined  with 
increasing  distribution  to  turn  to  contraception  and  away  from  abor- 
tion. 

From  England  we  have  reports  that  the  medical  profession  has 
become  far  more  willing  to  give  contraceptive  advice  after  the 
Abortion  Act  of  1967  came  into  force.  Presumably  there  is  now  more 
contraception  in  most  segments  of  the  British  population,  rather  than 
less. 

In  New  York,  as  I  have  already  said,  I  cannot  see  any  evidence  of 
a  deterioration  of  contraceptive  practice. 

Senator  Bayh.  Thank  you  very  much.  Doctor,  you  have  been  very 
kind. 

Dr.  Tietze.  Thank  you,  sir. 

Senator  Bath.  Our  next  witness  is  Dr.  Andre  E.  Hellegers,  pro- 
fessor of  obstetrics  and  gynecology  at  Georgetown  University  Hos- 
pital, director  of  The  Joseph  and  Rose  Kennedy  Institute  for  the 
study  of  human  reproduction  and  bioethics  in  Washington. 

Dr.  Hellegers,  we  appreciate  your  coming  here  this  morning. 

Dr.  Hellegers.  Senator,  I  want  to  make  it  clear  that  I  am  testify- 
ing on  behalf  of  myself  and  not  of  any  organization  that  I  am  af- 
filiated with. 

STATEMENT  OF  DR.  ANDRE  HELLEGERS,  PROFESSOR  OF  OBSTET- 
RICS AND  GYNECOLOGY  AT  GEORGETOWN  UNIVERSITY  HOS- 
PITAL; AND  DIRECTOR,  THE  JOSEPH  AND  ROSE  KENNEDY 
INSTITUTE  FOR  THE  STUDY  OF  HUMAN  REPRODUCTION  AND 
BIOETHICS,  WASHINGTON,  D.C. 

Dr.  Hellegers.  It  seems  to  me  that  the  subject  of  abortion  has  been 
discussed  in  many  ways,  but  factually,  there  would  not  be  very  much 
discussion  of  abortion  if  it  were  not  for  the  fact  of  whether  what  was 
involved  was  killing  a  human  life  or  not.  That  is  still  the  fund- 
amental problem. 
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I  think  it  is  necessary  to  state  that  issue  a  little  more  clearly  be- 
cause usually  the  question  is  put  to  the  obstetrician  in  the  form  of: 
When  does  human  life  begin  ?  And  that  may  be  putting  the  question 
in  a  form  which  would  confuse  things  rather  than  to  clarify  them. 

I  think  there  is  not  any  question  of  when,  biologically,  human 
life  begins.  Of  course,  I  think  we  know  in  general  that  that  is  at 
conception  and  to  say  that  it  begins  at  any  other  time  is  sort  of  bio- 
logical nonsense.  Sperm  alone  do  not  lead  to  the  birth  of  babies,  nor 
do  ova  alone,  but  it  is  when  the  two  are  fused  that  the  process  of 
human  development  starts  and  I  will  add  that,  with  in  vitro  fertiliza- 
tion, this  becomes  clearer  and  clearer  each  day. 

But  I  suspect  that  this  fact  is  not  what  the  abortion  debate  is 
about.  That  the  fetus  is  alive  and  not  dead  I  think  is  fairly  clear  here. 
If  it  were  dead,  the  abortion  would  not  be  necessary.  That  the  fetus 
is  biologically  human  I  think  is  also  clear,  because  it  simply  puts  It 
into  a  category  of  life  that  is  different  than  the  cat,  the  rat,  or  the 
elephant  or  any  other  species.  So  yes,  the  human  fetus  represents  a 
human  biological  life  and  genetically  it  is  different  than  any  other 
life. 

But  I  think  what  those  who  do  not  oppose  abortion  mean  to  convey 
is  that  this  life  is  not  human  or  valuable  to  be  protected.  And  that 
goes  under  many  words :  It  has  no  value,  no  dignity,  no  soul,  or  no 
personhood  or  no  right  to  be  protected  under  the  Constitution. 

That  is  not  a  biological  question.  That  is  a  value  issue. 

Senator  Bath.  Since  you  have  raised  it,  I  think  it  is  not  totally  un- 
related to  the  question  that  the  committee  has  to  decide. 

Dr.  Hellegers.  Well,  that  is  true,  but  I  think  what  you  are  facing 
is  a  valid  issue  and  not  a  biological  one.  I  think  the  biology  of  em- 
bryology is  very  clear  and  the  problem  now  becomes:  Are  there  to 
be  live  and  not  dead  humans,  not  rats  or  cats,  who  are  to  be  con- 
sidered devoid  of  value  or  dignity  or  soul  or  meaningfulness  or  pro- 
tection under  the  Constitution  or  whatever  word  or  phrase  people  use 
who  decide  to  include  it  or  exclude  it  from  the  human  race. 

Now,  I  am  puzzled  by  the  selectivity  with  which  some  would  apply 
abortion.  I  would  have  to  say  initially  that  if  I  did  not  believe  that 
the  fetus  was  part  of  the  human  race,  I  would  be  an  abortion  on  de- 
mand type  individual. 

I  do  not  understand,  for  instance,  why  genetic  counselors  would 
approve  of  abortion  of  fetuses  if  they  were  abnormal,  but  in  a  recent 
poll  96  percent  said  they  would  not  do  an  abortion  if  the  fetus  were 
of  the  wrong  sex.  It  seems  to  me  that  if  a  fetus  of  the  wrong  sex 
does  not  represent  human  life,  I  do  not  quite  see  why  the  abortion 
was  refused. 

I  do  not  quite  understand  those  who  say  they  do  not  like  abortion 
and  would  only  like  to  use  it  as  a  last  resort,  as  a  backup,  as  it  is 
often  called.  If  abortion  does  not  kill  human  life,  why  should  it  be  a 
last  resort  and  not  a  first  resort  in  birth  control? 

I  could  very  well  imagine  some  women  who  might  feel  much  better 
with  one  abortion  per  year  than  a  pill  per  day,  but  somehow  we  still 
have  this  question  about  whether  we  shall  assign  no  value  to  certain 
categories  of  human  existence  and  in  this  case,  the  fetus. 

NoAv  inevitably  physicians  are  asked  certain  questions,  as  Dr. 
Tietze  was,  on  certain  public  health  issues,  and  I  want  to  touch  on 
some. 
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The  first  claim  or  the  first  thing  which  is  usually  talked  about  is 
the  issue  of  whether,  by  legalizing  abortion,  one  can  save  maternal 
lives  in  general.  Perhaps  one  can,  but  one  should  look  at  those  figures 
carefullv,  for  they  are  usually  presented  in  terms  that  are  almost 
ununderstandable,  I  think,  to  the  layman— 3.2  per  100,000  live  births, 
or  something  that  one  cannot  directly  grasp.  So  I  think  that  the 
absolute  numbers  are  perhaps  much  more  revealing. 

I  have  appended  a  table  that  gives  the  death  from  abortions  and 
the  total  number  of  maternal  deaths  in  the  United  States  from  1942 
through  1972.  We  do  not  have  1973  data  available.  They  come  from 
"U.S.  Vital  Health  Statistics"  from  the  National  Center  for  Health 
statistics. 

If  you  go  down  the  first  set  of  columns,  you  will  see  that,  m  1942, 
there  were  in  the  United  States  1,231  abortion  deaths  but  that  de- 
creased quite  markedly,  obviously,  with  better  blood  transfusion  serv- 
ices and  antibiotics  and  was  down  to  160  in  1967  and  then  went  down 
further  to  128  by  1970  to  120  in  1971  and  then  for  some  mysterious 
reason  rose  to  140  in  the  year  1972. 

If  you  take  your  last  6  years  you  could  sort  of  make  antiabortion 
hay  out  of  those  figures,  and  say  these  are  the  only  years  in  which  the 
abortion  deaths  have  not  gone  down  and  in  fact,  in  1972  it  has  gone 
up  in  the  country  as  a  whole. 

But  that  is  actually  unfair  because  what  the  problem  becomes,  is 
that  you  begin  to  deal  with  such  low  numbers  that  it  is  almost  im- 
possible to  make  progress  in  terms  of  saving  many  lives. 

I  have  appended  also  a  set  of  tables,  which  I  think  you  have,  which 
show  the  abortion  deaths  for  the  States  of  every  Senator  on  the  sub- 
committee ;  if  you  are  interested  in  Indiana,  for  instance,  I  put  that 
down  from  1942. 

Do  you  have  these  papers? 

In  Indiana,  for  instance,  by  1964  there  was  only  one  death  per  year 
from  abortions.  By  1966  and  1967,  there  were  none. 

That  simply  says  that  to  look  at  abortion  as  a  health  program  to 
save  lives  in  Indiana  is  essentially  impossible,  because  you  cannot 
have  fewer  deaths  than  zero.  So  it  is  not,  I  think,  primarily  the  sav- 
ing of  maternal  lives  which  is  the  key  issue.  In  the  whole  of  the  abor- 
tion business,  the  morbidity  figures  are  probably  much  more  signifi- 
cant than  the  other. 

Now  it  makes  no  public  health  sense,  if  life-saving  is  what  you  are 
interested  in,  to  say  let  us  do  a  million  abortions  a  year  at  a  cost 
of  $150  each,  which  constitutes  an  expenditure  of  $150  million,  to 
save  10  lives,  because  you  could  certainly  spend  that  $150  million 
much  more  efficiently  saving  life  elsewhere  and  in  much  larger 
numbers. 

Once  again,  I  think  the  issue  is  not  really  the  issue  of  does  one  save 
maternal  lives  by  some  public  health  program  in  this  way. 

The  statement  has  also  been  made,  in  testimony  that  I  have  read 
before  your  committee,  which  is  rather  amazing  namely  that  abortion 
decreases  infant  mortality.  Now,  that,  of  course,  is  sort  of  an  ab- 
surdity, because  no  infant's  life  can  be  saved  by  aborting  another 
fetus.  You  cannot  save  Susie  by  aborting  Katy.  And  obviously,  also, 
if  one  does  1  million  abortions,  none  of  these  fetuses  will  ever  be  old 
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enough  to  become  infants,  which  is  very  much  like  saying  that  the 
Vietnam  war  was  a  first  rate  cancer  prevention  program  for  50,000 
young  Americans  who  were  killed  before  they  got  cancer. 

What  one  does  here  is  simply  end  life  before  one  qualifies  by  age 
for  the  next  disease  by  which  one  may  die.  So  to  me  it  is  an  enormous 
puzzle  that  somebody  may  try  to  think  of  abortion  as  a  method  of 
decreasing  infant  mortality.  And  of  course,  this  is  presented  as  a 
death  rate,  and  it  is  useful  to  know  how  a  rate  is  set  up.  A  rate  is  so 
many  deaths  per  hundred  of  the  existing  category,  or  1,000  of  the 
existing  category. 

And  what  happens — and  I  have  written  some  papers  on  this  par- 
ticular subject — is  that  say  fourth  children  have  a  higher  chance  of 
dying  than  third  children.  Then  if  the  fourth  child  is  not  had,  the 
total  mortality  rate  looks  better.  And  in  this  way,  a  sa  matter  of  fact, 
you  can  improve  infant  mortality  statistics  by  not  having  certain 
children.  But  what  you  are  dealing  with  is  statistical  artifacts;  it  is 
not  that  infant's  life  A  is  saved  because  fetus's  life  B  is  aborted. 

Now,  I  think  that  the  analysis  obviously  should  not  cease  there,  but 
I  want  to  bring  out  as  an  initial  fact  that  decreasing  maternal  mor- 
tality or  decreasing  infant  mortality  by  performing  a  million  abor- 
tions per  year  is  a  sort  of  public  health  absurdity. 

Now,  there  are  then  certain  other  things  that  come  up.  Legalized 
abortion  is  said  to  have  decreased  morbiidty  from  illegal  abortion, 
and  I  strongly  suspect  that  this  is  true.  In  fact,  I  believe  it  to  be 
true.  Now,  however,  it  also  in  itself  causes  certain  morbidities,  and 
the  troubling  fact  is  that  about  half  of  all  the  abortions  in  the  United 
States  at  the  present  time  are  done  in  the  unmarried,  who  are  pre- 
cisely at  the  greatest  risk  of  some  of  this  morbidity.  For  instance, 
Swedish  and  Norwegian  figures  cite  an  incidence  of  sterility  follow- 
ing abortion  of  about  4  percent.  Now,  we  have  no  U.S.  figures  for 
this  either.  But  it  is,  for  instance,  interesting  that  as  Tietze  said,  most 
of  the  effects  of  abortions  are  studied  in  terms  of  the  short  term, 
whereas  sterility  is  something  that  you  do  not  disover  say  until  5 
years  after  you  have  had  the  abortion,  particularly  if,  as  in  the 
ITnited  States,  half  of  all  the  abortions  are  done  on  the  nonmarried. 

Now  that  leads  to  certain  problems.  If  we  are  to  do  one  million 
legal  abortions  in  the  United  States,  and  500,000  of  these  are  on  the 
unmarried,  if  the  4  percent  sterility  is  true,  then  we  are  causing 
20,000  sterility  problems  per  year.  And  that  is  something  of  a  health 
problem,  because  it  is  irreversable. 

It  is  not  like  infection  which  one  can  control  by  penicillin,  or  blood 
loss,  which  one  can  replace.  These  are  irreversible  changes. 

Senator  Bath.  Do  we  have  any  comparable  studies  as  to  possible 
sterility  caused  by  use  of  various  contraceptive  devices? 

Dr.  Hellegers.  No,  none  that  I  know  of  presently.  Senator.  There 
have  been  some  reports  of  prolonged  absence  of  ovulation  following 
prolonged  pilltaking  and  coming  off,  but  in  terms  of  a  public  health 
problem  of  permanent  sterility  with  contraception  there  has  been  no 
comparable  study,  no. 

Senator  Bath.  The  intrauterine  device  has  not  presented  any 
complications? 

Dr.  Hellegers.  Well,  not  that  itself.  There  is  some  sterility  that 
comes  from,  the  rare  instance  where  the  lUD  is  put  in  and  the  uterus 
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is  perforated  in  the  introduction,  but  those  are  not  massive  sorts  of 
public  health  problems,  if  you  like.  There  will  be  instances  of  this. 

So  I  think  sterility  is  one  of  the  sort  of  morbidity  problems  that  is 
long  term,  and  I  should  not  misrepresent  the  fact,  of  course,  as  Dr. 
Tietze  points  out,  certainly  illegal  abortion  can  cause  sterility,  too.  So 
it  is  only  to  the  extent  that  more  abortions  are  done  that  we  up  cer- 
tain of  these  figures. 

To  my  mind,  an  equally  serious  problem  is  the  beginning,  and  I 
stress  beginning  because  it  is  not  yet  fully  analyzed,  but  increasing, 
evidence  that  aborting  a  first  pregnancy  yields  a  considerable  in- 
crease in  the  births  of  prematures  in  subsequent  pregnancies.  Now, 
as  you  know,  prematurity  has  long  been  known  to  be  associated  with 
an  "increased  incidence  in  cerebral  palsy,  mental  retardation  and  lesser 
forms  of  damage  to  the  central  nervous  systems,  such  as  learning 
disabilities.  And  in  general  one  can  follow  the  principle  that  the 
more  serious  the  prematurity,  the  more  serious  the  consequence. 

At  the  present  time  I  am  ^lad  to  know  that  Federal  funds  are 
being  spent  to  study  this  particular  mattr  of  prematurity  in  subse- 
quent pregnancies.  But  again,  the  data  at  present  imply  that  first 
pregnancies  aborted,  which  is  about  half  of  it  in  the  United  States, 
yield  the  greatest  damage,  and  the  later  in  pregnancy,  the  worse  the 
"consequences.  That  generally  means  one  can  follow  the  general  rule: 
the  earlier  the  abortion  is  done,  the  better  for  public  health  reasons. 

Now,  it  is  difficult  to  assess  the  precise  damage  which  may  be  in- 
curred in  human  or  financial  terms  if  these  data  pan  out.  But  let  me 

try. 

For  women  who  have  had  an  abortion  in  the  first  12  weeks,_  which 
is  the  most  favorable  group,  the  data  are  still  highly  disturbing.  In 
one  study  group  of  143  women,  30  percent  who  had  an  abortion 
subsequently  delivered  prematurely,  compared  to  11.2  percent  in  the 
143  control  women  who  had  not  had  an  abortion.  So  prematurity 
went  up  threefold. 

Even  more  seriously,  8.5  percent  of  the  aborted  women  delivered 
prior  to  the  32d  week,  compared  to  2.1  percent  of  women  in  the  non- 
aborted  group.  And  the  problem  here  is  that  it  is  in  this  gestational 
age  group  that  the  severe  mental  damage  occurs.  Between  32  and  35 
weeks,  the  previously  aborted  group  produced  5  percent  of  its  chil- 
dren, and  the  nonaborted  group  1.4  percent  of  its  children.  But,  if, 
conservatively  estimated,  only  10  percent  of  these  infants  developed 
central  nervous  system  damage,  then  we  would  still  be  faced  with  a 
problem  of  major  proportions. 

Let  me  calculate  it  out.  If  you  have  a  million  legal  abortions  a 
year,  if  that  is  supposed  to  be  correct,  and  even  250,000  of  them, 
which  is  a  very  conservative  figure,  were  in  first  pregnancies,  and  8 
percent  of  these  were  to  deliver  before  the  32d  week,  subsequently, 
which  is  again  a  conservative  figure,  you  would  have  at  least  20,000 
deliveries  like  that  per  year  in  subsequent  years.  And  if  10^  percent 
of  those  were  to  develop  cerebral  palsy  or  mental  retardation,  you 
would  be  adding  at  least  2,000  per  year  to  that  particular  population. 

So  it  seems  to  me  that  these  are  really  the  major  public  health  pro- 
lems.  You  cannot  save  much  maternal  life  this  way.  Yousave  no 
fetal  life.  You  have  some  problems  with  permanent  sterility.  You 
may  have  an  emerging  problem  of  prematurity  in  the  future. 
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Senator  Bath.  You  did  suggest,  at  least  in  passing,  before  getting 
into  the  premature  birth  analysis,  that  results  of  a  143  women  study 
were  hardly  conclusive  in  determining  what  the  problem  might  be. 

Dr.  Hellegers.  Oh,  this  is  one  study.  Senator.  If  you  like,  I  can 
send  you  some  more.  I  can  give  you  one  for  Germany.  I  can  give  one 
for  Greece. 

Senator  Bath.  I  thought  beginning  this  phase  of  your  testimony, 
you  said  'this  study  has  not  yet  been  completed,  or  the  evidence  is 
inconclusive',  or  something  to  that  effect. 

Dr.  Hellegers.  Well,  let  me  tell  you  why.  Because  we  know  a  lot  of 
things  cause  prematurity,  like  smoking,  and  it  might,  for  instance, 
be  that  among  those  who  get  abortions,  there  are  more  smokers  than 
among  those  who  go  to  childbirth,  in  which  case  the  figures  would  be 
skewed  by  other  factors  being  introduced. 

Senator  Bayh.  Another  good  reason  to  stop  smoking. 

Dr.  Hellegers.  But  that  is  part  of  the  problem  when  one  begins  to 
look  at  the  impact  of  this  series  of  variables  on  certain  things.  But 
it  is  certainly  highly  disturbing  at  the  present  time  that  if  you  take 
two  groups  of  143  women  and  one  group  had  the  first  pregnancy 
aborted  and  the  other  one  did  not,  that  you  find  three  times  the  inci- 
dence of  severe  prematurity. 

Senator  Bath.  If  there  are  a  number  of  studies  like  that,  I  would 
like  to  know  about  them. 

Dr.  Hellegers.  Yes,  sir ;  and  I  will  submit  them  for  the  record  and 
I  would  urge  that  they  be  read  carefully,  because  they  have  not  been 
cleaned  up  for  such  things  as  smoking  and  other  facts.  That  is  why 
I  said  that  I  am  glad  that  the  NIH  is  spending  funds  trying  to  study 
these  things. 

Now,  I  would  like  to  point  out  another  fact  which  Dr.  Tietze 
pointed  out.  It  is  crystal  clear  to  me  as  an  obstetrician  that  with 
modern  obstetrics  and  pediatric  care,  a  married  couple  is  capable  of 
producing  10  to  15  live,  surviving  children.  It  is  obvious  that  for 
almost  all,  this  is  an  unmanageable  emotional  and  financial  problem. 
So  then  the  question  becomes,  what  should  we  do  about  this?  And 
here  I  must  say  that  I  am  puzzled  by  the  actions  both  of  the  Con- 
gress and  the  administration. 

It  seems  to  me  that  when  one  looks  at  Federal  expenditures  in  bio- 
medical research,  one  sees  enormous  increases  in  expenditures  in  can- 
cer and  heart  research  designed  to  prevent  death,  and  I  have  yet  to 
hear  anybody,  including  ZPG,  object  to  this  on  the  basis  of  popula- 
tion density  which  are  the  kinds  of  things  for  which  they  sometimes 
advocate  that  abortions  should  be  done.  Yet  there  is  also  at  least 
half  the  American  population,  or  whatever  number  you  would  like  to 
use,  alleging  that  abortion  kills  human  life.  And  yet  the  level  of 
support  for  research  into  reproductive  biology,  which  can  prevent 
such  deaths,  or  even  punitive  deaths,  is  not  to  my  knowledge  ever 
presented  as  research  into  death  prevention.  So,  one  comes  to  the 
extraordinary  conclusion  that  you  have  hundreds  of  millions  of 
dollars  that  are  being  spent  in  cancer  and  heart  death  prevention. 
There  is  $18  million  per  year  being  spent  on  reproductive  biological 
research,  which  would  make  the  whole  abortion  debate  moot,  and  I 
simply  cannot  understand  in  a  subject  that  is  so  divisive,  in  so  fund- 
amental and  in  every  philosophical  and  so  forth  sense,  that  the  ad- 
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ministration  and  the  Congress  have  not  taken  up  the  cudgels  to  begin 
to  deal  with  reproductive  biology  research  that  prevents  the  abortion 
in  the  same  way  that  one  deals  with  heart  disease  prevention  re- 
search or  cancer  disease  prevention  research. 

If  I  could  end  on  one  semiconstructive  note,  it  would  be  at  least 
that  all  of  those  who  are  interested  in  the  cure  of  sterility,  all  of 
tliose  who  believe  that  it  ought  tc  6e  the  man  who  practices  contra- 
ception, which  means  we  have  to  get  at  the  sperm,  or  that  it  ought  to 
be  the  woman,  in  which  case  we  have  to  get  at  the  ovum,  all  those 
who  believe  in  rhythm,  in  which  case  we  have  to  make  the  sperm 
avoid  the  ovum,  all  of  these  subjects,  including  the  prevention  of 
abortion,  fundamentally  ride  on  basic  reproductive  biological  re- 
search, for  which  there  has  in  the  past  been  no  support  in  the  United 
States,  and  for  which  there  is  precious  little  today.  So  I  think  that 
we  might  at  least  make  a  start  in  making  it  our  problem. 

Senator  Bath.  You  say  reproductive  biological  research  now.  Spe- 
cifically give  me  an  exarnple  of  where  that  would  be  directed. 

Dr.  Hellegers.  That  would  be  overwhelmingly  in  sterility  research 
and  in  contraception  and  in  rhythm.  It  would  be  directed  at  the 
menstrual  cycle  and  at  changes  in  body  fluids. 

Senator  Bath.  To  prevent  pregnancy?  ,     . 

Dr.  Hellegers.  To  develop  contraceptives,  to  accurate  pinpointing 
of  ovulation  if  you  happen  to  like  rhythm,  but  all  of  them  need  the 
same  fundamental  biological  information,  namely,  the  causes  that 
determine  ovulation.  It  is  pinpointing  menstruation  and  ovulation 
and  how  it  affects  the  rest  of  the  body  and  where  you  can  pick  up 
the  further  evidence  that  gives  you  either  control  through  your  own 
will  or  else  at  which  point  you  can  begin  to  attack  it  in  the  body  by 
effective  contraceptive  methods.  .  .  . 

Senator  Bath.  Do  you  have  a  concern.  Doctor,  about  utilizing 
artificial  means  of  contraception?  . 

Dr.  Hellegers.  No.  I  think  there  is  a  whole  group  of  artificial 
contraceptives  that  have  no  danger  to  them.  And  Dr.  Tietze  m  his 
analysis  sort  of  followed  that  line  of  reasoning.  I  have  never  heard 
of  an  accident  occurring  with  a  diaphragm,  short  of  pregnancy, 
maybe.  The  same  with  condoms,  the  same  with  foams,  the  same  with 
iellies. 

The  interesting  thing,  I  think  Dr.  Tietze  said  earlier  is  that  per- 
haps the  most  effective  contraceptive  method  may  be  the  pill.  Cer- 
tainly it  presents  greater  danger  than  the  condom,  and  if  one  wants 
to  come  up  with  the  right  mix  of  nondeath,  it  might  be  by  using 
intermediate  efficacy  contraception  followed  by  abortion  in  those 
cases  in  which  the  intermediate  contraceptives  have  failed. 

AVhere  I  differ  from  Dr.  Tietze  is  that  he  would  describe  that  as 
the  best  way  of  saving  lives,  because  he  assigns  a  zero  life  to  the 
fetus  and  I  would  consider  that  one  of  the  worst  ways  of  doing  it. 

Senator  Bath.  Well,  our  committee  is  facing,  I  suppose,  a  niore 
critical  mixture  of  legal-medical-moral-ethical  questions  now  than 
any  other  committee  in  the  Congress,  and  I  am  not  bragging.  There 
are  many  aspects  of  it  that  I  wish  would  go  away,  but  they  will  not. 
Those  issues  are  here. 

Dr.  Hellegers.  I  think  if  the  reproductive  biology  had  been  pushed 
40  years  ago,  we  would  not  be  here. 
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Senator  Bayh.  Well,  I  raised  the  questiononly  because  I  think  a 
significant  part  of  our  decision  has  to  be  based  on  the  moral  question. 

Dr.  Hellegers.  Sir,  I  would  like  to  add  one  to  that,  which  is  per- 
haps the  most  puzzling  part  to  me,  in  the  Supreme  Court  decision. 
It  is  that  it  says  we  do  not  know  whether  a  life  is  or  is  not  involved 
in  this  process,  and  then  says  you  may  proceed  rather  than  saying 
that  if  you  do  not  know,  you  must  desist. 

So  there  is  also  a  question  here  of  how  one  acts  when  in  doubt. 

Senator  Bath.  Well,  the  reason  I  asked  you  to  be  a  bit  more  de- 
finitive on  your  reproductive  biological  research  is  that  thre  are  some 
people  who  feel  very  strongly  that  it  is  also  wrong  for  man  to  manip- 
ulate the  normal  biological  process  by  artificial  means.  I  have  not 
had  a  chance  to  discuss  these  matters  with  individuals  that  share  this 
belief,  and  really  am  not  too  certain  that  it  is  necessary  to  do  so  in 
these  hearings,  but  I  want  to  get  your  thoughts,  since  you  have 
stressed  that  point. 

But  the  thinking  in  sum  is  that  it  is  as  wrong  to  manipulate  the 
biological  process  of  human  reproduction,  as  it  is  to  snuff  out  the 
life  of  a  fetus. 

Dr.  Hellegers.  Well,  then  I  did  not  make  myself  clear. 

Senator  Bath.  Well,  perhaps  it  does  not  concern  you. 

Dr.  Hellegers.  No,  it  concerns  me  very  much  but  I  think  perhaps 
the  solution  is  not  clear.  There  are  the  people  who  say  no  artificial 
contraceptives,  but  we  must  do  it  by  rhythm.  All  I  was  trying  to  say 
is  whether  one  is  interested  in  better  rhythm,  whether  one  is  inter- 
ested in  better  male  contraception,  whether  one  is  interested  in  better 
female  contraception,  all  of  them  require  the  same  fundamental  re- 
productive biological  knowledge.  So  it  seems  to  me  that  this  is  one 
subject  upon  which  all  parties  can  agree,  namely,  that  if  we  have  the 
fundamental  reproductive  biology,  everybody's  problem  would  be 
solved,  including  those  who  want  to  use  rhythm,  and  I  simply  re- 
mind you  today  that  the  Papal  document  condemning  artificial  con- 
traception urged  that  the  scientific  research  be  done  to  bring  the 
rhythm  system  to  perfection,  which  is  precisely  the  same  research, 
requiring  the  same  funding  as  what  the  population  council  was  inter- 
ested in  to  produce  a  better  contraceptive.  So  whether  you  are  for 
male  contraception,  female  contraception,  or  for  a  cure  for  sterility, 
whether  you  are  in  favor  of  rhythm,  all  of  them  require  the  same 
fundamental  biological  reproductive  research,  and  people  are  not 
getting  together  to  push  it. 

I  do  not  see  Cardinals  begging  for  it.  I  do  not  see  Senators  getting 
up  and  begging  for  it.  And  if  then,  to  boot,  that  is  the  research  re- 
quired to  prevent  death  from  abortion,  whether  maternal  or  fetal,  it 
seems  to  me  the  logical  solution  is  that  this  is  the  route  to  go. 

Senator  Bath.  I  have  heard,  of  course,  strong  presentation  from 
both  sides  of  this  question. 

I  have  yet  to  hear  anyone  argue  the  pro  abortion  side  who  would 
not  say  amen  to  what  you  mentioned,  that  it  would  be  better  to  have 
the  empirical  data  on  which  to  base  the  solution  to  the  problem  avail- 
able at  the  earliest  possible  date. 

Could  I  ask  you  to  explore  with  me,  one  of  the  most  important 
questions,  and  that  is  the  question  of  when  life  does  in  fact  begin. 
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Dr.  Hellegers.  Biologically  or  by  value? 

Senator  Bath.  Biologically.  I  think  everybody  has  to  make  a  value 
judgment  for  themselves,  and  I  think  you  made  it  rather  clear.  Or 
you  might  care  to  define  it  further. 

'    Dr.  Hellegers.  Well,  I  do  not  think  there  would  be  any  problem 
that  it  would  be  at  conception  to  start. 

Senator  Bath.  Well,  if  the  argument  is  that  life  is  valuable,  it  is 
as  valuable  at  the  point  it  starts  as  it  is  81/2  months  later. 

Dr.  Hellegers.  It  does  not  resolve  the  issue  totally,  I  think.  I  mean, 
we  can  diagnose  whether  something  is  biologically  alive  or  dead  by 
certain  criteria.  We  can  diagnose  whether  it  is  human.  But  that  has 
not  usually  ended  the  debate  as  to  what  we  should  do  about  the  life. 

Senator  Bath.  At  contraception— or  rather,  at  conception 

[General  laughter.] 

Senator  Bath,  By  your  definition,  is  when? 

Dr.  Hellegers.  Well,  the  moment,  if  you  can  speak  about  moments, 
because  what  is  a  moment,  when  the  sperm  and  the  ovum  have  fused, 
giving  you  the  new  genetic  package  which  then  has  the  ability  to 
grow  thereafter  until  death. 

Senator  Bath.  Would  that  be  prior  to  implantation?  . 

Dr.  Hellegers.  It  would  be  prior  to  implantation  biologically. 
First  you  would  have  the  fusion  of  the  sperm  with  the  ovum,  and  7 
days  later  it  would  implant.  ,  •   i      •     j         u 

Now,  that  does  not  resolve  all  problems  as  one  thinks  it  does,  be- 
cause during  those  7  days  you  would  not  be  able  to  diagnose  whether 
life  was  there  or  not.  So  it  might  very  well  be  that  in  administrative 
ways,  or  in  legal  ways  there  would  not  be  anything  you  could  do 

with  it.  .  .       .     •       1 

Senator  Bath.  Since  you  believe  that  life  begins  prior  to  implan- 
tation, would  you  consider  a  device  or  substance  that  prevents  im- 
plantation an  abortif acient  ?  .        1,1-1 

Dr.  Hellegers.  Yes,  it  would  be  categorized  as  abortion,  but  whicn 
do  this  is  a  totally  different  matter.  It  is  often  alleged  that  this  is 
what  an  lUD  does.  But  the  fact  of  the  matter  is,  we  do  not  know,  so 
people  come  forward  and  say  that  the  lUD  is  an  abortifacient,  but 
factually  the  Federal  Government  is  still  spending  an  awful  lot  of 
money  trying  to  find  out  how  the  lUD  acts.  And  there  are  lots  ot 
different  forms  of  IITD's,  and  we  do  know  that  it  is  not  always  an 
abortifacient  because  we  have  delivered  children  who  are  followed 
by  the  lUD,  and  we  also  know  that  the  lUD  prevents  pregnancies 
from  occurring  in  the  tube,  or  at  least  it  decreases  the  possibility. 

So  here  is  something,  which  is  preventing  pregnancy  m  the  tube. 
So  we  know  it  is  not  always  done  by  dislodging  the  implanted,  ferti- 
lized egg.  That  much  at  least  we  can  say. 

Senator  Bath.  In  your  judgment,  is  there  a  significant  percentage 
of  cases  in  which  the  lUD  operates  to  prevent  implantation? 

Dr.  Hellegers.  I  would  not  know  how  to  answer  it,  Senator,  be- 
cause I  would  not  know  how  to  find  the  information.  As  I  remember 
it,  I  looked  that  particular  issue  up  a  few  years  ago.  One  fertilized 
human  ovum  had  been  found  where  an  lUD  was  present.  As  1  re- 
member it  also,  a  study  was  done  in  Pennsylvania  but  not  on  humans, 
on  monkeys.  Part  of  the  problem  was  to  translate  that  data  to  hu- 
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mans.  You  cannot  do  that.  A  particular  investigator  was  unable  to 
recover  any  fertilized  egg  from  a  tube  in  monkeys  that  had  an  lUD 
in  them. 

Now,  that  study  came  under  some  criticism  because  he  had  to  get 
the  monkeys  to  ovulate  at  the  right  time,  and  they  had  to  use  a  sub- 
stance which  speeds  up  the  passage  of  fertilized  eggs  on  the  tube.  But 
I  think  if  you  wanted  to  make  an  absolute  statement  about  an  lUD, 
it  IS  really  impossible  to  do  it,  except  to  say  that  it  is  not  incom- 
patible with  pregnancy  because  we  have  delivered  children  who  have 
had  an  lUD  follow  them.  So  that  is  about  the  state. 

Senator  Bath.  And  so  you  say  you  do  not  know. 

Dr.  Hellegers.  That  is  right.  And  I  serve  on  NIH  committees  that 
disburse  funds,  and  if  we  knew  the  answer  we  would  not  be  dis- 
bursing funds. 

Senator  Bath.  How  about  the  certain  types  of  pills  taken  after 
intercourse  ? 

Dr.  Hellegers.  Well,  you  know  what  you  ask  then  is  the  critical 
question.  How  long  after  intercourse  does  fertilization  occur?  All 
right,  and  do  you  get  the  pill  to  work  in  between  those  two  periods, 
and  thus  it  prevents  the  conception? 

My  own  guess  is,  but  I  do  not  know,  that  the  pill,  the  morning 
after  pill,  does  not  prevent  conception.  I  certainly  think  it  can  pro- 
duce abortion  in  the  terms  in  which  we  are  now  talking,  namely  be- 
tween conception  and  implantation,  because  the  morning  after  pill  is 
often  not  given  the  morning  after  but  2  mornings  after  and  is  still 
effective.  It  would  be  very  difficult  to  believe  that  fertilizations  will 
never  occur  within  the  first  24  hours  following  intercourse. 

Senator  Bath.  Have  there  been  examples  of  births  following  use 
of  the  morning-after  pill? 

Dr.  Hellegers.  I  have  not  seen  myself  any  case  of  a  birth  in  which 
on  the  day  following  intercourse  a  regime  was  started  of  50  milli- 
grams stilbesteroal  given  each  of  3  consecutive  days.  Now,  Dr.  Tietze 
may  be  much  better  informed  than  I  would  be  in  that,  but  I  think 
if  started  on  the  morning  after  and  maintained  on  3  successive  days, 
I  do  not  know  of  any  birth  with  that. 

Senator  Bath.  I  notice  Dr.  Tietze  shaking  his  head.  I  am  not  sure 
whether  he  is  saying  that  he  agrees  with  you  or  not. 

Dr.  Tietze,  I  would  be  glad  to  have  your  comment. 

Dr.  Tietze.  I  would  say  given  the  limitation  that  the  regimen  be 
started  on  the  day  after  coitus,  I  do  not  recall  having  seen  such  a 
case  reported  in  the  literature,  which  of  course  does  not  mean  it  has 
not  existed. 

Dr.  Hellegers.  And  so  he  said  "No ;  I  agree  with  you." 

Senator  Bath.  Well,  Doctor,  you  were  equally  demonstrative  a 
moment  ago  when  we  were  dealing  with  the  nJD.  Were  you  also 
shaking  your  head  in  agreement  then  ? 

Dr.  Tietze.  No;  then  I  shook  my  head  in  disagreement,  because  I 
do  remember  the  awe  with  which  the  presentation  of  the  one  fertilized 
ovum  from  the  University  of  Pennsylvania  was  greeted  back  at  that 
meeting  in  1964,  but  I  think  it  is  completely  irrelevant.  There  must 
be  hundreds  if  not  thousands  of  born  human  beings  around  who  were 
born  followed  either  by  the  delivery  or  the  removal  of  an  lUD  from 
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the  uterus,  and  all  of  these  children  had  been  fertilized  ova  at  one 
time.  So  the  remarkable  thing  was  just  this  one  ovum  was  detected 
before  it  had  time  to  implant.  But  it  must  have  been  after  many, 
many  such  ova,  because  after  all,  there  are  failures  with  the  lUD,  at 
a  rate  of  something  like  3  percent  in  the  first  year  and  maybe  going 
down  to  something  like  1  percent  in  the  fifth  year;  and  two-thirds 
of  them  are  pregnancies  with  the  lUD  in  place,  and  all  of  these  had 
fertilized  ova. 

Dr.  Hellegers.  Which  is  another  way  of  saying  that  it  is  certainly 
not  always  abortifacient. 

Senator  Bath.  If  we  are  to  be  honest  in  this  committee,  which  we 
are  going  to  try  our  best  to  be,  and  explore  the  full  dimensions  of 
this  problem,  then  we  have  to  ask  those  of  you  who  have  the  technical 
data  to  tell  us  what  the  answers  are. 

Now,  you  are  going  to  differ,  just  as  lawyers  do. 

Dr.  Hellegers.  No;  I  do  not  think  that  was  a  disagreement  be- 
tween Dr.  Tietze  and  I,  because  I  clearly  stated  that  it  is  obvious  that 
it  is  not  always  an  abortifacient,  or  there  would  not  be  any  children 
born  with  lUD's,  and  we  know  that  there  are. 

Wliat  he  was  laughing  about  was  that  there  was  scientifically  great 
rejoicing  when  one  fertilized  ovum  was  found,  when  in  fact  we  knew 
that  entire  children  had  been  found. 

Senator  Bath.  Well,  just  as  you  say  the  lUD  is  not  always  an 
abortifacient,  are  there  an  equal  number  of  times  when  it  is? 

Dr.  Hellegers.  Well,  that  is  what  the  issue  is,  and  I  said  I  could 
not  give  you  a  direct  and  honest  answer  as  to  how  the  wide  varieties 
of  lUD's  that  now  exist  factually  do  work. 

Senator  Bath.  Well,  it  is  difficult  for  me  to  understand  how  you 
could  be  so  positive  in  answer  to  one  question  and  not  equally  positive 
in  answer  to  the  other. 

Dr.  Hellegers.  Because  I  am  positive  when  I  see  a  child  with  an 
lUD  that  I  delivered  right  after 

Senator  Bath.  That  is  not  the  question  I  was  asking.  I  was  ques- 
tioning how  it  acts  to  prevent  conception,  or  pregnancy,  and  you  said 
you  are  certain  that  it  does  not  always  act  as  an  abortifacient. 

Dr.  Hellegers.  Because,  Senator,  it  is  much  more  difficult  to  detect 
something  which  happens  between  the  tube  and  implantation  than 
it  is  to  have  a  whole  child  drop  in  your  lap.  You  see,  once  I  catch 
a  whole  child  in  my  lap,  I  know  that  the  lUD  does  not  always  abort. 
When  you  now  ask  me  where  it  acts  between  fertilization  and  im- 
plantation  

Senator  Bath.  Well,  even  a  farm  boy  from  Indiana  knows  if  a 
child  is  born  and  the  device  is  there,  it  failed.  But  the  question  I  am 
trying  to  answer  is  if  the  device  succeeds  in  its  mission,  how  does  it 
succeed  ? 

Does  it  prevent  implantation  or  does  it  work  in  some  other  way? 
The  reason  T  think  this  is  a  very  pertinent  to  what  we  are  trying 
to  describe  here,  is  that  if  you  have  hundreds  of  thousands  or  millions 
of  women  who  are  utilizing  a  device  which  U.S.  doctors  say  really  is 
abortive  in  nature,  then  we  say  when  we  amend  the  Constitution  that 
these  women  must  stop  using  those  contraceptives  believed  to  prevent 
implantation,  because  by  definition  we  find  out  they  are  really  abort- 
ing. This  is  why  I  asked  the  question. 
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Dr.  Hellegers.  No;  I  would  like  to  answer  your  question  but  we 
are  still  spending  Federal  funds  trying  to  find  out  how  the  darned 
things  act,  and  I  would  stop  that  funding  if  I  knew  that  to  be  the 
answer. 

Senator  Bath,  In  your  studies,  have  you  found  data,  or  would  you 
care  to  make  an  assessment  of  how  many  illegal  abortions  we  have 
had  in  the  United  States  prior  to  the  Supreme  Court  decision? 

Dr.  Hellegers.  No ;  I  would  not  like  to  guess  at  it.  I  think  the  best 
guess  came  from  a  book  on  illegal  abortion  in  the  United  States 
which  said  it  was  someplace  between  200,000  and  1,200,000,  and  I 
think  that  was  the  best  guess. 

Senator  Bayh,  That  is  almost  as  specific  as  trying  to  determine 
how  an  lUD  works. 

Dr.  Hellegers.  Well,  Dr.  Tietze  was  the  one  who  did  that  par- 
ticular study.  It  is  within  that  range.  That  has  to  do  with  the  enor- 
mous difficulty  of  getting  somebody  to  admit  that  they  did  something 
illegal. 

Senator  Bath.  One  of  the  concerns  that  has  been  expressed  by 
supporters  of  the  Supreme  Court  decision  is  that  prior  to  that  de- 
cision there  was  a  very  strong  discriminatory  factor  regarding  who 
could  get  abortions  and  who  could  not.  If  you  would  look  at  your 
chart  here,  I  think  describes  that  factor  very  well. 

Dr.  Hellegers.  The  number  of  abortions. 

Senator  Bath.  Where  the  number  of  nonwhites  continues  to  go 
up,  and  there  seems  to  be  an  economic  factor  there  as  well  as  a  racial 
factor  which  could  be  correlated. 

Dr.  Hellegers.  I  think  if  you  are  going  to  consider  abortion  a  part 
of  health  care,  the  fact  of  the  matter  is  that  in  all  health  care,  it  is 
the  poor  who  are  discriminated  against,  and  it  does  not  obviate  the 
Supreme  Court  decision.  It  is  going  on  right  now,  and  yes,  I  am  con- 
cerned about  it.  Of  course  I  am. 

Senator  Bath.  Have  you  had  a  chance  to  review  the  two  principal 
Supreme  Court  or  Constitutional  amendments  that  have  been  intro- 
duced to  our  committee? 

Dr.  Hellegers.  Yes,  I  have  seen  both  of  them. 

Senator  Bath.  Do  you  have  a  preference  for  one  or  the  other  ? 

Dr.  Hellegers.  Yes.  It  comes  to  me  that  that  becomes  a  legal  issue 
that  I  do  not  understand.  I  do  not  understand  where  the  legal  niceties 
in  the  point  are.  I  hear  an  awful  lot  of  talk  about  that  first  week  of 
pregnancy  with  fertilization  and  implantation,  and  I  have  always 
wondered  how  it  was  possible  to  prosecute  a  doctor  for  having  done 
an  abortion  in  that  first  week  when  he  was  able  to  do  a  blood  preg- 
nancy test,  when  he  was  able  to  do  a  urinary  pregnancy  test,  when 
he  was  able  to  do  a  D&C,  and  when  the  blood  pregnancy  test  would 
come  back  not  pregnant,  and  when  the  urinary  test  would  come  back 
not  pregnant,  and  when  the  lining  of  the  uterus  would  come  back 
not  pregnant,  and  somebody  now  had  to  prosecute  him  for  having 
done  an  abortion  when  the  patient  was  not  pregnant  as  far  as  one 
could  tell.  It  always  struck  me  that  that  would  be  very  difficult  for 
a  D.A.  to  do.  I  do  not  know. 

Senator  Bath.  Are  you  familiar  with  the  Hogan  amendment  or 
the  Buckley  amendment?  Would  you  support  the  Hogan  amend- 
ment ? 
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Dr.  Hellegers.  Well,  I  think  the  difference  is  Mr.  Hogan  is  saying 
from  the  moment  of  conception,  and  Senator  Buckley  is  saying  re- 
gardless of  the  stage  of  development. 

Senator  Bath.  Plus  the  mother's  life,  which  it  seems  to  me  to  be 
a  significant  feature. 

Dr.  Hellegers.  Well,  sir,  now  I'm  on  awfully  weak  ground  because 
suddenly  you  have  switched  from  medicine  to  law,  but  it  is  my  under- 
standing that  Mr.  Hogan  alleges  that  under  due  process  those  cases 
in  which  maternal  life  would  be  lost  would  still  fall  under  some 
aspect  of  the  due  process  clause,  I  assume  self  defense  or  something. 

Senator  Bath.  Well,  one  assumes  this  will  have  to  be  litigated 
through  the  courts.  In  most  litigative  efforts,  if  you  have  an  unborn 
fetus  that  is  represented  by  a  lawyer,  you  could  have  birth  prior  to 
final  decision  and  appeal. 

Dr.  Hellegers.  Well,  Senator,  I  cannot  even  recite  the  American 
Constitution,  so  I  am  certainly  not  going  to  argue  due  process  or  any 
legal  matter  because  I  don't  understand  law,  that  is  why  fortunately 
I  am  in  medicine. 

Senator  Bath.  Well,  it  may  be  equally  fortunate  that  I  am  not  in 
medicine.  There  are  others  who  wish  I  were  not  in  law. 

Are  you  concerned  about  the  distinction  ?  Does  that  bother  you  ? 

You  did  stress — and  I  do  not  see  why  a  doctor  cannot  stress  this 
as  well  as  a  lawyer,  the  value  of  a  life  as  the  determining  factor. 

Dr.  Hellegers.  Well,  you  were  reading  that  the  Hogan  and  the 
Buckley  amendment,  that  the  Buckley  amendment  would  permit  one 
to  save  the  life  of  an  ectopic  pregnancy,  and  the  Hogan  would  not,  in 
which  case  I  would  vote  for  the  Buckley  one. 

And  that  would  be  very  simple.  That  would  be  a  simple  medical 
decision  on  my  part,  which  is  that  I  do  not  see  the  usefulness  of  a 
law  which  would  force  you  to  lose  both  the  mother  and  the  fetus,  as 
in  an  ectopic  pregnancy,  when  factually  I  can  save  one  of  the  two, 
and  I  do  not  think  anybody  has  any  problem  with  that.  I  do  not 
think  even  the  Cardinals  who  came  up  with  disapproval  of  what 
they  call  direct  abortions  would  object,  but  certainly  in  every  case  of 
ectopic  pregnancy,  an  abortion  is  performed.  That  is  to  say,  a  preg- 
nancy is  terminated  prior  to  viability,  and  I  would  certanly  in  cases 
of  ectopic  pregnancies  go  right  ahead  and  remove  the  tube  with  the 
fetus  in  it.  and  I  have  done  it  many  times. 

Now,  it  so  happens  that  in  theological  categories  that  is  called  an 
indirect  abortion,  and  therefore  permissible.  But  I  would  say  that 
any  law  which  prevents  one  from  doing  indirect  abortions  I  would 
be  against. 

Senator  Bath.  I  feel  certain  if  Congressman  Hogan  were  here,  he 
would  argue  that  due  process  would  allow  for  that,  but  I  am  certain 
also  that  there  are  a  lot  of  people  who  feel  that  that  is  a  very  legiti- 
mate question  and  there  is  a  distinction  between  the  two. 

Dr.  Hellegers,  I  think  you  have  been  very  kind.  We  will  insert 
your  complete  statement "  and  additional  materials  in  the  record. 
Thank  you  very  much. 

Testimony  of  Dr.  Andre  E.  Hellegers 

Mr.  Chairman  and  Members  of  the  Committee :  For  purposes  of  identification, 
I  am  Dr.  Andre  E.  Hellegers,  Professor  of  Obstetrics  and  Gynecology  at  George- 
town University  Hospital,  Director  of  the  Joseph  and  Rose  Kennedy  Institute 
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for  the  Study  of  Human  Reproduction  and  Bioethics,  past  President  of  tlie 
Society  for  Gynecologic  Investigation  and  of  the  Perinatal  Research  Society. 
I  welcome  the  opportunity  to  testify  at  these  hearings,  but  I  want  to  make  it 
quite  clear  that  I  am  testify  only  on  my  own  behalf,  and  not  on  behalf  of  any 
group  with  which  I'm  affiliated. 

The  abortion  issue  has  been  dicsussed  at  all  sorts  of  levels.  The  issues  of 
population  expansion,  of  women's  liberation,  of  adoption,  of  maternal  and 
infant  mortality,  of  religion,  of  public  health  and  of  morbidity  have  all  been 
brought  into  it  and  all  sorts  of  statistics  have  been  bandied  about. 

Of  course,  these  are  all  issues  of  interest  to  various  groups,  but  fundamentally 
there  would  be  no  national  debate  of  the  present  magnitude,  if  it  weren't  for 
one  issue.  The  issue  is  whether,  in  abortion,  human  life  is  killed.  That  is  the 
one  key  issue. 

Now,  I  believe  it  is  necessary  to  state  that  issue  more  clearly.  Usually  the 
question  is  put  in  the  form  of  "When  does  human  life  began?"  That  may  be 
putting  the  question  in  a  form  which  confuses  things  rather  than  clarifying 
them. 

I  do  not  think  there  is  any  question  when  biological  human  life  begins.  It  is 
at  conception,  by  which  I  mean  when  a  sperm  fertilizes  an  ovum.  To  say  that 
it  begins  at  any  other  time  is  biological  nonsense.  Sperm  alone  do  not  lead  to 
the  birth  of  babies,  nor  do  ova  alone.  It  is  when  the  two  are  fused  that  the 
process  of  human  development  starts  and  it  ends  at  death.  I  will  only  add  that 
with  in  vitro  fertilization  the  truth  of  this  statement  is  even  clearer  than  it 
ever  was  before. 

But  I  suspect  that  this  undoubted  fact  is  not  what  the  abortion  debate  is 
about.  That  the  fetus  is  alive  and  not  dead  is  undoubted.  If  it  were  dead,  abor- 
tions would  not  need  to  be  performed  and  there  would  be  no  child  to  raise. 
That  the  fetus  is  biologically  human  is  also  clear.  It  simply  puts  it  into  a 
category  of  life  that  is  different  than  the  eat,  the  rat  or  the  elephant.  So  the 
human  fetus  represents  undoubted  human  life  and  genetically  it  is  different 
than  any  other  animal  life. 

But  I  think  what  those  who  do  not  oppose  abortion  mean  to  actually  convey 
is  that  this  life  is  not  sufficiently  valuable  to  be  protected.  It  has  no  value,  no 
dignity,  no  soul,  no  personhood,  no  claim  to  be  protected  under  the  Constitution. 

That  is  not  a  hiological  question.  That  is  a  value  issue.  The  issue  is  hidden 
under  such  language  as  "meaningful"  life  or  "potential"  for  life,  or  "potential" 
for  life,  or  "quality"  of  life.  What  is  at  stake  goes  far  beyond  the  issue  of 
abortion.  The  question  is  that:  are  there  to  be  live  (not  dead)  humans  (not 
rats,  cats,  etc.)  who  are  to  be  considered  devoid  of  "value",  "dignity",  "soul", 
"meaningfulness",  "protection  under  the  Constitution"  or  whatever  phrase  or 
word  by  which  one  wants  to  describe  the  inclusionary  or  exclusionary  process. 

This  is  fundamentally  why  I  am  opposed  to  abortion.  It  is  because  it  attaches 
no  value  to  live  biological  human  entities.  I  am  not  among  those  who  believe 
that  all  human  life  must  be  kept  alive  by  machines  at  all  costs,  but  I  am 
opposed  to  a  philosophy  that  proceeds  to  actively  kill  existing  human  life  for 
utilitarian  purposes.  This  cheapens  all  covenants  existing  among  men. 

Furthermore,  I  am  puzzled  by  the  selectivity  with  which  some  would  apply 
abortion.  If  the  fetus  does  not  constitute  truly  human  life,  I  do  not  see  why 
so  many  would  deny  abortion  on  demand.  It  is  sometimes  said  we  do  so  be- 
cause after  the  13th  week,  or  at  some  other  arbitrary  time,  it  becomes  dan- 
gerous. But  we  do  not  prevent  women  from  becoming  trapeze  artists  for  financial 
reasons,  we  don't  prevent  men  from  becoming  football  players  or  boxers  for 
financial  reasons.  I  frankly  don't  see  why  we  should  prevent  women  from  in- 
curring mortality  or  morbidity  risks  in  abortion  if  they  thought  it  was  finan- 
cially advantageous  to  them.  But  the  problem  is,  of  course,  the  fetal  killing. 

I  also  don't  understand  why  genetic  counsellors  would  approve  of  abortion 
of  fetuses  if  they  are  abnormal,  but  96%  would  not  if  the  fetus  is  of  the  wrong 
sex.  If  a  fetus  of  the  wrong  sex  does  not  represent  human  life,  why  shouldn't 
one  abort  it?  I  don't  understand  those  who  say  they  don't  like  abortion  and 
would  only  use  it  as  a  last  resort.  If  abortion  does  not  kill  human  life,  why 
should  it  be  a  last  resort  and  not  a  first  resort?  Some  might  feel  better  with 
one  abortion  per  year  than  a  pill  per  day.  So  I  see  this  constant  ambivalence 
about  abortion,  but  I  understand  the  ambivalence,  because  I  think  the  vast 
majority  of  people  now  know  how  babies  are  produced  and  they  can't  quite 
avoid  the  issue  of  the  fetus  all  of  the  time. 

So  the  fundamental  question  is  whether  we  shall  assign  no  value  to  certain 
categories  of  human  existence. 
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Inevitably  physicians  are  also  asked  to  address  themselves  to  other  health 
issues  in  abortion,  although  compared  to  the  massive  loss  of  life,  I  personally 
think  they  are  peripheral,  although  obviously  important  in  their  ovpn  right. 

The  first  claim  made  is  usually  that  free  abortion  reduces  maternal  deaths. 
Perhaps  it  does,  but  one  should  look  at  the  figures  carefully  for  they  are 
usually  presented  in  terms  of  percentages.  The  absolute  numbers  are  much 
more  revealing.  Table  I  (see  next  page)  gives  the  deaths  from  abortion  and 
the  total  number  of  maternal  deaths  from  1942  through  1972.  The  figures  for 
1973  are  not  yet  available.  You  will  see  that  in  1942  there  were  1,231  deaths 
from  abortion.  By  1968  this  had  come  down  to  133.  Fairly  consistently  since 
1961  the  number  of  deaths  decreased  by  20  to  30  per  year.  Since  then  the 
decrease  has  pretty  much  stopped.  The  percentage  of  all  maternal  deaths 
which  are  due  to  abortion  was  16.9%  in  1942  and  17.8%  in  1972. 

I  have  also  appended,  for  his  own  information,  the  figures  through  1967 
for  every  senator's  state  on  this  subcommittee.  Again,  you  will  see  you  cannot 
hope  to  go  much  further  in  the  control  of  death  from  abortion.  Moreover,  these 
abortion  deaths  include  all  spontaneous  and  truly  therapeutic  abortions. 

What  these  figures  clearly  show  is  that  the  percentage  of  maternal  deaths 
which  are  due  to  abortion  have  remained  constant  since  1942,  and  the  number 
of  both  has  steadily  decreased.  This  has  happened  in  every  country  in  the 
world  regardless  of  its  abortion  laws. 

Since  1962,  the  time  of  the  proposed  A.L.I,  law,  the  average  decrease  in  abor- 
tion deaths  per  year  was  22.  The  greatest  decrease  has  been  between  1965  and 
1966  when  the  decrease  was  46.  Between  1968  and  1969  abortion  death  de- 
creased by  1,  between  1969  and  1970  by  4.  In  other  words,  the  decrease  in  abor- 
tion deaths  has  slowed  down  markedly  in  recent  years.  Now  one  can  make 
anti-abortion  hay  with  such  figures  but  I  don't  think  it  would  be  quite  fair. 
The  fact  of  the  matter  is  that  abortion  deaths  were  quite  rare  before  the  law 
was  changed  and  as  a  condition  becomes  rare  it  becomes  difficult  to  reduce 
the  numbers  even  further. 

The  other  claim  which  is  made  glibly  is  that  abortion  decreases  infant  mor- 
tality. That,  of  course,  is  absurd.  No  infant's  life  can  be  saved  by  aborting 
another  fetus.  Obviously,  also,  if  one  does  one  million  abortions  none  of  those 
fetuses  will  ever  become  infant  deaths,  since  they'll  never  live  to  be  infants. 
And,  of  course,  like  the  maternal  mortality  figures,  the  infant  mortality  figures 
have  also  been  coming  down  for  years.  To  the  extent  that  by  abortion  or  con- 
traception or  anything  else  women  do  not  have  7th  or  8th  children,  who  have 
a  greater  chance  of  dying  than  2nd  or  3rd  children,  this  also  will  improve 
mortality  figures.  But  what  I  think  needs  to  be  clear  is  that  no  abortion  saves 
an  infant's  life.  It  simply  prevents  fetuses  from  becoming  infants  and  even 
having  a  chance  to  die  as  infants.  It  is  somewhat  like  saying  that  Vietnam 
deaths  were  good  because  they  prevented  a  lot  of  cancer  which  might  have 
occurred  at  a  later  age  in  all  the  people  who  were  killed.  If,  then,  the  fetus 
is  not  a  member  of  the  human  race,  it  is  clear  that  the  whole  abortion  debate 
would  change.  If  the  fetus  does  represent  human  life  then  it  is  hard  to  see  how 
one  can  justify  killing  1,000,000  lives  or  more  for  the  questionable  saying  of  a 
few  pregnant  women. 

But  I  think  the  analysis  should  not  cease  there.  Legalized  abortion  is  said  to 
have  decreased  morbidity  from  illegal  abortion.  I  strongly  suspect  this  is  true. 
However,  it  also  causes  morbidity  and  the  troubling  fact  is  that  about  half  of 
all  abortions  in  the  United  States  are  done  in  the  unmarried,  who  are  at 
greatest  risk  of  such  morbidity.  Swedish  and  Norwegian  figures  cite  an  inci- 
dence of  sterility  following  abortion  of  about  4%.  We  have  no  U.S.  figures.  If 
we  are  to  do  one  million  abortions  per  year,  and  500,000  of  them  are  to  be  on 
the  unmarried,  it  would  leave  20,000  women  per  year  sterile,  and  this  would 
happen  every  year.  This  strikes  me  as  a  serious  figure.  The  problem  is,  of 
course,  that  in  the  abortion  debate  one  only  hears  about  its  immediate  hospital 
effects  and  the  subsequent  sterility  does  not  occur  in  the  hospital.  I  doubt 
many  women  are  given  this  information  in  abortion  counselling. 

To  my  mind,  an  equally  serious  problem  is  the  increasing  evidence  that 
aborting  a  pregnancy  yields  a  considerable  increase  in  the  birth  of  prematures 
in  subsequent  pregnancies.  Prematurely  has  long  been  known  to  be  associated 
with  an  increased  incidence  in  Cerebral  Palsy,  mental  retardation  and  lesser 
forms  of  damage  to  the  Central  Nervous  System,  like  learning  disabilities.  The 
more  serious  the  prematurely  the  more  serious  the  consequences.  I  am  glad  to 
know  that  federal  funds  are  now  being  spent  to  study  this  matter.  Again  the 
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data  imply  that  first  pregnancies  aborted  yield  the  greatest  damage,  and  the 
later  in  pregnancy  the  abortion  is  done,  the  worse  the  consequences.  It  is  diflS- 
cult  to  assess  the  precise  damage  which  may  be  incurred  in  human  or  financial 
terms.  In  women  who  have  the  abortion  in  the  first  twelve  weeks  (the  most 
favorable  group)  the  data  are  still  highly  disturbing.  In  a  studied  group  of 
143  such  women,  30  percent  subsequently  delivered  prematurely,  compared  to 
11.2  percent  in  143  women  who  had  not  had  a  previous  induced  abortion.  Even 
more  seriously,  8.5%  of  the  aborted  women  delivered  prior  to  32  weeks,  com- 
pared to  2.1  percent  of  women  in  the  non-aborted  group.  It  is  in  this  gestational 
age  group  that  the  severe  mental  damage  occurs.  Between  32  and  35  weeks, 
the  previously  aborted  group  produced  5%  of  its  children,  and  the  nonaborted 
group  1.4%  of  its  children.  It  is  in  this  group  that  the  lesser  cerebral  damage 
occurs.  If,  conservatively  estimated,  only  10%  of  these  infants  developed  cen- 
tal nervous  system  damage,  we  would  still  be  faced  with  a  problem  of  major 
proportions. 

Let  us  arsume  1,000,000  legal  abortions  per  year  for  the  United  States  as  a 
desirable  public  health  aim.  Assume  that  one-fourth  would  be  done  in  first 
pregnancies,  a  conservative  figure.  That  would  be  250,000.  If  8.5%  were  to 
deliver  before  32  weeks,  again  a  conservative  figure,  that  yields  20,000  such 
deliveries.  If  10%  of  these  were  to  acquire  Cerebral  Palsy  or  mental  retardation 
that  would  be  2,000  per  year,  again  a  conservative  figure.  Again  I  know  of  no 
abortion  counselling  service  which  informs  its  clients  of  these  odds  while  seek- 
ing their  full,  free  and  informed  consent  for  these  procedures.  Indeed,  I  also 
know  of  none  which,  in  addition,  informs  them  that  abortion  may  kill  live 
human  beings,  and  even  the  Supreme  Court  does  not  deny  that  possibility  since 
it  prescinded  from  making  a  judgement  on  the  matter. 

The  Committee  can  receive  testimony  from  others  about  such  matters  as 
uterine  perforations,  blood  loss,  guilt  feelings,  ectopic  pregnancies  infection — 
in  brief,  such  things  as  modern  medicine  can  largely  solve  through  surgery, 
transfusions,  tranquillizers,  antibiotics,  etc. 

My  own  major  concerns  are  threefold :  the  relatively  small  numbers  of 
maternal  lives  allegedly  saved — if  any — and  at  the  expense  of  the  hundreds  of 
thousands  of  fetal  lives  destroyed ;  the  subsequent  sterility  and  the  emerging 
problem  of  prematurity  and  mental  damage  in  subsequent  children.  But  of  all 
of  these,  obviously  the  key  one  is  the  massive  destruction  of  fetal  life  and  the 
profoundly  disturbing  issue  of  denying  a  share  in  our  humanness  and  its  dig- 
nity, value  and  protection  to  an  entire  class  of  human,  living,  biological  en- 
tities, to  put  it  as  coldly  as  I  can. 

Obviously  the  problem  is  a  major  one.  Obviously,  it  is  humanly  and  there- 
fore politically  explosive.  I  would  therefore  like  to  end  with  an  expression  of 
my  personal  puzzlement  at  the  actions  of  the  Congress  and  of  the  Adminis- 
tration. 

It  is  crystal  clear  to  me  as  an  obstetrician  that  with  modern  obstetrics  and 
pediatrics  a  married  couple  is  capable  of  producing  10-15  live,  surviving  chil- 
dren. It  is  obvious  that  for  almost  all  this  is  an  unmanageable  emotional  and 
financial  proposition — not  even  mentioning  societal  population  growth  problems. 
Therefore  it  is  obvious  we  have  good  methods  of  fertility  control.  How  do  we 
develop  these?  What  is  the  fundamental  process?  I  have  already  testified  that 
new  life  starts  with  the  fusion  of  a  sperm  and  an  ovum.  That  may  not  be  where 
some  would  have  its  value  or  dignitl  start,  but  that  is  where  it  starts  bio- 
logically. 

We  are  usually  asked  to  bring  sperm  and  ovum  together  in  those  who  have 
sterility  problems — whether  in  the  10%  of  the  population  who  have  the  con- 
dition to  start  with,  or  the  4%  who  acquire  it  from  induced  abortion.  It  is  the 
sterile  who  will  pay  the  future  price  of  any  perfect  method  of  birth  control 
since  they  will  have  no  babies  for  adoption.  We  need  to  have  control  over 
sperm  development  and  action  if  we  hold  that  it  is  the  men's  duty  or  rights 
to  regulate  fertility.  We  need  to  have  control  over  ovum  production  and  action 
if  we  hold  that  it  is  the  woman's  duty  or  right  to  regulate  fertility.  We  need, 
by  timing  of  intercourse,  to  know  how  to  make  the  sperm  avoid  the  ovum,  if  we 
hold  that  some  form  of  periodic  continence  is  the  way  to  regulate  fertility.  Yet 
all  such  knowledge  can  only  be  obtained  by  fostering  basic  research  in  repro- 
ductive biology. 

What  does  one  see  when  one  examines  federal  expenditures  in  biomedical 
research?  One  sees  enormous  increases  in  expenditures  in  cancer  and  heart 
research,  designed  to  prevent  deaths.  I  have  yet  to  har  Z.P.G.  or  those  who 
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object  to  population  density,  or  growth,  or  numbers,  object  to  this.  Yet  also, 
there  is  at  least  half  the  American  population  alleging  that  abortion  kills 
human  life.  Yet  the  level  of  support  for  research  into  reproductive  biology, 
which  can  prevent  such  deaths— or  even  putative  deaths — is  not,  to  my  knowl- 
edge, ever  presented  as  research  into  death  prevention.  So  if  I  could  today 
make  one  positive,  constructive  suggestion  it  would  be  that  on  this  divisive 
issue  of  abortion,  we  all  join  in  fostering  the  basic  reproductive  biological 
research  which  could  make  the  entire  subject  moot. 

Surely,  the  issue  is  whether  under  the  Constitution  we  want  to  introduce  the 
notion  that  biological  and  socioeconomic  problems  should  be  resolved  by  pro- 
cedures which  kill,  or  even  may  kill,  human  life.  As  an  immigrant  to  this 
country,  I  would  hope  the  United  States,  of  all  countries,  could  do  better  than 
that.  What  seriously  bothers  me  about  the  Supreme  Court  decision  is  that  it 
did  not  have  the  courage  to  decide  when  life  starts — which  we  all  know 
tiologically.  It  was  faced  with  the  problem  of  when  life  starts  as  a  value.  I  am 
deeply  disturbed  that  it  took  the  decision  that  when  you  don't  know  whether 
in  performing  an  abortion  you  will  kill  a  human  life  you  may  proceed,  instead 
of  saying  you  must  desist.  That  decision  marks  a  watershed  which  I  believe 
neither  medicine,  nor  law.  nor  government  should  accept. 

Again,  as  an  immigrant,  I  have  always  had  the  notion,  but  perhaps  it  is  an 
illusion,  that  in  the  United  States,  of  all  countries,  men  and  women  might  be 
considered  equally  worthy  of  protection  under  the  Constitution,  regardless  of 
their  age,  race,  color,  creed  or  size.  Obviously  such  a  notion  presents  enormous 
emotional,  economic,  logistic,  legal  and  medical  problems.  But  I  also,  intuitively, 
hold  to  the  notion  that  the  American  Experiment  in  Human  Living  should  be 
triclusionary  and  not  ea-clusionary,  and  that  the  issue  at  stake  in  the  proposed 
constitutional  amendment  is  whether  the  fetus,  as  a  first  prototype  of  "mean- 
ingless" life,  shall  be  excluded  or  included. 

TABLE  I 


Total  abortion  deaths 


Other  maternal  deaths 


Total  maternal  deaths 


Year 


White    Nonwhite      Total      White    Nonwhite      Total      White    Nonwhite        Total 


1942 917  314 

1943 853  312 

1944    695  201 

1945 602  286 

1946    ._.        535  225 

1947    .--        385  200 

1948 321  175 

1949      236  158 

1950    193  123 

1951       170  133 

1952   196  124 

1953      162  132 

1954" 156  131 

1955"    150  116 

1956         138  83 

1957.'_' 126  134 

1958      136  123 

1959 -.        138  146 

1960 

1961 

1962 

1963 - 

1964 117  130 

1965"'. 106  129 

1966 96  93 

1967 76  84 

1968_ 

1969 _ 

1970 

1971... 

1972.. 

1973 (')  (') 

California: 

1942.. 72  5 

1943.. 65  6 

1944 55  8 

1945 42  3 

1946 40  4 

1947 27  4 

1948 27  8 

1949 22  6 

1950 13  1 

1951 20  1 


1,231      4,598         1,438  6,036 

1,165      4,610         1,422  6,032 

986      3,953          1,421  5,473 

888      3,520         1,260  4,780 

760      3,272         1,121  4,493 

585      3,170         1,223  4,393 

496      2,432         1,194  3,626 

394      1,863            959  2,822 

316      1,680             964  2,644 

303      1,608            901  2,509 

320      1,428             862  2,290 

294      1,317             774  2,091 

287      1,124            694  1,818 

266         984             651  1,635 

221         880            601  1,481 

260         871             615  1,486 

259         802             520  1,322 

284         789             515  1,304 

289 1,290 

324 1,249 

305    1,160 

272    .      1,466 

247         634            462  1,096 

235         550             404  954 

189         509             351  860 

160         495             332  827 

133 726 

132 669 

128 675 

120 610 

140 640 

(1)          (•)             0)  C) 

77         214               15  229 

71         264              22  286 

63         218              23  241 

45         232              21  253 

44         203               19  222 

31         172              32  204 

35         141               30  171 

28         108              22  130 

14           86              26  112 

21           72              34  107 


5, 515          1, 752  7, 267 

5, 463         1, 734  7, 197 

4, 468         1, 622  6, 369 

4,122         1,546  5,668 

3, 807         1, 346  5, 253 

3, 555         1, 423  4, 978 

2, 753         1, 369  4, 122 

2,099         1,117  3,216 

1,873         1,087  2,960 

1,778         1,034  2,812 

1,624            986  2,610 

1, 479             906  2, 385 

1, 280             825  2, 105 

1,134            767  1,901 

1, 081             684  1, 702 

997             749  1, 746 

938            643  1, 581 

927             661  1, 588 

1,579 

1,573 

1,465 

1,738 

751             592  1, 343 

656             533  1, 189 

605            444  1, 049 

571             416  987 

859 

801 

803 

730 

780 

'  0)             (0  0) 

286              20  306 

329              28  357 

273  31  304 

274  24  298 
243  23  266 
199  36  235 
168  38  206 
130      28  158 

99      27  126 

93      35  128 


57-676  O  -  76  -  ! 
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Total  abortion  deaths 


Other  maternal  deaths 


Total  maternal  deaths 


Year 


White    Nonwhite      Total      White    Nonwhite      Total      White    Nonwhite        Total 


1952... 

1953... 

1954... 

1955... 

1956... 

1957... 

1958... 

1959... 

1960... 

1961... 

1962... 

1%3... 

1964... 

1965... 

1966.. 

1967... 
Hawaii: 

1942 ». 

1943 ». 

1944*. 

1945*. 

1946'. 

1947 ». 

1948  J. 

19492. 

1950 ». 

1951 K 

1952 ». 

1953*. 

1954  J. 

1955 s. 

1956  >. 

1957*. 

1958'. 

1959  s. 

1960... 

1961... 

1962... 

1963... 

1964... 

1965... 

1966... 

1967... 
Indiana: 

1942... 

1943... 

1944... 

1945... 

1946... 

1947... 

1948... 

1949... 

1950  .. 

1951... 

1952... 

1953... 

1954... 

1955... 

1956... 

1957... 

1958... 

1S69... 

1960... 

1961... 

1962... 

1963... 

1964... 

1965... 

1966.. 

1967.. 
Kentucky : 

1942... 

1943... 

1944.. 

1945.. 

1946... 

1947.. 

1948... 

1949... 

1950.. 

1951.. 

1S52.. 


25 

10 

35 

83 

25 

108 

108 

35 

143 

23 

5 

28 

87 

12 

99 

110 

17 

127 

24 

28 

62 

16 

79 

86 

20 

106 

25 

23 

66 

20 

86 

91 

27 

118 

26 

27 

61 

14 

75 

87 

15 

102 

24 

31 

70 

25 

95 

94 

32 

126 

23 

11 

34 

53 

19 

72 

76 

30 

106 

23 

11 

34 

52 

19 

71 

75 

30 

105 

28 

10 

38 

48 

19 

67 

76 

29 

105 

30 

6 

36 

41 

24 

65 

71 

30 

101 

24 

10 

34 

51 

26 

77 

75 

36 

111 

27 

10 

37 

57 

18 

75 

84 

28 

112 

20 

12 

32 

58 

16 

74 

78 

28 

106 

25 

14 

39 

53 

12 

65 

78 

26 

104 

13 

8 

21 

34 

16 

50 

47 

24 

71 

18 

9 

27 

58 

10 

68 

76 

19 

95 

143 
117 
105 
90 
81 
81 
63 
41 
50 
44 
40 
31 
33 
24 
27 
24 
25 
23 
22 
27 
24 
15 
18 
18 
18 
20 

131 
122 
123 


2 
1 

9 
8 
13 
8 
13 
12 
9 
8 
8 
7 
8 
6 
5 
4 
3 
7 
3 
4 
2 
7 
7 
6 
6 
7 
1 
3 

26 
16 
20 


2 
1 

154 
125 
118 
98 
94 
93 
72 
49 
58 
51 
40 
37 
38 
28 
30 
31 
28 
27 
24 
34 
31 
21 
24 
25 
19 
23 

157 
138 
143 


5 

24 

117 

14 

131 

2 

22 

106 

16 

122 

4 

16 

111 

13 

124 

3 

15 

93 

8 

101 

1 

7 

75 

11 

86 

2 

5 

58 

10 

68 

1 

4 

60 

2 

62 

4 

48 

4 

52 

169 
138 
126 
103 
99 
93 
77 
48 
53 
52 
44 
33 
37 
27 
32 
29 
27 
23 
24 
30 
25 
19 
19 
19 
18 
20 

150 
142 
139 
136 
126 
123 
105 
81 
61 
63 
52 


3 
1 

9 
11 
15 
10 
13 
12 
15 
9 
8 
7 
8 
6 
6 
4 
3 
8 
4 
6 
3 
11 
12 
7 
6 
7 
1 
3 

28 
21 
20 
19 
18 
17 
11 
12 
12 

3 

4 


3 
1 

180 
149 
141 
113 
112 
105 
92 
57 
61 
59- 
52 
39 
43 
31 
35 
37 
31 
29 
27 
41 
37 
26 
25 
26 
19 
23 

178 
163 
159 
155 
144 
140 
116 

93 

73 

66 

56 
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Total  abortion  deaths 

Other  maternal  deaths 

Total  maternal  deaths 

Year 

White 

Nonwhite 

Total 

White 

Nonwhite 

Total 

White 

Nonwhite 

Total 

1953 

4 

2 

6 

50 

7 

57 

54 

9 

63 

1954 

2 

2 

4 

40 

8 

48 

42 

10 

52 

1955 

4 

1 

5 

33 

4 

37 

37 

5 

42 

1956 

5 

1 

6 

30 

7 

37 

35 

8 

43 

1957 

2 

1 

3 

19 

8 

27 

21 

9 

3U 

1958 

3 

3 

20 

4 

24 

23 

4 

11 

1959 

2 

1 

3 

25 

6 

31 

27 

7 

34 

I960.... 

5  . 

5 

22 

1 

23 

27 

1 

28 

1961 

3 

1 

4 

27 

11 

38 

30 

12 

42 

1962 

4 

1 

5 

18 

5 

23 

22 

6 

28 

1963 

1 

1 

? 

16 

6 

22 

17 

7 

24 

1964 

3 

3 

11 

4 

15 

14 

4 

18 

1965 

10 

3 

13 

10 

3 

13 

1966 

2  . 

? 

19 

2 

21 

21 

2 

23 

1967 

1 

1 

10 

1 

11 

10 

2 

12 

Mississippi: 

194^.... 

11 

28 

39 

67 

133 

210 

78 

161 

249 

1943 

3 

28 

31 

68 

137 

205 

71 

165 

23b 

1944  

10 

17 

27 

61 

131 

192 

71 

148 

219 

1945 

6 

14 

20 

53 

133 

186 

59 

147 

20b 

1946.... 

6 

12 

18 

61 

115 

176 

67 

127 

194 

1947 

1 

9 

10 

47 

116 

163 

48 

125 

1/3 

1948 

1 

11 

1? 

34 

123 

157 

35 

134 

lb9 

1949 

5 

7 

1? 

29 

108 

137 

34 

115 

139 

1950 

3 

7 

10 

25 

124 

149 

28 

131 

159 

1951 

7 

7 

25 

105 

130 

25 

112 

13/ 

1952   

3 

7 

10 

12 

99 

111 

15 

106 

121 

1953  

3 

2 

5 

20 

91 

111 

23 

93 

lib 

1954 

3 

5 

8 

9 

90 

99 

12 

95 

10/ 

1955  

6 

6 

12 

56 

68 

12 

62 

/4 

1956... 

3 

3 

11 

57 

68 

11 

60 

/I 

1957 

6 

fi 

16 

53 

69 

16 

59 

/b 

1958 

1 

3 

4 

8 

37 

45 

9 

40 

49 

1959 

1 

4 

5 

6 

40 

46 

7 

44 

bl 

1960 

1 

3 

4 

7 

43 

bO 

8 

46 

b4 

1961  

2 

2 

4 

7 

38 

4b 

9 

40 

49 

1962 

4 

1 

5 

6 

46 

52 

10 

47 

b/ 

1963 

1 

1 

? 

7 

35 

42 

8 

36 

44 

1964  

2 

2 

4 

7 

44 

51 

9 

46 

bb 

1965 

2 

? 

3 

34 

37 

3 

36 

39 

1966 

1 

1 

? 

4 

24 

28 

5 

25 

3U 

1967 

2 

2 

10 

21 

31 

10 

23 

33 

Nebraska: 

1942  

6 

1 

7 

36 

2 

38 

42 

3 

45 

1943  

2  . 

? 

39 

1 

40 

41 

1 

42 

1944 

2  . 

? 

41  . 

41 

43  . 

43 

1945  

4  . 

4 

31 

1 

32 

35 

i 

36 

1946  

3  . 

3 

26  . 

26 

29  . 

29 

1947 

3  . 

3 

31 

1 

32 

34 

i 

35 

1948 

2  . 

7 

20  . 

20 

22  . 

22 

1949  

6  . 

fi 

18  . 

18 

24  . 

24 

1950 

1  . 

1 

13 

1 

14 

14 

i 

15 

1951 

4  . 

1  . 

4 
1 

2  . 
12 

2" 

20 
14 

24  . 
13 

.. 

24 

1952 

15 

1953 

2  . 

? 

17 

1 

18 

19 

1 

20 

1954  

12  . 

12 

12  . 

12 

1955 

2  . 

? 

15  . 

15 

17  . 

17 

1956 

1  . 

1 

11 

1 

12 

12 

i 

13 

1957 

2  . 

? 

9 

1 

10 

11 

1 

12 

1958 

1  . 

1 

6 

2 

8 

7 

2 

9 

1959 

1  . 

1 

4 

1 

b 

5 

1 

6 

1960 

6  . 

b 

6  . 

6 

1961 

8 

1 

9 

8 

i 

9 

1962 

5 

1 

6 

5 

1 

6 

1963  

1 

1 

? 

1 

1 

2 

2 

2 

4 

1964   

1 

1 

8  . 

8 

8 

1 

9 

1965 

4  . 

4 

4  . 

4 

1966 

5 

1 

6 

5 

i 

6 

1967 

3 

1 

4 

3 

1 

Nortii  Carolina: 

1942 

26 

14 

40 

149 

118 

267 

175 

132 

307 

1943 

14 

30 

44 

121 

141 

262 

135 

171 

306 

1944 

15 

28 

43 

121 

102 

223 

136 

130 

266 

1945 

15 

24 

39 

96 

113 

209 

111 

137 

248 

1946   

16 

20 

3fi 

77 

90 

16/ 

93 

110 

203 

1947 

12 

10 

?? 

78 

92 

1/0 

90 

102 

192 

1948  .    .   . 

7 

7 

14 

85 

108 

193 

92 

115 

207 

1949 

3 

7 

10 

47 

70 

11/ 

50 

77 

127 

1950  .     .   . 

4 

8 

1? 

41 

73 

114 

45 

81 

126 

1951 

2 

10 

1? 

34 

77 

111 

36 

87 

123 

1952 

2 

10 

12 

37 

64 

101 

39 

74 

113 

124 


Total  abortion  deaths 

Other  maternal  deaths 

Total  maternal  deaths 

Year 

White 

Nonwhite 

Total 

White 

Nonwhite 

Total 

White 

Nonwhite 

Total 

1953 

6 

12 

18 

39 

52 

91 

45 

64 

109 

1954 

2 

7 

9 

25 

48 

73 

27 

55 

82 

1955 

1 

7 

8 

23 

65 

88 

24 

72 

96 

1956 

4 

9 

13 

18 

50 

68 

22 

59 

81 

1957 

._ 4 

8 

1? 

14 

58 

72 

18 

66 

84 

1958 

2 

8 

10 

12 

38 

50 

14 

46 

60 

1959 

2 

5 

7 

14 

32 

46 

16 

37 

53 

1960 

5 

9 

14 

11 

34 

45 

16 

43 

59 

1961 

2 

3 

5 

19 

31 

50 

21 

34 

55 

1962 

5 

6 

11 

8 

32 

40 

13 

38 

51 

1963... 

2 

6 

8 

14 

18 

32 

16 

24 

40 

1964 

1 

3 

4 

7 

26 

33 

8 

39 

4/ 

1965 

1 

6 

7 

11 

21 

32 

12 

27 

39 

1966 

1 

2 

3 

10 

20 

30 

11 

22 

33 

1967 

1 

2 

3 

10 

17 

27 

11 

19 

30 

North  Dakota: 

1942 

3  . 

3 

25 

1 

26 

28 

1 

29 

1943 

5 

1 

6 

32 

1 

33 

37 

2 

39 

1944 

- 2 

? 

20 

2 

22 

22 

2 

24 

1945.... 

13 

1 

14 

13 

1 

14 

1946 

1 

1 

14 

1 

15 

15 

1 

16 

1947.. 

1 

1 

18 

18 

18 

1 

19 

1948 

1 

1 

13 

2 

15 

14 

2 

16 

1949 

8 

1 

9 

8 

1 

9 

1950 

3  . 

3 

3 

3 

1951 

5  . 

5 

5 

b 

1952 

1 

1 

4 

1 

5 

5 

1 

6 

1953 

8 

2 

10 

8 

2 

10 

1954 

6 

6 

6 

6 

1955 

5 

5 

5 

b 

1956 

1 

I 

1 

1 

1 

1 

1 

1957 

4  . 

4 

4 

4 

1958 

2 

2 

2 

2 

1959 

1 

1 

2 

3  . 

3 

4 

1 

b 

1960 

1 

1 

3  . 

3 

4 

4 

1961.... 

1 

1 

3 

1 

4 

4 

1 

b 

1962 

1 

1 

5 

5 

6 

6 

1963.. 

1 

1 

2 

1 

1 

2 

1964 

1 

1 

2 

1 

1 

2 

1965 

3 

3 

3 

3 

1966 

3 

1 

4 

3 

1 

3 

1967.... 

3 

3 

3 

3 

Pennsylvania: 

1952.. 

79 

12 

9f) 

405 

30 

435 

478 

42 

520 

1943 

75 

14 

89 

370 

34 

404 

445 

48 

493 

1944 

.......    58 

22 

80 

334 

40 

374 

392 

62 

4b4 

1945 

44 

12 

56 

288 

40 

328 

332 

52 

284 

1946 

40 

9 

49 

255 

28 

283 

295 

37 

332 

1947 

27 

12 

39 

242 

32 

274 

269 

44 

313 

1948 

20 

5 

25 

173 

31 

204 

193 

36 

229 

1949 

12 

7 

19 

112 

20 

132 

124 

27 

Ibl 

1950 

16 

12 

28 

128 

14 

142 

144 

26 

1/0 

1951 

13 

8 

?1 

114 

16 

130 

127 

24 

Ibl 

1952 

21 

5 

?R 

97 

22 

119 

118 

27 

14b 

1953 

14 

9 

?3 

85 

21 

106 

99 

30 

129 

1954 

8 

6 

14 

74 

16 

90 

82 

22 

104 

1955 

4 

3 

7 

66 

20 

86 

70 

23 

93 

1956 

10 

2 

1? 

58 

17 

75 

68 

19 

8/ 

1957 

4 

8 

1? 

52 

10 

62 

56 

18 

/4 

1958.... 

4 

12 

Ifi 

48 

18 

66 

52 

30 

82 

1959 

9 

9 

16 

45 

10 

55 

53 

18 

/I 

1960. 

7 

6 

13 

51 

13 

64 

58 

19 

// 

1961 

7 

9 

Ifi 

40 

17 

57 

47 

26 

/3 

1962 

5 

13 

18 

30 

8 

38 

35 

21 

56 

1963 

5 

12 

17 

31 

17 

48 

36 

29 

6b 

1964..... 

4 

4 

8 

35 

17 

52 

39 

21 

60 

1965 

4 

5 

9 

23 

10 

33 

27 

15 

42 

1966 

5 

6 

11 

33 

7 

40 

38 

13 

bl 

1967 

1 

3 

4 

26 

16 

42 

27 

19 

46 

South  Carolina: 

1942 

15 

24 

39 

82 

139 

221 

97 

163 

2b9 

1943 

9 

11 

20 

88 

132 

220 

97 

143 

240 

1944 

6 

15 

21 

51 

121 

172 

57 

136 

193 

1945 

6 

16 

?? 

41 

105 

14/ 

47 

122 

169 

1946 

6 

8 

14 

47 

87 

134 

53 

95 

148 

1947 

3 

14 

17 

47 

91 

138 

50 

105 

Ibb 

1948 

2 

14 

IB 

32 

89 

121 

34 

103 

13/ 

1949.. 

1 

7 

8 

30 

64 

94 

31 

71 

102 

1950 

3 

3 

23 

67 

90 

23 

70 

93 

1951 

3 

12 

15 

21 

50 

71 

24 

62 

86 

1952 

3 

9 

12 

14 

72 

86 

17 

81 

98 
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Total  abortion  deaths 

Other  maternal  deaths 

Total  maternal  deaths 

Year 

White 

Nonwhite 

Total 

White 

Nonwhite 

Total 

White 

Nonwhite 

Total 

1953.-_ --. 

6 

6 

21 

45 

66 

21 

57 

78 

1954 

5 

5 

17 

47 

64 

17 

52 

69 

1955 

1 

5 

6 

3 

55 

58 

4 

60 

64 

1956 

4 

4 

16 

34 

50 

16 

38 

54 

1957 

4 

4 

12 

44 

56 

12 

48 

60 

1958—. 

1 

6 

7 

10 

26 

36 

11 

32 

43 

1959 - 

3 

4 

7 

5 

24 

29 

8 

28 

36 

1960 

3 

7 

10 

8 

25 

33 

11 

32 

43 

1961 

3 

3 

3 

31 

34 

3 

34 

3/ 

1%2 -.- 

1 

1 

? 

6 

30 

36 

7 

31 

38 

1963 

1 

4 

5 

8 

27 

3b 

9 

31 

40 

1964.... 

1 

3 

4 

5 

22 

11 

6 

25 

31 

1965 

4 

4 

10 

21 

31 

10 

25 

3b 

1966 

7 

23 

30 

7 

23 

30 

1967 

4 

11 

3b 

4 

11 

lb 

West  Virginia: 

1942   

11 

2 

13 

81 

9 

90 

92 

11 

103 

1943 

12  . 

1? 

100 

14 

114 

112 

14 

126 

1944 

9 

1 

10 

72 

7 

/9 

81 

8 

89 

1945 

10 

2 

12 

52 

2 

54 

62 

4 

bb 

1946      .- 

9 

1 

10 

62 

1 

63 

71 

2 

n 

1947. 

2 

1 

3 

77 

8 

8b 

79 

9 

88 

1948 

5  . 

5 

52 

3 

bb 

57 

3 

bU 

1949 

2  . 

2 

46 

4 

bO 

48 

4 

b2 

1950      

3  . 

3 

38 

5 

43 

41 

5 

46 

1951.    

2 

? 

45 

4 

49 

47 

4 

bl 

1952        

.  .     5 

2 

7 

24 

6 

30 

29 

8 

37 

1953       . 

..     1 

1 

22 

3 

25 

23 

3 

2b 

1954      

1 

1 

19 

4 

23 

20 

4 

24 

1955.     

1 

1 

14 

1 

15 

15 

1 

16 

1956 

1 

1 

17 

1/ 

18  . 

18 

1957       

.  .    2 

? 

13  . 

13 

15  . 

15 

1958       

2 

1 

3 

14 

2 

16 

16 

3 

19 

1959 

2 

? 

10 

2 

12 

12 

2 

14 

1960          .  . 

1 

1 

9 

1 

10 

9 

2 

11 

1961        

3 

2 

5 

15 

lb 

18 

2 

20 

1962       

1 

1 

? 

12 

4 

16 

13 

5 

17 

1963 

2 

? 

14 

2 

16 

16 

2 

18 

1964 

11 
11 

1 
1 

12 
12 

11 
13 

1 

1 

12 

1965 

2 

2 

14 

1966 

7 

1 

7 

7 

1967 

4 

3 

1 

4 

3 

7 

2  Not  listed. 

Our  next  witness  is  Dr.  Carl  Tyler,  Chief,  Family  Planning  Evalua- 
tion Division,  Bureau  of  Epidemiology,  Center  for  Disease  Control, 
Atlanta,  Ga. 

Dr.  Tyler,  we  appreciate  your  being  with  us. 

STATEMENT  OF  DR.  CARL  TYLER,  CHIEF,  FAMILY  PLANNING 
PLANNING  EVALUATION  DIVISION,  BUREAU  OF  EPIDEMIOLOGY, 
CENTER  FOR  DISEASE  CONTROL,  ATLANTA,  GA. 

Dr.  Tyler.  Thank  you,  Mr.  Chairman.  I  am  pleased  to  testify  before 
you  with  regard  to  these  resolutions,  and  I  would  like  to  point  out 
that  although  I  am  an  employee  of  the  Department  of  Health,  Educa- 
tion and  Welfare,  I  am  not  appearing  here  as  a  policy  representative 
of  the  Department.  I  understand  that  the  Department  has  taken  no 
position  on  the  resolutions  pending  before  this  subcommittee.  Rather, 
I  am  appearing  because  of  my  special  professional  interest  in  abortion 
and  other  methods  of  fertility  control.  In  addition  to  my  Federal  posi- 
tion with  the  Center  for  Disease  Control,  I  am  a  Board  Certified 
Obstetrician-Gynecologist,   a   Fellow   of  the   American   College   of 
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Obstetricians  and  Gynecologists,  and  a  member  of  the  American  Public 
Health  Association. 

Abortion  has  been  used  as  a  method  of  fertility  control  for  more 
than  2,000  years.  In  the  United  States,  it  has  been  an  issue  of  public 
concern  at  least  since  the  time  it  was  first  made  illegal  in  the  State  of 
Connecticut  in  1821.  As  recently  as  1930,  abortion  was  the  certified 
cause  of  death  for  almost  2,700  women  in  a  single  year,  and  it  was 
not  until  after  1940  that  the  number  of  such  deaths  reached  a  level  of 
less  than  1,000  per  year.  At  the  Arden  House  Conference  on  Abortion 
held  in  1955,  one  expert  group  estimated  that  no  fewer  than  200,000 
abortions  were  induced  illegally  each  year.  This  group  set  an  upper 
estimate  of  1.2  million  illegal  abortions  performed  annually.  Subse- 
quent survey  information  indicated  there  might  be  as  many  as  800,000. 
In  1955,  255  women  died  from  causes  related  to  abortion. 

The  medical  and  legal  aspects  of  abortion  have,  therefore,  posed 
problems  for  public  health  professionals  in  this  country  for  many 
years.  In  the  remainder  of  my  testimony,  I  shall  briefly  review  the 
information  currently  available  on  the  practice  of  abortion,  I  will 
describe  current  trends  in  abortion  mortality  and  in  diseases  related 
to  abortion,  and  I  will  discuss  some  of  the  current  issues  that  are  of 
concern  to  public  health  professionals  with  regard  to  the  increasing 
practice  of  abortion.  Finally,  I  will  conclude  by  stating  my  personal 
views  concerning  the  effects  which  the  resolutions  before  this  com- 
mittee are  likely  to  have  on  the  health  of  the  American  people. 

Although  the  Department  takes  no  position  on  the  resolutions  before 
this  committee,  the  center  has  collected  information  on  the  practice  of 
abortion  for  almost  5  years.  Recent  revisions  of  State  statutes  began 
in  Colorado  in  1967.  In  1969  10  States  voluntarily  reported  more  than 
22,000  legal  abortions  to  CDC.  The  following  year,  1970,  24  States 
voluntarily  reported  more  than  190,000  abortions,  and  in  1971,  the 
number  of  abortions  reported  to  CDC  as  having  been  done  legally  was 
in  excess  of  485,000,  even  though  the  number  of  cooperating  States 
increased  by  only  1,  to  25.  In  1972,  the  most  recent  year  for  which  we 
have  complete  data  available,  more  than  586,000  legal  abortions  were 
reported  to  CDC.  More  detailed  information  on  these  statistics  is 
available  in  the  center's  abortion  surveillance  report  and  with  your 
permission,  I  would  like  to  enter  the  most  recent  issue  of  that  report 
into  the  record,  and  along  with  it  a  supplementary  statement  which 
will  provide  fuller  detail  and  more  specific  documentation  for  some  of 
the  statements  I  will  make  in  the  rest  of  my  testimony. 

Senator  Bayh.  Without  objection,  so  ordered. 
[The  information  referred  to  follows :] 

Supplement  to  the  Statement  of  Carl  W.  Tyler,  Jr.,  M.D.,  F.A.C.O.G. 

This  supplement  to  the  statement  I  have  made  concerning  Senate  Joint  Reso- 
lutions 119  and  130  is  provided  for  two  purposes.  First,  it  gives  more  detailed 
information  on  the  topics  discussed  briefly  in  verbal  testimony.  And  second,  it 
documents  the  sources  of  information  referred  to  in  that  testimony. 

This  supplement  gives  information  on  five  subjects:  (1)  the  status  of  abor- 
tion laws,  (2)  estimates  of  the  number  of  abortions  performed,  (3)  trends  in 
the  health  of  women  undergoing  abortion,  (4)  changes  in  other  areas  of  public 
health  related  to  abortion,  and  (5)  current  health  problems  related  to  abortion. 
The  discussion  of  each  of  these  subjects  is  confined  largely  to  facts  concerning 
the  United  States,  and  deals  with  three  time  periods.  The  first  period  starts  in 
the  times  of  colonial  America  and  goes  to  the  end  of  1966.  The  second  time 
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period  covers  the  years  1967  through  1972,  and  the  third  period  begins  with  the 
Supreme  Court  Decision  of  January  22,  1973,  and  goes  to  the  present.  This 
supplement  ends  with  a  statement  about  the  effects  which  I  believe  Senate 
Joint  Resolutions  119  and  130  are  to  have  on  the  health  of  the  American  people. 

THE  STATUTES  OF  ABOBTION  LAWS 

Abortion  has  been  used  as  a  method  of  fertility  control  for  more  than  2,000 
years,  (i)  In  the  United  States,  abortion  has  been  an  issue  of  public  concern  at 
least  since  the  time  it  was  first  made  illegal  in  the  state  of  Connecticut  in 
1821.  (2)  By  1840,  8  states  had  enacted  laws  dealing  with  abortion.  By  the  time 
the  War  Between  the  States  was  over,  legislative  action  made  abortion  illegal 
in  practically  every  state  in  the  United  States.  Even  though  abortion  was 
banned  unless  performed  to  save  or  preserve  the  life  of  the  mother  in  all  but 
a  few  states  by  the  end  of  the  1950's,  the  American  Law  Institute  published  its 
Model  Penal  Code  in  1962,  which  recommended  important  changes  in  the  state 
abortion  laws.  (3)  This  Model  Penal  Code  permitted  abortion  if  continuing  the 
pregnancy  would  adversely  affect  the  physical  or  mental  health  of  the  mother, 
if  there  was  an  increased  risk  of  the  birth  of  a  deformed  fetus,  or  if  pregnancy 
resulted  from  rape  or  incest.  Five  years  elapsed  before  any  state  adopted  this 
model  law. 

In  April  1967,  Colorado  became  the  first  state  to  follow  the  American  Law 
Institute's  recommendation.  Between  the  beginning  of  1967  and  the  end  of 
1972,  however,  17  states  revised  their  abortion  laws.  Most  followed  the  recom- 
mendations of  the  American  Law  Institute,  but  in  1969  one,  the  state  of  Oregon, 
went  a  step  farther  and  stated  "in  determining  whether  or  not  there  is  sub- 
stantial risk  (to  the  woman's  physical  or  mental  health),  account  may  be  taken 
of  the  mother's  total  environment,  actual  or  reasonably  foreseeable."  (4)  In 
1970,  four  of  these  17  states,  Alaska,  Hawaii,  New  York,  and  Washington, 
enacted  laws  which  permitted  induced  abortion  if  a  pregnant  woman  requested 
that  the  procedure  be  done  and  a  licensed  physician  agreed  to  do  it.  In  the 
state  of  Washington,  the  legal  change  was  brought  about  by  a  referendum 
which  permitted  abortion  to  be  performed  legally  by  or  under  the  supervision 
of  a  licensed  physician. 

On  January  22,  1973,  the  United  States  Supreme  Court  handed  down  decisions 
in  the  cases  of  Roe  vs.  Wade  and  Doe  vs.  Bolton  which  invalidated  abortion 
statutes  in  Texas  and  Georgia.  (5)  Specifically,  these  decisions  stated  that 
"(a)  For  the  stage  (of  pregnancy)  prior  to  approximately  the  end  of  the  first 
trimester,  the  abortion  decision  and  its  effectuation  must  be  left  to  the  medical 
judgment  of  the  pregnant  woman's  attending  physician,  (b)  For  the  stage 
subsequent  to  approximately  the  end  of  the  first  trimester,  the  state  *  *  *  may 

*  *  *  regulate  the  abortion  procedures  in  ways  that  are  reasonably  related  to 
maternal  health,  (c)  For  the  stage  subsequent  to  viability,  the  state  *  *  *  may 

*  *  *  regulate  and  even  proscribe  abortion,  except  where  it  is  necessary  *  *  * 
for  the  preservation  of  the  life  or  health  of  the  mother."  (6)  The  Court  also 
permitted  the  state  to  proscribe  abortion  by  any  person  who  is  not  defined  by 
the  state  as  a  physician.  (7)  The  Supreme  Court  went  on  to  invalidate  legal 
requirements  of  accreditation  by  the  Joint  Commission  for  the  Accreditation  of 
Hospitals,  the  requirement  of  approval  by  a  Hospital  Abortion  Committee,  the 
confirmation  of  the  need  for  abortion  by  2  independent  physicians,  and  the 
requirement  of  proof  of  residency  in  the  state  where  the  abortion  is  to  be 
performed.  (8) 

ESTIMATES  OF  THE  NUMBER  OF  ABORTIONS  PERFORMED 

Although  abortion  has  been  an  issue  of  public  concern  in  the  United  States 
at  least  since  the  time  it  was  first  made  illegal  in  the  state  of  Connecticut  in 
1821,  no  scientifically  credible  estimate  of  the  number  of  illegal  abortions  per- 
formed in  a  given  year  was  published  until  1955.  That  year,  an  expert  group 
at  the  Arden  House  Conference  on  Abortion  in  the  United  States  stated  that 
"*  *  *  a  plausible  estimate  of  the  frequency  of  induced  abortion  in  the  United 
States  could  be  as  low  as  200,000  and  as  high  as  one  million  two  hundred 
thousand  *  *  *."  (9)  Their  statement  went  on  to  say  "there  is  no  objective 
basis  for  the  selection  of  a  particular  figure  between  these  two  estimates  as  an 
approximation  of  the  actual  frequency."  This  information  was  based,  in  large 
part,  on  data  collected  by  Dr.  Alfred  Kinsey  and  his  colleagues  at  the  Institute 
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of  Sex  Research  at  Indiana  University  which  had  been  analyzed  by  Tietze  and 
Martin.  (10)  Subsequent  survey  data  supported  the  conclusions  of  the  Arden 
House  Conference,  as  did  an  analysis  of  the  current  practice  of  abortion  in 
New  York  City,  subsequently  performed  by  Tietze.   {11,  12) 

Following  the  revision  of  Colorado's  state  law  in  1967,  the  reported  number 
of  legal  abortions  has  increased  substantially.  Although  the  Department  of 
Health,  Education,  and  Welfare  takes  no  position  concerning  abortion  or  the 
Resolutions  which  are  the  subject  of  these  hearings,  the  Department's  Center 
for  Disease  Control  has  collected  information  on  the  practice  of  legal  abortion 
since  1969.  That  year,  19  states  cooperated  with  CDC  in  the  establishment  of 
a  voluntary  reporting  syttem.  More  than  22,000  legal  abortions  were  reported 
in  1969.  (IS)  In  1970,  24  states  reported  more  than  190,000  abortions,  while 
in  1971  the  number  of  abortions  reported  to  CDC  exceeded  485,000,  even  though 
the  number  of  cooperating  states  increased  by  only  one.  {SJf,  15)  In  1972,  the 
latest  year  for  which  data  are  available,  more  than  586,000  legal  abortions 
were  reported  to  CDC.  {16)  More  detailed  information  on  the  practice  of  legal 
abortion  in  the  United  States  is  available  in  the  Abortion  Surveillance  Report 
published  by  CDC.  The  most  recent  issue  of  that  Report  is  also  a  supplement 
to  the  testimony  presented  to  this  Committee. 

Sixteen  months  have  elapsed  since  the  Supreme  Court  decisions  on  abortions 
have  been  handed  down.  That  is  a  relatively  short  period  of  time  in  which  to 
adequately  assess  the  influence  which  this  Decision  has  had  on  the  practice  of 
abortion  in  the  United  States.  Reactions  to  these  Decisions  have  been  varied, 
not  only  with  regard  to  personal  feeling  and  legislative  action,  but  also  with 
regard  to  interpretation  of  the  Decisions  concerning  the  reporting  of  infor- 
mation about  abortions.  In  some  states,  statistics  on  legal  abortion  are  much 
less  complete  since  the  Supreme  Court  Decision,  while  in  others,  information 
is  now  available  where  previously  none  had  existed. 

Reactions  of  states  to  this  Supreme  Court  Decision  permits  them  to  be  di- 
vided into  roughly  four  groups  {11).  The  first  group  experienced  little  or  no 
change  in  the  trend  previously  established  for  the  number  of  abortions  per- 
formed each  year.  These  states  did  less  than  5%  of  their  abortions  on  residents 
of  other  states  in  1971  and  1972.  In  addition,  they  revised  their  abortion  laws 
in  such  a  way  that  the  Supreme  Court  Decision  did  not  substantially  modify 
the  practice  of  abortion  within  their  geographic  boundaries.  Examples  of  these 
states  are  Alaska,  Hawaii,  Maryland,  and  Oregon.  None  of  these  four  had 
more  than  a  10%  change  in  the  total  number  of  abortions  reported  to  CDC 
when  the  years  1972  and  1973  were  compared  with  1971. 

A  second  group  of  states  had  significant  increases  in  the  number  of  abor- 
tions performed  in  1973  as  compared  to  previous  years.  These  states  are  ones 
which,  for  the  most  part,  enacted  their  first  abortion  law  revision  during  1973. 
Examples  include  Tennessee,  Nebraska,  and  South  Dakota.  These  states  have 
all  had  a  dramatic  rise  in  the  number  of  abortions  performed.  Georgia  and 
North  Carolina  also  showed  a  marked  increase  in  the  number  of  reported 
legal  abortions.  Although  both  of  these  states  had  revised  their  laws  prior  to 
the  Supreme  Court  Decision,  they  liberalized  their  laws  further  in  1973.  In 
neither  state  was  the  increase  in  the  number  of  abortions  accompanied  by 
a  concomitant  increase  in  abortions  performed  on  women  from  other  states. 
The  increase,  therefore,  was  due  to  a  large  number  of  residents  of  the  state 
receiving  abortions  in  their  home  states,  when  in  previous  years  they  might 
have  gone  elsewhere  to  have  this  procedure  performed  legally. 

A  third  group  of  states  includes  those  which  have  not  revised  their  abortion 
law,  either  before  or  after  the  Supreme  Court  Decision.  It  is  this  group  for 
which  estimates  are  most  difficult  to  ascertain.  One  example  of  such  a  state 
is  North  Dakota  where,  following  the  Supreme  Court  Decision  of  January 
1973,  the  State  Legislature  enacted  a  law  permitting  abortion  only  to  preserve 
the  life  of  the  mother.  At  the  other  end  of  the  spectrum  encompassed  by  this 
group  is  Texas,  where  the  state  law  was  declared  void  by  the  Supreme  Court. 
CDC  assumes  that  in  North  Dakota  few  abortions  are  being  performed.  On 
the  other  hand,  reports  from  Texas  indicate  that  more  than  20  hospitals  and 
clinics  are  performing  abortions  in  various  localities  and  throughout  the  state. 

A  fourth  group  of  states  includes  those  which  actually  reported  fewer 
abortions  in  1973  than  in  1972.  New  York  State  represents  the  most  dramatic 
example  of  such  an  area  in  that  92.000  fewer  abortions  were  reported  in  1973 
than  in  the  preceeding  year,  representing  a  30%  decrease.  This  decrease  is 
principally  in  the  number  of  abortions  performed  on  women  who  are  not  resi- 
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dents  of  the  state  of  New  York.  Presumably,  these  women  are  now  able  to  find 
legal  abortion  services  in  their  own  home  states. 

Although  data  from  states  are  too  incomplete  to  permit  the  preparation  of 
a  formal  published  report  for  1973  at  this  time,  the  impression  these  data  give 
is  that  more  legal  abortions  were  performed  in  1973  than  in  1972.  The  in- 
crease, however,  is  not  as  dramatic  as  the  nearly  three-fold  increase  which 
occurred  between  1970  and  1971. 

TEENDS  IN  THE  HEALTH  OF  WOMEN  UNDERGOING  ABOETION 

Death  due  to  abortion  has  been  assumed  to  be  one  of  the  leading  causes  of 
maternal  mortality  for  most  of  our  nation's  history.  As  recently  as  1930,  abor- 
tion was  the  certified  cause  of  death  for  almost  2,700  women  in  a  single  year 
(18).  Although  it  seems  certain  that  some  of  these  deaths  were  associated 
with  spontaneous  abortion,  experienced  clinicians  and  public  health  physicians 
feel  that  the  large  majority  were  due  to  illegally  induced  abortion.  By  1940, 
the  number  of  reported  abortion  deaths  had  declined  to  slightly  below  1,700, 
and  in  the  decade  that  followed,  a  further  substantial  decline  occurred  so  that 
in  1950,  only  316  deaths  could  be  attributed  to  the  complications  of  abortion 
{19,  20).  From  1950  to  1962,  however,  there  was  virtually  no  change  in  the 
number  of  deaths  attributed  to  these  causes,  but,  inl968,  the  declining  trend 
in  abortion  deaths  began  again.  In  1969,  132  deaths  were  reported  to  be 
caused  by  complications  of  abortion,  this  decline  has  continued  so  that  128 
deaths  were  reported  in  1970,  and  99  were  certified  in  1971   (21). 

Death  due  to  abortion  and  its  complications  has  always  been  an  Important 
component  of  overall  maternal  mortality.  In  1930,  abortion  deaths  accounted 
for  almost  18%  of  all  maternal  deaths,  while  in  1962  abortion  deaths  made 
up  nearly  21%  of  all  deaths  associated  with  pregnancy.  In  1969,  abortion 
deaths  accounted  for  16%  of  all  maternal  deaths. 

In  an  effort  to  obtain  more  current  specific  information  on  abortion  mortality, 
the  Center  for  Disease  Control  initiated  a  special  inquiry  of  state  and  selected 
city  health  departments  in  1972.  Seventy-one  deaths  were  reported  to  CDC 
for  that  year.  Although  the  final  vital  statistics  reports  which  are  published 
by  the  National  Center  for  Health  Statistics  and  which  are  subjected  to  a  more 
detailed  review  of  the  classification  of  the  cause  of  death  may  show  more  than 
the  71  deaths  which  CDC  linows  about,  it  is  unlikely  that  the  procedures  em- 
ployed by  the  National  Center  for  Health  Statistics  will  increase  the  number  of 
deaths  to  such  an  extent  that  the  decline  which  began  in  1963  will  be  slowed. 
The  CDC's  inquiry  of  state  and  local  health  departments  is  being  repeated 
for  1973.  At  present,  monthly  reports  have  been  received  from  all  50  state 
health  departments  as  well  as  health  departments  in  New  York  City  and  the 
District  of  Columbia.  As  of  the  end  of  March  1974,  29  abortion-related  deaths 
had  been  reported  for  calendar  year  1973.  It  is  CDC's  practice  to  contact  state 
health  departments  at  least  2  more  times  to  solicit  their  help  in  determining 
that  reporting  is  complete  before  a  formal  written  statement  is  issued  with 
regard  to  the  number  of  abortion  deaths.  Past  experience  indicates  that  only 
a  relatively  small  number  of  additional  death  reports  are  obtained  in  this  way. 
Even  if  further  contact  with  health  departments  doubled  the  number  of  abor- 
tion-related deaths  for  1973,  this  total,  58,  would  still  be  almost  20%  less  than 
the  total  71  reported  to  CDC  for  the  year  1972.  Special  reports  from  state  and 
city  health  departments  confirm  the  decline  in  deaths  due  to  abortion  seen  at 
the  national  level.  The  New  York  Department  recently  reported  declines  in 
overall  maternal  mortality  and  in  the  number  and  frequency  of  deaths  asso- 
ciated with  legal  abortions  (22).  California  reports  a  decline  in  illegal  abor- 
tion deaths  and  in  overall  maternal  mortality  (23). 

Hospitalization  following  illegally  induced  abortion  was  most  frequently  due 
in  infection  and  hemorrhage.  Many  grim  stories  have  been  told  about  women 
hospitalized  with  bizarre  foreign  bodies  inside  of  them  which  had  been  used 
to  induce  abortion,  but  the  frequency  with  which  the  practice  of  illegal  abor- 
tions led  to  hospitalization  is  not  known.  Physicians  admitting  women  to  a 
hospital  with  complications  of  abortion,  could  not  usually  distinguish  those 
complications  which  resulted  from  illegally  induced  abortion  from  those  which 
were  associated  with  spontaneous  abortions.  The  women  themselves  did  not 
often  acknowledge  involvement  in  this  illegal  practice.  Recent  studies  suggest 
that  at  least  half  of  the  hospitalizations  necessitated  by  the  complications  of 
abortion  may  have  been  related  to  illegally  induced  abortion  (24,  25). 
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Hospitalization  of  women  with  complications  of  abortion,  abortions  of  all 
kinds  (spontaneous,  legal  induced,  and  illegal  induced)  has  decreased  in  recent 
years.  Estimates  based  on  the  hospital  discharge  survey  for  1965,  1968,  and 
1971  show  a  steady  decline  in  hospital  discharges  for  women  with  diagnoses 
related  to  abortion  and  its  complications  (26).  It  is  not  possible  to  show  an 
unquestionable  association  between  this  decline  and  the  increasing  practice 
of  legal  abortion  under  medical  supervision  because  other  factors,  such  as  the 
increased  use  of  effective  contraception,  may  also  be  important.  Reports  from 
selected  hospitals,  however,  suggest  that  the  increasing  practice  of  legal  abor- 
tion has  been  associated  with  a  decline  in  hospital  admissions  due  to  septic 
abortion,  and  infection  is  the  most  frequently  occurring  complication  of  illegal 
abortion.  A  report  from  San  Francisco  indicates  that  the  increase  in  the  prac- 
tice of  legal  abortion  has  been  associated  with  a  decline  in  hospital  admissions 
due  to  septic  abortion,  and  that  this  decrease  has  been  reflected  not  only  in  the 
total  number  of  cases,  but  in  the  ratio  of  septic  abortions  per  1,000  deliveries 
which  dropped  by  68%  (from  69  septic  abortions  per  1,000  deliveries  to  22  per 
1,000  deliveries)  in  the  period  1967  to  1969  (27).  The  Los  Angeles  County/ 
University  of  Southern  California  Medical  Center  reported  a  decline  in  the 
number  of  admissions  due  to  septic  abortion  of  more  than  50%  between  1967 
and  1970  (28).  The  decrease  in  septic  abortions  per  1,000  live  births  was  even 
more  dramatic,  going  from  76.9  in  1967  to  17.2  in  1971,  a  decrease  of  78%. 
The  Harlem  Hospital  Center  reports  a  similar  trend  (29).  A  recent  report 
from  Atlanta  offers  additional  support  for  the  contention  that  legalization  of 
abortion  leads  to  a  decline  in  the  hospitalization  of  women  who  have  illegal 
abortions  (SO).  Unlike  the  reports  cited  above  which  deal  with  infections  oc- 
curring in  women  who  have  undergone  abortion  regardless  of  the  legal  circum- 
stances in  which  it  was  performed,  this  Atlanta  report  documents  a  decline  in 
hospitalization  of  women  who  state  they  have  had  illegal  abortion,  complica- 
tions of  which  necessitate  hospitalization. 

Although  most  women  hospitalized  with  complications  of  abortions  have  in- 
fection or  bleeding  problems  (31),  there  is  a  great  deal  of  concern  among  health 
professionals  about  mental  health  problems  associated  with  abortion.  This 
concern  is  particularly  highlighted  during  the  1967  through  1972  period.  Of 
those  abortions  for  which  a  clearly  stated  indication  was  given,  most  were 
performed  for  mental  health  reasons  (32).  Two  point  concerning  the  relation- 
ships between  abortion  and  mental  health  are  worth  making.  First,  I  am  un- 
able to  find  any  evidence  that  abortion  leads  to  any  major  improvements  in 
the  adjustment  of  women  with  serious  mental  health  problems.  Perhaps  it  is 
premature  to  judge  the  effect  which  abortion  might  have  on  mental  health  in 
the  United  States  since  a  generation  of  intensely  unwanted  children  should 
now  be  replaced  by  a  generation  of  children  who  should  be  wanted  to  a  greater 
extent  than  any  other.  The  second  major  consideration  concerning  the  rela- 
tionship of  abortion  and  mental  health  is  that,  at  present,  there  is  no  substan- 
tial evidence  that  the  performance  of  an  abortion  on  a  woman  is  any  more 
likely  to  cause  a  new  major  mental  health  problem  for  her  than  is  carrying 
an  unwanted  pregnancy  to  term.  Some  women  do  have  feelings  of  regret  and/ 
or  guilt  following  an  abortion,  but  there  is  no  good  evidence  to  suggest  that 
these  feelings  are  greater  following  an  abortion  than  they  are  after  the  com- 
pletion of  an  unwanted  term  pregnancy  (33,  34,  35,  36). 

Long  term  complications  of  induced  abortion  are  diflScult  to  document  be- 
cause the  practice  of  legal  abortion  is  relatively  recent.  Reports  from  Japan, 
the  United  Kingdom,  and  Hungary  have  raised  the  concern  that  repeated 
induced  abortions  may  limit  a  woman's  ability  to  successfully  carry  subsequent 
pregnancies  to  full  term  (37,  38,  39).  Unfortunately,  scientific  information  on 
the  problem  of  premature  childbirth  following  repeated  induced  abortion  is 
conflicting.  The  most  recent  report  which  has  come  to  my  attention  is  also  from 
Japan,  and  the  research  methods  used  in  it  correct  some  of  the  problems  asso- 
ciated with  the  studies  which  I  have  cited  earlier  (40).  This  report  shows  no 
association  between  induced  abortion  and  subsequent  premature  childbirth. 

Even  if  this  association  between  induced  abortion  and  subsequent  prema- 
ture childbirth  is  confirmed,  it  is  important  to  know  whether  this  association  is 
unique  for  legal  induced  abortions  or  whether  it  also  occurred  when  abortions 
were  illegally  induced.  The  study  of  Wright  and  his  colleagues  suggests  that 
the  association  may  be  greatest  with  methods  of  abortion  that  require  the  use 
of  mechanical  force  in  stretching  open  the  cervical  canal  through  which  the 
abortist  must  pass  (41).  If  this  hypothesis  is  correct,  then  it  is  reasonable  to 
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assume  that  this  association  which  has  been  documented  for  legal  abortions  was 
also  present  when  abortion  was  illegal,  since  the  methods  of  abortion  used 
under  both  circumstances  require  that  the  cervical  canal  be  stretched  open  by 
mechanical  methods. 

In  summary,  the  public  health  effects  of  abortion  on  women  have  been  largely 
favorable.  The  decline  in  abortion  mortality  which  began  in  1963  has  contin- 
ued. In  all  likelihood  deaths  attributable  to  the  complications  of  abortion 
are  now  at  an  historical  low  point  for  this  country.  Hospitalization  necessi- 
tated by  the  complications  of  abortion  have  also  decreased.  Concerns  about 
adverse  effects  of  abortion  on  the  mental  health  of  women  have  not  material- 
ized The  possibility  of  long-term  adverse  effects  awaits  further  study. 

CHANGES  IN  OTHER  ABEAS  OF  PUBLIC  HEALTH  BELATED  TO  ABORTION 

The  Health  of  Children 

Infant  mortality  is  at  an  all  time  low  for  the  United  States  (42).  Reports 
from  New  York  City  suggest  that  the  current  decline  may  be  related  in  part 
to  the  legalization  of  abortion  (43).  Health  authorities  from  this  city  point 
out  that  there  is  currently  a  decline  in  the  out-of-wedlock  birthrate  for  their 
city.  They  attribute  this  decline  in  large  part  to  the  legalization  of  abortion, 
and  they  point  out  that  infant  mortality  is  much  greater  in  those  children  born 
to  women  who  are  not  married  than  it  is  in  the  children  of  married  women. 
Their  report  indicates  that  infant  mortality  in  New  York  City  would  be  40% 
greater  than  its  current  level  had  this  decline  in  out-of-wedlock  births  not 
occurred. 

A  report  from  Harlem  Hospital  documents  a  decline  in  perinatal  mortality 
following  the  passage  of  the  New  York  State  Abortion  Law  in  1970  (44).  This 
decline  is  accounted  for  almost  entirely  by  a  decrease  in  the  number  of  infants 
weighing  500  to  750  grams  at  birth.  The  author  of  this  report,  Donald  P. 
Swartz,  M.D.,  points  out  that  almost  all  infants  in  this  weight  category  die 
shortly  after  birth.  He  also  provides  cogent  clinical  observations  to  suggest 
that  the  decreased  number  of  infants  born  in  this  weight  group  may  be  re- 
lated to  a  decrease  in  the  illegal  practice  of  induced  abortion  late  in  preg- 
nancy. 

A  report  from  Brooklyn,  New  York  documents  further  benefits  to  the  health 
of  children  H5).  Lanman,  Kohl,  and  Bedell  point  out  that  an  increase  in  legal 
abortions  was  associated  not  only  with  a  substantial  decline  (36%)  in  the 
proportion  of  infants  weighing  500-1,000  grams,  but  that  the  rate  of  abandon- 
ment of  newborn  infants  at  Kings  County  Hospital  also  decreased  sharply 
(56%),  comparing  1971  to  1970. 

The  influence  which  abortion  may  have  had  on  child  health  subsequent  to 
the  Supreme  Court  Decision  is  diflScult  to  determine.  At  this  point,  the  only 
obseravtion  that  can  be  made  is  that  infant  mortality  during  1973,  based  on 
provisional  reports,  is  lower  than  it  has  been  at  any  time  in  the  history  of 
vital  statistics  for  the  United  States.  If  abortion  has  had  an  adverse  effect  on 
the  health  of  children,  therefore,  that  effect  has  not  been  either  immediate 
enough  nor  of  sufficient  magnitude  to  influence  the  nation's  infant  mortality 
rate. 
Out-of -Wedlock  Births 

Reports  from  state  and  local  health  departments  show  that  approximately 
two-thirds  of  women  undergoing  abortion  are  unmarried.  In  some  states  such 
as  Kansas,  Oregon,  and  Washington,  the  proportion  of  unmarried  women 
undergoing  abortion  was  nearly  three  out  of  every  four  (46).  This  correlates 
with  more  detailed  reports  from  California  and  from  New  York  City  which 
indicate  that  out-of-wedlock  births  have  declined  (47,  48).  The  relatively 
sophisticated  report  from  California  shows  that  not  only  has  there  been  a  de- 
crease in  the  number  of  illegitimate  births  for  women  of  all  age  and  racial 
groups,  but  there  has  been  a  similar  decline  in  the  illegitimate  birth  rates  as 
well.  The  data  for  New  York  City  are  remarkable  because  the  number  of  out- 
of-wedlock  births  decreased  after  1970  for  the  first  time  in  almost  10  years. 
Health  officials  in  New  York  City  point  out  that  this  reversal  in  the  trend  in 
out-of-wedlock  births  was  associated  in  time  with  the  passage  of  New  York 
State's  abortion  law  which  took  effect  in  1970,  but  that  no  such  change  in 
trend  had  followed  the  earlier  introduction  of  that  city's  vigorous  family  plan- 
ning program. 
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The  Geographic  Distribution  of  Abortion 

Prior  to  1967,  when  abortion  was  illegal  virtually  everywhere  in  the  United 
States,  little  was  known  about  the  geographic  distribution  of  abortion.  Be- 
tween 1967  and  1972,  when  selected  states  revised  their  laws  to  make  abortion 
legal,  selected  areas  of  the  country  performed  large  numbers  of  abortions  on 
women  who  did  not  live  in  those  areas.  In  1971,  for  example,  35%  of  the 
abortions  reported  to  CDC  were  performed  on  women  who  had  gone  out- 
side their  home  state  to  find  a  physician  who  could  perform  this  procedure 
legally  (49).  Of  the  56,134  abortions  performed  in  upstate  New  York,  48% 
were  performed  on  residents  from  other  states.  In  New  York  City,  63%  of  the 
208,205  abortions  performed  that  year  were  carried  out  on  women  who  did 
not  live  in  New  York  State.  Following  the  Supreme  Court  Decision  of  January 
1973,  however,  the  geographic  distribution  of  legal  abortions  changed  dra- 
matically. This  can  be  clearly  illustrated  with  data  from  upstate  New  York 
and  the  state  of  Georgia.  In  1972,  more  than  400  Georgia  residents  underwent 
abortion  in  facilities  located  in  upstate  New  York  each  quarter  year  (50).  In 
1973,  however,  fewer  than  400  abortions  were  performed  in  upstate  New  York 
on  Georgia  women  in  the  entire  year  (51).  The  relationship  in  time  following 
the  Supreme  Court  Decision  is  particularly  striking.  The  Decision  was  handed 
down  in  January  of  that  year,  and  followed  by  the  enactment  of  a  new 
Georgia  abortion  law  in  April  1973.  Thereafter,  abortion  became  much  more 
readily  available  to  residents  of  Georgia.  The  preliminary  quarterly  statistics 
from  upstate  New  York  for  1973  show  that  the  number  of  abortions  to  Geor- 
gia residents  was  248  for  the  first  quarter  year,  63  for  the  second  quarter  year, 
9  for  the  third  quarter,  and  one  for  the  final  three  months  of  that  year.  The 
large  increase  in  resident  abortions  performed  in  Georgia  in  1973  provides 
supporting  evidence  that  Georgia  women  who  might  have  previously  gone  to 
facilities  in  upstate  New  York  no  longer  leave  their  home  state  when  seek- 
ing legal  abortion. 

Prior  to  1967,  death  and  disease  in  pregnant  women  were  the  most  impor- 
tant public  health  problems  associated  with  abortion.  Because  the  practice 
of  abortion  was  illegal,  however,  the  exact  nature  and  extent  of  these  prob- 
lems could  not  be  determined.  Since  1967,  problems  associated  with  abortion 
can  be  more  readily  identified  and,  therefore,  they  can  be  corrected  or  pre- 
vented. Six  problem  areas  have  been  of  particular  importance  in  the  United 
States  since  abortion  became  legal.  They  are :  ( 1 )  inexperienced  personnel, 
(2)  interstate  travel,  (3)  the  use  of  untested  methods  of  abortion,  (4)  the 
occurrence  of  live  births  following  abortion,  (5)  the  increase  of  risk  due  to 
procedural  requirements,  and  (6)  the  occurrence  of  clusters  of  abortion  com- 
plications. 

When  the  legal  restrictions  were  removed  from  the  practice  of  abortion,  few 
physicians  had  formal  training  in  performing  this  operation.  One  illustrative 
incident  came  to  the  attention  of  the  Center  for  Disease  Control  when  the 
Center  received  a  report  of  6  cases  of  uterine  perforation  related  to  abortions 
performed  by  a  single  physician  between  August  6,  1970  and  January  13, 
1971  (52).  A  review  of  this  physician's  records  conducted  with  his  voluntary 
cooperation,  showed  that  he  had  performed  1,668  abortions  in  his  oflBce  and 
in  2  separate  clinics  during  that  time.  All  6  of  the  women  in  whom  uterine 
perforation  had  occurred  required  hospitalization.  Five  of  them  underwent 
major  surgery,  and  one  died.  Although  the  instruments  used  by  the  physician 
had  not  all  been  previously  subjected  to  rigorous  testing  in  a  hospital  set- 
ting, epidemiologic  study  of  this  problem  suggested  that  the  complications  were 
associated  with  the  advanced  length  of  pregnancy  at  the  time  the  abortions 
were  performed,   rather  than  with   the  use  of  any  particular  instrument. 

Interstate  travel  disrupts  the  continuity  of  care  which  a  woman  customarily 
seeks  in  pregnancies  that  are  not  terminated  by  abortion.  In  1971,  when  abor- 
tion was  legal  only  in  selected  states,  more  than  150,000  women  left  their 
home  state  to  seek  legal  abortion,  according  to  oflicial  reports  from  state  health 
department  (53).  Another  incident  which  came  to  the  attention  of  CDC  illus- 
trates this  problem  more  specifically.  In  mid-September  1971,  a  17  yr.  old  col- 
lege sophomore  who  had  never  been  married  saw  a  physician  at  her  University's 
health  center  and  requested  an  induced  abortion  (54).  Because  of  her  state 
of  residence,  the  request  was  a  legitimate  one  at  that  time,  but  because  of  her 
age  she  was  required  to  obtain  parental  consent.  Reluctant  to  do  this,  she 
traveled  to  New  York  City  where  a  legal  abortion  was  performed  in  a  hos- 
pital.  Upon   discharge   from   the  hospital,   she   returned   home,   began  to   feel 
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feverish,  and  sought  the  care  of  her  local  physician.  Unaware  of  her  recent 
abortion,  the  physician  initiated  treatment  on  an  out-patient  basis,  but  his 
patient's  fever  persisted.  Two  days  later  she  was  admitted  to  a  hospital  in  her 
home  state  with  a  temperature  of  106 °F  and  in  shocli.  A  bloodstream  infection 
was  diagnosed,  and  the  diagnosis  supported  by  laboratory  findings.  Despite 
vigorous  treatment,  she  died  13  days  after  the  abortion  had  been  performed. 
An  epidemiologic  study  of  this  incident  indicated  that  the  death  of  this  young 
woman  could  have  been  prevented.  She  had  sought  care  in  New  York  City 
and  inadvertently  sought  care  at  a  hospital  which  subsequently  was  shown  to 
have  a  problem  with  a  high  infection  rate  in  some  of  its  abortion  patients. 
Moreover,  the  bacteria  responsible  for  her  infection  might  have  been  treated 
effectively  if  her  physician  had  had  more  information  about  the  problem  with 
which  he  was  dealing. 

The  use  of  untested  methods  of  abortion  results  from  the  fact  that  abortion 
has  been  illegal,  making  the  legal  testing  of  these  techniques  impossible  and 
from  the  fact  that  the  regulation  of  devices  is  difficult  given  the  current  status 
of  national  legislation.  The  problem  of  the  use  of  untested  methods  of  abor- 
tion can  again  be  illustrated  by  an  incident  studied  by  CDC  staff  members  that 
occurred  on  May  15,  1972  in  Philadelphia  (55).  (This  occurrence  has  been 
discussed,  in  part,  at  hearings  before  the  Senate  Subcommittee  on  Health 
when  hearings  were  held  on  the  problem  of  human  research.)  In  May  1972,  20 
women  from  Illinois  and  Indiana  traveled  to  Philadelphia  to  obtain  legal 
induced  abortions.  The  women  arrived  in  Philadelphia  on  a  Saturday  evening 
and  underwent  the  first  of  a  2-stage  abortion  procedure  which  involved  the 
insertion  of  one  or  more  pieces  of  coiled  plastic  into  the  uterus.  These  plastic 
coils  were  permitted  to  remain  in  the  uterus  for  up  to  24  hours,  and  were 
tlien  removed.  Following  their  removal,  abortion  occurred.  At  the  time  of  this 
incident,  little  was  known  about  the  method  in  use,  and  no  publications  had 
appeared  in  medical  journals  concerning  its  effectiveness  or  safety.  The  second 
stage  of  this  procedure  was  performed  on  Sunday,  and  shortly  after  midnight 
on  Monday,  May  15,  17  of  the  20  women  returned  to  Chicago  by  bus.  Two  re- 
turned by  plane  after  treatment  for  complications,  and  one  remained  in  a 
Philadelphia  hospital  where  she  underwent  hysterectomy  and  received  8  units 
of  blood  in  transfusion.  In  Chicago,  a  second  woman  was  subsequently  hos- 
pitalized, and  a  third  was  found  to  have  become  severely  anemic,  most  likely 
as  a  result  of  blood  loss  following  the  abortion  procedure.  In  addition  to  the 
3  women  with  serious  health  problems,  nine  others  had  problems  which  re- 
quired some  kind  of  medical  care.  Comparing  these  facts  to  the  facts  known 
about  standard  abortion  methods,  it  is  now  possible  to  say  that  the  abortion 
technique  used  on  this  group  of  women  in  Philadelphia  is  not  as  safe  as 
standard  techniques  (56). 

The  occurrence  of  live  births  following  induced  abortion  is  the  most  difficult 
issue  which  we  face  when  dealing  with  abortion.  In  1971,  49  induced  abortions 
in  New  York  State  resulted  in  live  births  (57).  Two  of  the  infants  still  sur- 
vive.  A  satisfactory   solution  to  this  problem  is  not  readily  available. 

Procedural  problems  in  obtaining  abortions  created  added  risks  for  women 
during  1967  to  1972.  Baker  and  Freeman  have  described  the  process  which  a 
woman  went  through  in  order  to  obtain  a  legal  abortion  at  a  municipal  hos- 
pital in  Georgia  in  1970  (58).  They  point  out  that  the  introduction  of  a  Thera- 
peutic Abortion  Committee  by  the  hospital  was  associated  with  a  delay  in  the 
conduct  of  abortion  in  almost  30%  of  the  women  who  applied  and  were  found 
acceptable  for  this  procedure.  Medical  research  has  subsequently  shown  that 
the  risk  of  complication  due  to  abortion  performed  beyond  the  12th  week  of 
pregnancy  is  substantially  increased  so  that  this  procedural  delay  added  to 
the  risk  which  was  faced  by  women  undergoing  abortion  at  this  hospital. 

The  occurrence  of  clusters  of  abortion  complications  related  to  abortion 
has  been  documented  (59,  60).  In  cases  where  the  cause  of  the  clusters  of  these 
complications  can  be  identified,  corrective  action  can  and  has  been  taken. 

CONCLUSION 

I  conclude  that  enactment  of  the  Resolutions  before  this  Committee  will  not 
have  a  favorable  effect  on  the  health  of  the  American  people.  This  opinion  is 
based  on  four  main  reasons.  First,  these  Resolutions  will  certainly  eliminate 
the  legal  practice  of  abortion,  but  even  as  powerful  a  legal  force  as  a  con- 
stitutional amendment  will  not  end  the  practice  of  abortion  itself.  Second, 
the  number  of  abortions  that  will  be  induced  each  year  may  decrease  below 
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the  current  level  should  these  Resolutions  be  put  into  effect,  but  the  extent 
of  that  numerical  reduction  is  difficult  to  estimate.  Since  1955,  when  the  expert 
group  at  the  Arden  House  Conference  on  Abortion  in  the  United  States 
estimated  that  there  were  no  fewer  than  200,000  abortions  performed  illegally 
each  year  in  this  country,  more  effective  contraceptive  methods  have  come  into 
general  use,  and  the  need  for  abortion  should  be  decreased.  On  the  other  hand, 
the  number  of  American  women  in  their  reproductive  years  has  increased  by 
more  than  lOYo  million  (61),  and  these  women  have  an  independence  of  atti- 
tude and  action  that  could  not  have  been  anticipated  in  1955.  It  is  possible, 
therefore,  that  the  number  of  abortions  performed  each  year  following  the 
passage  of  Resolutions  such  as  the  ones  before  this  Committee  would  be  at 
least  as  high  as  200,000,  the  number  which  was  the  lower  limit  of  the  estimate 
for  1955  when  abortion  was  illegal  (62).  Third,  if  these  Resolutions  lead  to  a 
renewed  use  of  illegal  abortion,  I  anticipate  that  adverse  effects  on  the  health 
of  women  in  the  childbearing  years  would  increase  in  severity  and  probably  in 
the  frequency  with  which  they  occur  in  women  undergoing  abortion.  Virtually 
all  abortions,  whether  done  early  or  late  in  pregnancy,  would  be  performed 
outside  of  hospitals  and  under  circumstances  where  emergency  care  and  treat- 
ment for  the  serious  side-effects  of  induced  abortion  would  be  difficult  to  pro- 
vide. Some  of  these  side-effects  would  almost  surely  be  serious  enough  to  cause 
an  increase  in  the  death  of  women  in  their  reproductive  years,  and  it  seems 
reasonable  to  project  that  an  increase  in  the  hospitalization  of  women  with 
the  complications  of  illegal  induced  abortions  would  also  occur.  There  is  no 
reason  to  believe  that  long-term  problems  associated  with  the  practice  of  legal 
abortion  would  be  resolved  if  the  practice  of  abortion  continued  under  illegal 
circumstances.  Problems  of  this  nature,  if  present,  would,  in  all  likelihood, 
persist,  and  persist  without  change  since  there  would  be  no  way  of  adequately 
studying  them  and  correcting  their  causes.  Finally,  the  problems  of  inexperi- 
enced personnel,  the  need  for  interstate  travel,  the  use  of  untested  methods  of 
abortion,  the  occurrence  of  live  births  following  induced  abortion,  the  added 
risk  caused  by  procedural  requirements  for  those  few  abortions  that  might  be 
permitted,  and  the  occurrence  of  clusters  of  abortion-related  complications 
would  persist,  remain  undefined  and  unremedied. 

It  is  my  personal  conclusion,  Mr.  Chairman,  that  the  legalization  of  abor- 
tion has  had  a  number  of  favorable  effects  on  the  health  of  the  American 
people,  that  problems  previously  unrecognized  have  come  to  light  and  can  now 
be  dealt  with,  and  that  the  Committee  should  seriously  consider  rejecting 
Senate  Joint  Resolutions  119  and  130. 
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PREFACE 


This  report  summarizes  information  received  from  collaborators  in  state  fiealth  departments,  hospitals,  and 
other  pertinent  sources.  It  is  intended  primarily  for  their  use,  but  may  be  of  interest  to  others  with  re- 
sponsibility for  family  planning  evaluation  and  hospital  abortion  planning.  Data  shown  in  this  report  for 
the  years  1969,  1970,  1971,  and  1972  reflect  the  most  current  information  available  to  the  CDC,  and  up- 
dates data  from  previously  published  Abortion  Surveillance  Reports. 
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I.   SUMMARY 

In  1972,  586,760  legal  abortions  were  reported  to  the  Center  for  Disease  Control 
(CDC)  from  27  states  and  the  District  of  Columbia.   The  national  abortion  ratio  (number 
of  abortions  per  1,000  live  births)  increased  from  136.0  in  1971  to  180.1  in  1972.   Of 
the  abortions  reported  in  1972,  43.8%  were  performed  in  states  outside  the  woman's 
state  of  residence,  compared  with  41.5%  in  1971. 

In  1972,  approximately  one- third  of  reported  legal  abortions  were  performed  on 
women  less  than  20  years  old.   In  10  states,  abortlorts  outnumbered  live  births  for  wo- 
men less  than  15  years  old.   By  race,  75.7%  of  women  undergoing  legal  abortions  were 
white;  22.6%  were  of  black  and  other  races.   Estimates  of  race-specific  national  abor- 
tion ratios  indicated  that  whites  had  161  abortions  per  1,000  live  births  compared  with 
225  for  blacks.   Approximately  70%  of  legal  abortions  were  performed  on  women  who  were 
either  single,  widowed,  separated,  or  divorced.   For  all  states  with  available  data, 
abortion  ratios  for  unmarried  women  were  higher  than  for  currently  married  women.   In 
8  states,  more  unmarried  pregnant  women  had  legal  abortions  than  had  live  births.   Of 
the  abortions  reported,  84.1%  were  performed  by  curettage  (suction  or  sharp);  and  79.1% 
were  performed  in  the  first  trimester  of  pregnancy. 

A  review  of  the  data  from  states  with  information  available  for  both  1971  and 
1972  shows  that  (1)  the  percent  of  abortions  to  women  less  than  20  years  old  increased, 
and  the  median  age  for  all  women  having  abortions  decreased  from  23.0  to  22.7; 
(2)  the  percent  of  currently  married  women  having  abortions  decreased  from  33.1%  to 
30.8%;  (3)  the  percent  of  abortions  performed  by  suction  or  sharp  curettage  was  essen- 
tially unchanged  (84.5%  to  84.6%);  and  (4)  the  percent  of  abortions  performed  in  the 
first  trimester  also  changed  little — increasing  from  78.2%  to  78.6%. 

In  1972,  a  total  of  71  maternal  deaths  related  to  abortions  were  reported  to  CDC 
by  the  50  states.  New  York  City,  and  the  District  of  Columbia;  19  of  the  71  were  asso- 
ciated with  legally  induced  abortions.   Using  the  586,760  legally  induced  abortions 
reported  to  CDC  in  1972  as  the  denominator,  the  overall  death-to-case  ratio  was  3.2 
deaths  per  100,000  legally  induced  abortions. 

The  Special  Studies  Section  of  this  report  contains  abstracts  of  6  studies  related 
to  abortion  procedures.   The  first  study  describes  a  cluster  of  complications  result- 
ing from  a  new  method  of  second  trimester  abortion  called  "super  coils";  the  next  2 
studies  highlight  the  importance  of  proper  Rh-immune  globulin  (RhIG)  utilization  fol- 
lowing abortion  and  full-term  delivery;  the  fourth  study  describes  an  overall  death- 
to-case  ratio  of  6.5  per  100,000  legal  abortions  for  New  York  State  from  mid-1970  to 
mid-1972;  the  fifth  study  describes  2  abortion  deaths  associated  with  paracervical 
block  anesthesia;  and  the  sixth  study  presents  evidence  which  suggests  that  hemorrhage 
rates  for  patients  undergoing  saline  abortion  were  decreased  by  elective  removal  of 
the  placenta  within  the  first  hour  after  fetal  delivery. 

In  1972  Important  legislative  changes  and/or  court  decisions  relating  to  abortion 
laws  occurred  in  Connecticut,  Kansas,  New  Jersey,  and  Vermont. 

II.   INTRODUCTION 

The  Center  for  Disease  Control  initiated  surveillance  of  legal  abortions  in  the 
United  States  in  1969.  Since  that  time  abortion  laws,  abortion  reporting,  and  abor- 
tion ratios  have  changed  dramatically  (Table  1).*  By  the  end  of  1969,  9  states  had 


*See  Preface 
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enacted  laws  which  permitted  abortion  on  grounds  other  than  for  the  preservation  of 
the  life  or  health  of  the  mother.   Eight  states  reported  abortion  data  to  CDC,  and 
partial  data  were  available  from  2  others.   Over  22,000  abortions  were  reported  in 
1969,  and  the  number  of  reported  legal  abortions  per  1,000  live  births  (national  abor- 
tion ratio)  was  6.3.   By  the  end  of  1970  a  total  of  16  states  had  liberalized  their 
abortion  laws.   In  states  where  new  laws  had  not  been  enacted,  permissively  interpreted 
statutes  or  court  orders  invalidating  old  laws  resulted  in  significant  increases  in  the 
number  of  reported  legal  abortions.   In  1970  over  193,000  legal  abortions  were  reported 
to  CDC,  and  the  national  abortion  ratio  increased  8  times  to  52.0  per  1,000  live 
births.   No  significant  liberalizations  of  any  state  laws  were  enacted  in  1971,  and 
only  1  additional  state  began  reporting  to  CDC.  Yet,  although  the  reporting  basis  re- 
mained relatively  constant,  the  number  of  reported  legal  abortions  increased  to  over 
485,000  and  the  national  abortion  ratio  Increased  nearly  3  times  to  136.0.   In  1972, 
1  additional  state  liberalized  its  laws,  bringing  the  total  to  17.   Two  additional 
states  began  reporting  to  CDC,  making  at  least  partial  data  available  from  28  states. 
These  states  reported  over  586,000  legal  abortions  in  1972,  and  the  reported  national 
abortion  ratio  increased  again  but  less  markedly  than  in  previous  years,  to  180.1  per 
1,000  live  births. 

III.   REPORTS  FROM  STATES 

A.   Legal  Abortions  by  Place  of  Residence  and  Place  of  Occurrence 
The  legal  abortion  ratio  for  all  areas  reporting  in  1972  increased  to  315  abor- 
tions per  1,000  live  births,  compared  with  132  in  1970  and  267  in  1971.   The  abortion 
ratio  for  reporting  areas  differs  from  the  national  abortion  ratio  of  180.1  since  the 
former  Is  based  on  abortions  and  live  births  in, only  the  28  reporting  areas  shown  in 
Table  2.   The  Increase  from  1970  to  1971  in  the  abortion  ratio  for  reporting  areas 
was  over  100%,  while  the  Increase  from  1971  to  1972  was  18%.  Between  1970  and  1971, 
all  areas  reporting  from  both  years,  except  Oregon,  experienced  Increases  in  the  num- 
ber of  reported  abortions,  while  the  abortion  ratios  Increased  for  all  areas  report- 
ing for  both  years.   Between  1971  and  1972  all  areas  continued  to  report  Increases 
in  both  the  number  of  reported  abortions  and  the  abortion  ratio  except  Arizona  and 
Mississippi,  which  reported  fewer  abortions  in  1972.  While  80.7%  of  the  total  report- 
ed abortions  were  performed  in  New  York  and  California  In  1970  and  79.4%  were  per- 
formed in  New  York  and  California  in  1971,  74.7%  of  all  reported  abortions  were  per- 
formed in  these  2  states  in  1972.   The  2  areas  having  highest  abortion  ratios  were 
the  District  of  Columbia  (1,801)  and  New  York  City  (1,934);  the  2  areas  having  the 
lowest  abortion  ratios  were  Tennessee  (0.1)  and  Mississippi  (1).   In  1970  the  District 
of  Columbia,  Hawaii,  New  York  City,  and  upstate  New  York  all  had  abortion  ratios  of 
200  or  more,  and  in  1971  California,  Kansas,  Washington,  New  Mexico,  and  Oregon  were 
added  to  the  list.   In  1972,  however,  no  additional  states  reported  abortion  ratios 
of  200  or  more.  Percentage  changes  in  the  number  of  abortions  performed  in  1972  over 
1971  for  those  states  which  reported  data  for  both  years  ranged  from  Mississippi's 
low  of  -34.4%  to  Vermont's  high  of  2,466.7%  (Table  3).   Five  of  the  6  states  which 
reported  data  for  3  years  or  more — California,  Colorado,  Delaware,  Georgia,  and 
North  Carolina — showed  progressively  smaller  increases  in  the  number  of  abortions 
performed  each  year.   This  pattern  was  reported  less  exactly  by  Oregon  where  there  was 
a  small  decrease  (-2.8%)  from  1970  to  1971  and  a  small  increase  (2.1%)  from  1971  to 
1972. 

An  abortion  ratio  by  state  of  occurrence*  (Table  2)  reflects  the  relative  likeli- 
hood of  a  legal  abortion  occurring  in  a  given  state  compared  to  a  live  birth  occurring 
in  that  state.   In  1972,  residency  information  was  known  for  479,725  (81.8%)  of  all 
legal  abortions.   Of  these,  210,345  (43.8%)  were  performed  In  states  outside  the 

*Abortlon  ratio  by  state  of  occurrence  is  the  number  of  abortions  performed  in  the 
state  per  1,000  live  births  occurring  in  that  state.   Abortion  ratios  by  state  of 
occurrence  must  be  interpreted  with  great  care,  since  the  numerator  contains  abortions 
performed  in  a  state  regardless  of  the  woman's  state  of  residence. 
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woman's  state  of  residence  (Table  4).  The  percent  of  reported  legal  abortions  performed 
in  states  outside  the  woman's  state  of  residence  was  29.8%  in  July-December  1970  and 
41.5%  in  1971.   In  1972,  74.3%  of  the  abortions  reported  on  out-of-state  residents 
were  performed  in  New  York  State  compared  with  83.8%  in  1971.   Four  areas  reported  more 
than  60%  of  their  abortions  on  out-of-state  residents:   District  of  Columbia  (74.5%), 
New  Mexico  (68.9%),  Kansas  (63.2%),  and  New  York  City  (61.2%). 

Of  210,345  out-of-state  legal  abortions  reported,  the  exact  state  of  resi- 
dence for  women  having  out-of-state  abortions  was  known  for  199,489.   Table  5 
shows  the  number  and  percent  of  residents  of  each  state  having  abortions  in  state  and 
out-of-state  by  geographic  region.   Figure  1  shows  the  corresponding  abortion  ratios 
by  geographic  region  and  by  state  of  residence  and  is  based  on  the  503,423  abortions 
where  residence  was  known  or  could  be  assumed.*  The  portion  of  a  state's  abortion 
ratio  accounted  for  by  abortion  performed  in  the  state  on  residents  of  that  state  is 
represented  in  white,  and  the  portion  of  a  state's  abortion  ratio  accounted  for  by 
residents  of  that  state  having  abortions  out-of-state  is  represented  in  black. 

The  abortion  ratios  for  the  9  geographic  regions  of  the  country  also  varied  great- 
ly.  There  was  a  somewhat  greater  similarity  of  ratios  between  states  within  regions. 
The  highest  ratios  were  reported  by  the  Pacific  (318) ,  Mid-Atlantic  (284) ,  and  New  Eng- 
land (192)  regions.   Most  of  the  abortions  to  residents  of  New  England  and  the  Middle 
Atlantic  states  were  performed  in  New  York.   Residents  of  the  Pacific  Coast  states 
generally  obtained  abortions  in  their  own  state  of  residence.   The  lowest  regional 
ratios  were  found  for  the  East-South-Central  (45)  and  the  West-South-Central  (60)  states. 
Compared  with  1971,  all  but  8  states  showed  increases  in  the  abortion  ratios  for  resi- 
dents in  1972. 

There  was  a  wide  disparity  in  the  abortion  ratios  by  state  of  residence  among  the 
51  areas  (Figure  1).   The  highest  ratios  were  for  New  York  (397)  and  Washington  (378) 
while  the  lowest  ratios  were  for  Idaho  (1)  and  South  Dakota  (11). 

B.  Legal  Abortions  By  Age 

Data  on  reported  legal  abortions  by  age  group  were  available  for  17  states  (Table 
6).  Abortions  performed  on  teen-agers  (females  under  age  20)  comprised  almost  one-third 
of  all  the  abortions.   The  20-24  year  age  group  accounted  for  another  one-third  and  the 
remaining  one-third  were  abortions  performed  on  women  25  years  of  age  or  older.   Figure 
2  shows  the  percent  distribution  of  reported  legal  abortions  by  age  group  for  states 
with  data  available  for  1970,  1971,  and  1972.   The  percent  distribution  did  not  change 
significantly  over  the  3  years,  although  there  was  a  slight  increase  in  the  percentage 
of  abortions  performed  on  women  15-19  years  old  and  a  slight  decrease  in  the  percentage 
of  abortions  performed  on  women  20-24  years  old.   In  each  of  the  17  states,  women  at 
the  age  extremes  (less  than  15  and  40  and  over)  had  the  highest  abortion  to  live  birth 
ratios  (Table  7) .   Ten  of  the  17  states  reported  more  abortions  than  live  births  to 
women  less  than  15  years  old.   In  1971,  women  in  the  age  groups  15-19  and  40  and  over 
had  1  abortion  for  every  2  live  births.   In  1972  women  in  these  age  groups  had  approxi- 
mately 1.6  abortions  for  every  2  live  births.   Figure  3  shows  age  specific  legal  abor- 
tion ratios  for  1970,  1971,  and  1972  for  all  states  with  data  available  for  all  3  years. 
Women  less  than  15  years  old  had  the  largest  increases  in  abortion  ratios  both  between 
1970  and  1971  and  between  1971  and  1972.   For  all  other  age  groups,  the  increases 
between  1971  and  1972  were  less  than  the  increases  between  1970  and  1971. 

C.  Legal  Abortions  By  Race 

The  number  and  percent  of  legal  abortions  by  race  and  by  state  of  occurrence 
were  available  for  15  states  (Table  8).   The  white  category  includes  Caucasian, 
Mexican,  Puerto  Rlcan,  and  Cuban.   The  category  black  and  other  comprises  Negro, 
American  Indian,  Chinese,  Japanese,  Hawaiian,  part-Hawaiian,  and  "other". ^   Between 


♦Abortion  ratio  by  state  of  residence  Is  the  number  of  abortions  performed  on  resi- 
dents of  the  state  per  1,000  live  births  occurring  in  the  state.   The  numerator  in- 
cludes abortions  performed  on  residents  of  the  state  regardless  of  where  the  abortion 
was  performed. 


142 


1971  and  1972  the  percent  of  reported  abortions  (where  race  was  known)  performed  on 
whites,  decreased  from  79.2%  to  75.7%,  while  the  percent  performed  on  blacks  and  other 
races  increased  from  18.9%  to  22.6%. 

In  1972,  5  of  15  states  reported  an  abortion  ratio  for  whites  greater  than  that 
for  black  and  other  races  (Table  9).   The  overall  abortion  ratios  by  place  of  occur- 
rence for  whites  (432)  and  black  and  other  races  (4A7)  were  approximately  the  same 
in  1972. 

Estimates  of  race  specific  national  abortion  ratios  in  1972  indicated  that  whites 
had  161  legal  abortions  per  1,000  live  births  while  blacks  had  225  legal  abortions 
per  1,000  live  births.   This  is  in  marked  contrast  to  practices  prior  to  the  liberali- 
zation of  abortion  laws  in  this  country  in  1967.   In  a  review  of  therapeutic  abortions 
performed  in  New  York  City  between  1951  and  1962,  Gold  et  al.,  reported  that  of  4.703 
reported  abortions,  93%  were  performed  on  whites.   "The  white  ratio  was  more  than  5 
times  that  of  'non-whites'  and  26  times  that  of  Puerto  Rlcans."^  In  another  study, 
Tietze  reported  that  from  1963  to  1965  in  general  hospitals  participating  in  the 
Professional  Activities  Survey,  94%  of  2,007  abortions  were  performed  on  whites,  and 
the  white  ratio  was  twice  as  high  as  the  black  ratio. ^ 

D.  Legal  Abortions  By  Marital  Status 

Seventeen  states  reported  legal  abortions  by  marital  status  (Table  10).   The  per- 
centage of  abortions  performed  on  married  women  decreased  from  33.6%  in  1970  to  33.1% 
in  1971  to  30.8%  in  1972  (Table  11).   In  1972  the  total  abortion  ratio  for  unmarried 
women  was  18  times  higher  than  that  for  married  women  (Table  12) ,  while  in  1971  it  was 
14  times  higher  for  unmarried  women.   All  states  reporting  had  higher  abortion  ratios 
for  unmarried  women  than  for  married  women.   In  1972,  8  of  17  states  reported  more  le- 
gal abortions  than  live  births  to  unmarried  pregnant  women.   New  York  State,  with  a 
ratio  of  over  5,000  (5  legal  abortions  for  every  1  live  birth),  continued  to  have  the 
highest  abortion  ratio  for  unmarried  women.   The  New  York  State  ratio  reflects  the 
large  number  of  unmarried  women  coming  from  other  states  to  New  York  abortion  facili- 
ties. 

E.  Legal  Abortions  By  Number  of  Living  Children 

Thirteen  states  reported  legal  abortions  by  number  of  living  children  (Table  13) . 
In  each  state  and  overall,  more  women  were  in  the  "no  living  children"  category  at  the 
time  of  abortion  than  in  any  other  category.   Of  the  total  number  of  women  undergoing 
legal  abortions  in  these  13  states,  only  a  slightly  greater  number  had  1  or  more  living 
children  than  had  no  living  children.   Table  14  shows  that,  among  the  13  states  which 
reported  data  by  living  children,  abortion  ratios  were  highest  for  women  with  no  living 
children  and  women  with  3  or  more  living  children  except  for  Mississippi,  where  the 
number  of  abortions  performed  was  very  small.   Abortion  ratios  were  lowest  for  women 
with  1  living  child  (Figure  4) . 

F.  Legal  Abortions  By  Type  of  Procedure 

Abortion  method  data  were  available  from  13  states  and  the  District  of  Columbia 
(Table  15).   The  majority  of  pregnancies  were  terminated  by  suction  curettage,  follow- 
ed in  decreasing  order  by  sharp  dilatation  and  curettage,  amniotic  fluid  replacement, 
hysterotomy-hysterectomy,  and  other.   Of  the  total  abortions  performed  where  method 
was  known,  88.6%  were  by  curettage  (suction  or  sharp).   The  states  reporting  the  great- 
est proportion  of  abortions  by  curettage  were  Vermont  (98.7%)  and  Washington  (95.0%). 
In  Washington,  the  state  abortion  law  permitted  abortion  only  during  "the  first  4 
lunar  months  following  conception."   In  the  6  states  which  reported  abortions  by  type 
of  procedure  for  each  of  the  3  years  1970-1972,  the  proportion  of  abortions  performed 
by  suction  or  sharp  curettage  increased  from  75.5%  in  1970  to  83.6%  in  1971  to  85.7% 
in  1972.   This  rise  was  due  to  an  increase  in  suction  curettages  from  40.6%  to  76.6% 
over  the  3  years  (Figure  5) .   This  trend  of  an  Increased  proportion  of  total  curettages 
with  a  rise  in  suction  and  a  fall  in  sharp  curettage  was  observed  in  9  of  10  areas 
reporting  data  for  at  least  2  of  the  3  years. 
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G.   Legal  Abortions  By  Length  of  Gestation 

Table  16  shows  duration  of  gestation  for  women  undergoing  abortions  In  13  states 
and  upstate  New  York.   Table  17  shows  related  data  from  New  York  City.   Overall,  79.1% 
of  abortions  were  performed  on  women  of  less  than  13  menstrual  weeks  gestation.   Of 
the  13  states,  the  smallest  proportion  of  first  trimester  abortions  was  performed  in 
Colorado  (A9.9%)  and  the  largest  proportion  was  performed  In  Washington  (94.9%). 

For  6  states — Georgia,  Hawaii,  Maryland,  New  York,  Oregon,  and  South  Carolina — 
gestation  data  were  available  for  1970,  1971,  and  1972  (Table  18).   In  A  of  the  6 
states,  the  proportion  of  abortions  performed  in  the  first  trimester  increased  over  all 
3  years;  the  exceptions  were  Georgia  where  the  percentage  of  first  trimester  abortions 
declined  from  75.0%  in  1970  to  68.4%  in  1972  and  New  York  State  where  the  percentage 
of  first  trimester  abortions  remained  essentially  unchanged  between  1971  and  1972. 

H.   Legal  Abortions  With  Stated  Reasons  Indicated 

Twelve  states  reported  the  stated  reasons  for  which  abortions  were  performed 
(Table  19).   In  these  states,  excluding  Alaska  and  Georgia,  the  proportion  of  women 
with  mental  health  indications  was  93.0%.   In  Alaska  the  abortion  statute  does  not 
require  a  particular  reason  in  order  for  a  woman  to  obtain  an  abortion,  and  in  Georgia 
a  1968  statute  based  on  the  American  Law  Institute  Model  Penal  Code''  was  modified  by 
a  1970  Federal  District  Court  ruling  which  declared  that  the  legal  indications  for  an 
abortion  were  unconstitutional. 

IV.  ABORTION- RELATED  DEATHS 

In  1972  CDC  initiated  a  surveillance  system  to  determine  the  number  of  abortion- 
related  deaths  occurring  annually  in  the  United  States.   Data  were  collected  through 
the  cooperation  of  personnel  in  charge  of  vital  statistics  in  the  state  health  depart- 
ments.  Reports  were  received  from  all  50  states.  New  York  City,  and  the  District  of 
Columbia.   A  total  of  71  maternal  deaths  related  to  abortion  of  all  types  was  reported 
to  CDC  In  1972.   Of  these,  19  were  associated  with  legally  induced  abortions,  35  were 
attributed  to  criminal  abortions,  and  15  were  related  to  spontaneous  abortions.   In  2 
cases,  the  type  of  abortion  could  not  be  ascertained.   Using  the  586,760  legal  abor- 
tions reported  to  the  CDC  in  1972  as  the  denominator,  the  19  legal  abortion  deaths 
yield  a  death-to-case  ratio  of  3.2  deaths  per  100,000  legally  induced  abortions. 

Of  the  19  legally  induced  abortions  which  resulted  in  deaths,  9  (47.4%)  were  per- 
formed by  suction  or  sharp  curettage,  8  (42.1%)  by  amniotic  fluid  exchange,  and  2 
(10.5%)  by  hysterotomy.   Based  on  these  figures  and  an  analysis  of  total  abortions 
performed  by  each  method,  the  death-to-case  ratios  for  specific  procedures  were  calcu- 
lated.  The  death  to  case  ratio  for  suction  and  sharp  curettage  combined  was  1.7  deaths 
per  100,000  abortions  while  the  ratio  for  procedures  using  amniotic  fluid  exchange  was 
13.2  deaths  per  100,000  abortions.   In  some  states  hysterotomies  and  hysterectomies  are 
reported  as  a  single  category.   Because  of  this  aggregation,  it  is  not  possible  to 
calculate  a  precise  death-to-case  ratio  for  these  procedures.   A  reasonable  estimate, 
however,  would  be  that  the  risk  of  death  from  hysterotomy  is  at  least  5  times  greater 
than  that  for  amniotic  fluid  exchange. 

V.  REPORTS  OF  SPECIAL  STUDIES 

A.   Termination  of  pregnancy  by  "Super  Coils":   Morbidity  Associated  with  a  New 

Method  of  Second-Trimester  Abortion.   Berger  GS,  Bourne  JP,  Haber  RJ,  Tyler  CW, 
Keith  L,  Knlsely  K,  Zackler  J:   Amer  J  Obstet  Gynec  116(3) : 297-304,  June  1, 
1973 
On  May  15,  1972,  the  Philadelphia  Department  of  Health  notified  CDC  of  the  hospi- 
talization of  an  18-year-old  woman  following  an  abortion  induced  by  a  new  method  cal- 
led "super  coils."  This  patient  sustained  a  uterine  laceration  and  a  cervical  perfor- 
ation, requiring  a  total  abdominal  hysterectomy  to  control  blood  loss.   She  was  1  of 
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a  group  of  15  women  in  the  second  trimester  of  pregnancy  who  came  to  Philadelphia 
from  other  states  to  undergo  induced  abortions  in  an  outpatient  clinic.   Following  the 
procedures,  the  remaining  14  women  returned  to  their  home  states. 

According  to  the  originator  of  the  method,  the  super  coil  is  a  plastic  strip 
40  cm  long  which  is  wound  into  a  spiral  2  cm  in  diameter.   The  coil  is  straightened 
and  inserted  in  the  uterus  in  a  fashion  similar  to  an  intrauterine  contraceptive  de- 
vice.  As  many  coils  as  will  fit  the  space  are  used,  and  they  are  removed  approximately 
12-24  hours  after  insertion;  at  this  time  evacuation  of  the  uterine  contents  is  said 
to  usually  occur.   If  the  uterine  contents  are  not  expelled  spontaneously,  they  are 
removed  with  ovum  forceps.   The  originator  states  that  the  method  is  safe  for  use  by 
paramedical  personnel. 

Of  the  15  women  who  underwent  super  coil  abortions,  13  received  follow-up  evalu- 
ation within  1  week  of  the  initial  procedures.   Nine  (60%)  of  the  15  women  developed 
complications,  and  3  (20%)  of  thera  sustained  major  complications. 

The  criteria  for  complications  in  this  investigation  were  those  defined  in  the 
Joint  Program  for  the  Study  of  Abortion  (JPSA) . ^  Table  20  shows  the  complication 
rates  of  the  patients  who  underwent  abortion  by  the  super  coil  compared  with  the  com- 
plication rates  for  JPSA  patients,  on  whom  follow-up  data  were  available,  who  were 
aborted  by  saline-amniotic  fluid  exchange,  the  technique  most  commonly  employed  in 
this  country  for  terminating  second  trimester  pregnancies.   The  complication  rates, 
both  major  and  total,  for  patients  who  underwent  super  coil  abortions  were  higher  than 
for  patients  who  underwent  abortions  by  saline-amniotic  fluid  exchange  (p  <.05).   Un- 
til the  super  coil  abortion  technique  is  demonstrated  to  be  safe  in  the  hands  of  com- 
petent medical  personnel  and  in  a  controlled  research  setting,  the  CDC  findings  sug- 
gest that  it  is  not  appropriate  for  use  by  paramedical  personnel. 

B.   Rh-Immune  Globulin  Utilization 

1.  Rh-immune  Globulin  in  Induced  Abortion:   Utilization  in  a  High-Risk 
Population.   Judelsohn  RG ,  Berger  GS ,  Wallace  RB,  Tiller  MJ :   Amer 
J  Obstet  Gynec  114 (8) : 1031-1034,  Dec  15,  1972 

Among  1,731  women  undergoing  induced  abortions  in  5  urban  hospitals,  236  had  Rh- 
negative  blood  and  no  anti-Rh  antibody  prior  to  abortion.   Nearly  75%  of  the  Rh-nega- 
tive  patients  were  under  25  years  of  age,  and  55.6%  were  nulliparous;  approximately 
equal  numbers  of  patients  underwent  abortions  during  the  first  and  second  trimesters. 
RhIG  was  not  given  to  31.8%  of  the  uniinmi;'   r;'  Rh  negative  patients.   Studies  indicate 
that  5%  to  10%  of  unprotected  patients  '..  ■  -  oing  Induced  abortions  may  become  sensi- 
tized; failure  to  use  RhIG  could  resul      ai,;.   .'r-r.ers  of  infants  affected  by  Rh 
hemolytic  disease.^' ^   The  need  for  Rh  pi  :  ;.y''.n;<.' s  lo  prevent  such  morbidity  and  death 
is  underscored  by  the  fact  that  women  having  abcMons  usually  have  an  active  child- 
bearing  future. 

2.  Rh-Immune  Globulin  Utilization  Following  Term  Delivery  in  3  Rural  Hospi- 
tals in  Northeast  Georgia.  Campbell  CC,  Meyers  JD,  Brandling-Bennett  AD: 
Immunization  Branch,  Center  for  Disease  Control 

Three  hospitals  located  in  non-metropolitan  communities  of  northeast  Georgia, 
which  had  purchased  fewer  units  of  RhIG  in  1971  than  their  estimated  requirements,  were 
studied  from  May  1  through  October  31,  1972.   Funding  was  provided  for  blood  typing 
and  associated  laboratory  costs  for  every  obstetrical  admission  as  well  as  RhIG  for 
any  woman  requiring  it. 

Overall,  utilization  of  RhIG  improved  in  the  3  hospitals  during  the  period  of 
study.   Eighty-four  percent  (37)  of  the  women  who  should  have  received  RhIG  actually 
did,  compared  with  an  estimate  of  36%  (27  of  75)  of  women  in  need  who  received  RhIG 
in  the  12  months  preceding  the  study  period. 

The  success  of  the  program  was  felt  to  be  due  in  large  measure  to  the  initiative 
taken  by  laboratory  directors  in  learning  of  new  admissions,  arranging  for  blood  typ- 
ing, and  in  clarifying  the  need  for  RhIG  with  private  physicians,  many  of  whom  were  not 
obstetrician-gynecologists . 


145 


Cost  remains  a  significant  Impediment  to  RhIG  use.   The  3  hospitals  in  the  study 
charged  an  average  of  $75  for  typing  and  RhIG,  which  would  amount  to  1/3  of  the  charge 
for  an  uncomplicated  delivery.   Forty-five  percent  of  the  deliveries  in  these  settings 
had  no  third  party  assistance  for  obstetrics  costs. 

C.  Maternal  Mortality  Associated  with  Legal  Abortions  in  New  York  State: 
July  1,  1970- June  30,  1972.   Berger  GS,  Tietze  C,  Pakter  J,  Katz  SH: 
Obstet  Gynec  43(3) : 315-326,  March  197A 

In  the  2-year  period  July  1,  1970- June  30,  1972,  446,052  legal  abortions  were  re- 
ported in  New  York  State.   Twenty-five  deaths  associated  with  legal  abortions  performed 
in  this  2-year  period  were  reported  to  the  Departments  of  Health  of  New  York  City  and 
New  York  State,  and  the  CDC.   In  addition,  a  mail  survey  of  obstetrician-gynecologists 
throughout  the  United  States  discovered  4  previously  unreported  deaths.   Based  on  the 
total  of  29  deaths,  the  overall  case-fatality  ratio  was  6.5  per  100,000.   There  was  no 
significant  difference  between  the  fatality  ratios  for  New  York  residents  and  non- 
residents.  The  risk  of  death  was  7  times  higher  for  women  who  underwent  abortion  at 
13  weeks  gestation  or  more  than  for  those  who  had  abortions  at  12  weeks  or  less.   Com- 
pared with  suction  or  sharp  curettage,  saline-amniotic  fluid  exchange  was  associated 
with  a  7  to  9  times  greater  risk  of  mortality  and  hysterotomy  with  a  risk  of  mortality 
100  times  greater. 

D.  Maternal  Mortality  Associated  with  Paracervical  Block  Anesthesia.  Berger  GS , 
Tyler  CW:  Center  for  Disease  Control;  Herrod  EK:  County  of  Erie,  Department 
of  Health,  Buffalo,  New  York. 

This  report  describes  2  maternal  deaths  believed  to  have  resulted  from  toxic 
reactions  to  lldocaine  hydrochloride  administered  for  paracervical  block  anesthesia 
for  suction  curettage  abortion. 

One  case,  a  29-year  old  woman  at  7  menstrual  weeks  gestation,  experienced  seizures, 
respiratory  arrest,  and  death  following  injection  of  an  undetermined  amount  (either 
200  or  400  mg)  of  epinephrlne-f ree  lidocaine  hydrochloride.   At  autopsy  there  was  an 
estimated  150  ml  of  blood  in  the  ligamentous  tissue  adjacent  to  the  cervix  in  the 
lower  uterine  segment  without  evidence  of  uterine  perforation. 

The  other  case  was  a  17-year  old  woman  at  12  weeks  gestation  who  also  died  of 
respiratory  arrest  following  grand  mal  seizures  which  occurred  within  minutes  of  an 
injection  of  20  ml  (^00  mg)  of  2%  epinephrine-f ree  lldocaine  hydrochloride.   Prior  to 
the  injection,  the  barrel  of  the  syringe  had  been  withdrawn  to  determine  if  the  needle 
had  entered  a  blood  vessel  and  blood  was  not  aspirated.   A  post-mortem  examination  re- 
vealed no  anatomical  cause  of  death. 

Toxic  reactions  to  local  anesthesia  are  rare.   The  Joint  Program  for  the  Study  of 
Abortion  (JPSA)  reported  a  rate  of  3.5  convulsions  per  10,000  curettage  procedures  in 
which  local  anesthesia  was  used.  ^  Toxic  reactions  may  arise  from  excessive  dosage  or 
Inadvertent  entry  of  a  blood  vessel. 

According  to  the  Food  and  Drug  Administration  (FDA)  approved  package  insert,  the 
total  dose  of  Xylocaine  (lldocaine)  without  epinephrine,  should  be  less  than  300  mg 
and  not  over  4.5  mg/kg  (2  mg/lb)  of  body  weight.   It  is  important  to  note  that  this 
dose  is  less  than  that  recommended  for  lidocaine  with  epinephrine.   The  recommended 
dose  may  well  have  been  exceeded  in  both  cases. 

Intra-vascular  injection  may  occur  even  when  blood  is  not  obtained  on  aspiration 
prior  to  Injection.^  This  is  a  possible,  though  unproved,  factor  in  the  second  case. 
The  risk  of  mortality  might  be  reduced  by  adopting  a  technique  in  which  anesthesia  is 
infiltrated  just  beneath  the  mucosa. 

E.   Management  of  Retained  Placenta  Associated  with  Saline  Abortion.   Berger  GS, 
Tyler  CW,  Center  for  Disease  Control;  Kerenyl  T,  Park  East  Hospital,  New 
York  City 
Retained  placenta  is  one  of  the  most  common  complications  of  saline-amniotic  fluid 
exchange.   A  controversy  exists  as  to  whether  early  removal  of  retained  placenta  de- 
creases or  Increases  the  incidence  of  post-abortal  hemorrhange  or  Infection.   In 
hopes  of  gathering  objective  evidence  concerning  this  problem,  data  were  collected  on 
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2,170  saline  abortions,*  performed  by  30  physicians  between  July  1  and  December  31, 
1972,  at  Park  East  Hospital.   The  physicians  managed  cases  according  to  their  own 
Judgment  without  suggestions  from  the  study  staff. 

The  overall  complication  rate  was  13.8  per  100  cases.   Hemorrhage  accounted  for 
over  half  of  all  complications.   Risk  of  hemorrhage  increased  with  age,  number  of 
previous  pregnancies,  and  number  of  previous  Induced  abortions.   Each  of  these  factors 
was  an  independent  determinant  of  risk.   Hemorrhage  rates  were  lowest  (2.7%)  in  the 
485  patients  in  whom  expulsion  of  the  placenta  immediately  followed  delivery  of  the 
fetus. 

For  1,733  (82%)  patients,  elective  removal  of  the  placenta  was  not  done.   Among 
these  patients  the  hemorrhage  rate  was  5.8%  when  the  placental  delivery  occurred  at 
from  1  to  60  minutes  after  delivery  of  the  fetus,  and  increased  to  16.2%  when  over 
60  minutes  had  elapsed.   The  overall  hemorrhage  rate  in  the  group  with  no  elective 
removal  of  the  placenta  was  8.A%  (Table  21). 

Among  the  374  (18%)  patients  in  whom  elective  removal  of  the  placenta  was  done, 
hemorrhage  occurred  in  7.2%  when  removal  was  in  the  first  60  minutes  and  in  3.0%  at 
over  60  minutes.   The  overall  hemorrhage  rate  for  this  group  was  3.7% 

The  2  groups  were  comparable  in  terms  of  previously  mentioned  factors  associated 
with  risk  of  hemorrhage,  namely  age,  parity,  and  previous  abortions.   The  group  in 
which  elective  removal  was  not  performed  included  cases  in  which  "indicated"  removal 
was  done  because  of  hemorrhage  or  fever.   The  requirement  for  blood  transfusion  was 
identical  in  both  groups  of  patients  (0.6%). 

Fever  rates  in  patients  with  and  without  elective  removal  of  the  placenta  were 
the  same  through  the  first  2  hours  of  retention  (2.2%).   At  3  hours  or  later,  elective 
removal  carried  a  slightly  higher  risk  of  fever  (5%  vs  2%) . 

The  data  support  the  contention  tha';  removal  of  the  placenta  within  the  first 
hour  decreases  the  likelihood  of  post-abortal  hemorrhage.   There  is  now  justification 
for  a  study  in  which  patients  are  randomly  assigned  to  an  early  elective  removal  group 
or  to  a  group  in  which  management  is  left  up  to  the  Individual  physician. 

VI.   LEGAL  NOTES 

Table  22  shows  the  distribution  of  major  categories  of  state  abortion  laws  as  of 
January  1,  1973.   It  is  intended  to  serve  as  an  aid  in  interpreting  the  abortion  data 
covered  by  this  report  and  is  not  intended  to  imply  definitive  legal  research  on  the 
part  of  the  Family  Planning  Evaluation  Division  of  CDC. 

Of  the  28  states  (including  the  District  of  Columbia)  reporting  legal  abortions 
to  CDC  in  1972,  4  (Arizona,  Connecticut,  Nebraska,  and  Tennessee)  had  laws  permitting 
abortion  only  to  save  the  woman's  life;  1  (Mississippi)  included  rape  as  an  indication; 
2  (Massachusetts  and  Pennsylvania)  prohibited  "unlawful  abortion";  3  (Alabama,  District 
of  Columbia,  and  Vermont)  included  threats  to  maternal  life  or  health  as  indications; 
10  (Arkansas,  Colorado,  Delaware,  Florida,  Kansas,  Maryland,  New  Mexico,  North  Carolina, 
South  Carolina,  and  Virginia)  operated  under  the  American  Law  Institute  Model  Abortion 
Law;  1  (Oregon)  had  a  law  based  on  1958  recommendations  of  the  American  College  of 
Obstetricians  and  Gynecologists;  4  (Alaska,  Hawaii,  New  York,  and  Washington)  had  no 
legal  restriction  on  reasons  for  abortion  prior  to  fetal  viability;  and  3  (California, 
Georgia,  and  Wisconsin)  had  legal  restrictions  on  reasons  for  abortion  invalidated 
by  court  decisions. 


*Slxty  cases  in  which  complications  occurred  prior  to  the  delivery  of  the  fetus  and  3 
cases  in  which  the  interval  from  delivery  of  the  fetus  to  delivery  of  the  placenta  was 
unknown  were  excluded  from  further  analysis. 
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Table  1 

CHRONOLOGICAL  RECORD  OF  THE  STATUS  OF  ABORTION  LAW  CHANGES, 

ABORTION  REPORTING,  AND  ABORTION  RATIOS  IN  THE  UNITED  STATES 

1969-1972 


1969 


1970 


Cumulative  No.  of  States 
with  Reform  Abortion  Laws 
Enacted  Since  1967 


16 


No.  of  States  from  which 
State-wide  Abortion  Data 
are  Reported* 

Additional  States  from 
which  Abortion  Data  are 
Reported  from  Individual 
Hospitals  or  Facilities 

Total  No.  of  States 
from  which  Partial  or 
Complete  Abortion  Data 
are  Reported* 


Total  No.  of  Abortions 
Reported  to  CDC 


22,670 


193, A91 


485,816 


586,760 


National  Abortion  Ratio 
(Abortions  per  1,000 
Live  Births) 


6.3 


136.0 


180.1 


♦Beginning  1970  includes  District  of  Columbia., 


149 


Table  2 

REPORTED  LEGAL  ABORTION  RATIOS 
BY  PLACE  OF  OCCURRENCE 
SELECTED  STATES,*  1972 


State 

Abortions 

Alabama 

1,156^ 

Alaska 

1.172 

Arizona 

275* 

Arkansas 

793 

California 

138,584 

Colorado 

5.260 

Connecticut 

2.579* 

Delaware 

1,342 

Diet,  of  Colun-bia 

38.868 

Florida- 

3.378 

Georgia 

2,509 

Hawaii 

4,547 

Kansas 

12,248 

Maryland 

9,093 

Massachusetts^ 

3,394 

Mississippi 

61 

Nebraska 

789* 

New  Mexico 

5,989* 

New  York 

299,891 

(City) 

(223,373) 

(Upstate) 

(76,518) 

North  Carolina 

8,365 

Oregon 

7,143 

Pennsylvania 

8,540* 

South  Carolina 

854 

Tennessee 

9* 

Vermont 

231 

Virginia 

4,496 

Washington 

17,767 

Wisconsin 

7,427* 

586,760 


Abortions/1,000 

Live  Births' 

Live  Births 

61,765 

19 

6,948 

169 

37,258' 

7 

32,985' 

24 

329,826 

420 

38,585 

136 

39,130' 

66 

8,867' 

151 

21,579' 

1.801 

81,276' 

42 

87,366 

29 

15,413 

295 

33,176 

369 

51,059' 

178 

82,192' 

41 

45,907 

1 

23,473 

34 

20.589' 

291 

253.439 

1,183 

(115,498)' 

(1.934) 

(137,941) 

(555) 

88,894 

94 

31,308 

228 

164,742' 

52 

48,873 

17 

65,799 

** 

7,257 

32 

75,068 

60 

47,148' 

377 

64,142' 

116 

1.864.064 

315 

1.  Data  from  state  health  departments  unless  otherwise  noted. 

2.  Reported  from  1  or  more  hospitals  In  state. 

3.  Live  birth  data  from  Monthly  Vital  Statistics  Report  Provisional 
Statistics,  Vol.21,  No. 12,  March  1,  1973,  No. 9,  November  27,  1972. 
No. 3,  May  24,  1972,  and  Vol.20,  Nos.  10-12,  1971-72. 

4.  April-December  1972. 

5.  October  1971-September  1972. 

6.  Estimated  by  New  York  City  Health  Department;  July  1973  report. 


All  states  with  data  available. 
Ratio  less  than  1 . 
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Table  3 

PERCENT  INCREASE*  IN  ABORTIONS 

FOR  EACH  FULL  YEAR  OF  REPORTING 

SELECTED  STATES**  1969-1972 

YEAR 


1969 


1970 


1972 


Alaska 

2.4 

Arkansas 

24.5 

California 

205.7 

326.2 

78.6 

18.7 

Colorado 

100.8 

158.1 

61.5 

26.2 

Delaware 

101.6 

18.9 

Dist.  of  Col. 

105.7 

Georgia 

313.6 

124.0 

58.9 

Hawaii 

10.0 

Kansas 

29.3 

Maryland 

9.5 

Mississippi 

-24.4 

New  York 

11.7 

N.  Carolina 

108.9 

344.9 

222.6 

91.1 

Oregon 

411.4 

-2.8 

2.1 

S.  Carolina 

17.5 

Vermont 

2,466.7 

Virginia 

18.6 

Washington 

23.8 

*Percent  Increase  over  previous  year. 
**A11  states  with  data  available. 
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Table  4 

REPORTED  LEGAL  ABORTIONS  PERFORMED 

ON  OUT-OF-STATE  RESIDENTS 

SELECTED  STATES,*  1972 


Total 

No.  of  Abortions 

No.  Abortions 

Abortions 

With  Residence 

On  Out-of-state 

State 

Performed 
1,156 

Known 

Residents 

Alabama 

1,156 

4 

Alaska 

1,172 

1,171 

14 

California 

138,584 

126,356 

20,201 

Colorado 

5,260 

5,260 

405 

Connecticut 

2,579 

2,579 

3 

Delaware 

1,342 

1,342 

63 

Dist.  of  Col. 

38,868 

28,308 

21,101 

Georgia 

2,509 

2,509 

0 
25 

Hawaii 

4,547 

4,547 

Kansas 

12,248 

12,248 

7,736 

Maryland 

9,093 

9,093 

186 
0 

Mississippi 

61 

61 

New  Mexico 

5,989 

5.989 

4,127 

New  York 

258,285 

257,208 

156,255 

(City)^ 

(181,767) 

(180,796) 

(110,633) 

(Upstate) 

(76,518) 

(76,412) 

(45,622) 

N.  Carolina 

8,365 

8,324 

53 

Oregon 

7,143 

7,143 

14 
5 
0 

S.  Carolina 

854 

853 

Tennessee 

9 

9 

Vermont 

231 

231 

38 

4 
111 

Virginia 

4,496 

4,484 

Wisconsin' 

7,427 

■854 

Total 


510,218 


479,725 


210,345 


Percent  of  Abortions 
With  Known  Residence 
Performed  on 
Out-of-state  Residents 

O.Z 

1.2 
16.0 

7.7 

0.1 

4.7 
74.5 

0.0 

0.5 
63.2 

2.0 

0.0 
68.3 
60.8 
(61.2) 
(59.7) 

0.6 

0.2 

0.6 

0.0 

16.5 

0.1 

13.0 

43.8 


1.  Number  with  residence  known  refers  to  in-state  or  out-of-state  residence  status. 

Residence  information  for  New  Mexico  is  estimated. 
2  Numbers  are  from  certificates  filed  January  -  December,  1972. 
3.  Of  the  6  hospitals  reporting  data,  2  did  not  identify  residence  status. 

*A11  states  reporting  residency;  data  for  Alabama,  Connecticut,  New  Mexico,  Tennessee, 
and  Wisconsin  are  from  hospitals. 
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Table  5 
REPORTED  LEGAL  ABORTIONS  WITH  STATE  OF  RESIDENCE  KNOWN— 1972 


Abortions  Performed 
In  State  of  Residence 


Abortions  Performed 
Outside  State  of  Residence 


States  by  Region 

No. 

% 

No. 

% 

Total 

NEW  ENGLAND 

(6,163) 

(19. Z) 

(25,845) 

(80.7) 

(32,008) 

Maine 

0 

0.0 

1,690 

100.0 

1,690 

New  Hampshire 

0 

0.0 

1,483 

100.0 

1,483 

Vermont 

193 

28.3 

859 

81.7 

1,052 

Massachusetts 

3,394  ' 

^    19.3 

14,187 

80.7 

17,581 

Rhode  Island 

0, 

0.0 

1,869 

100.0 

1,869 

Connecticut 

2,576  ' 

"    30.9 

5,757 

69.1 

8,333 

MIDDLE  ATLANTIC 

(109,111) 

(74.6) 

(37,108) 

(25.4) 

(146,219) 

New  York 

100,571 

100.0 

44 

0.0 

100,615 

New  Jersey 

0, 

0.0 

22,832 

100.0 

22,832 

Pennsylvania 

8,540  • 

37. S 

14,232 

62.5 

22,772 

EAST  NORTH  CENTRAL 

(743) 

(1.4) 

(53,211) 

(98.6) 

(53,954) 

Ohio 

0 

0.0 

16,666 

100.0 

16,666 

Indiana 

0 

0.0 

5,481 

100.0 

5,481 

Illinois 

0 

0.0 

14,091 

100.0 

14,091 

Michigan 

0 

0.  0 

14,626 

100.0 

14,626 

Wisconsin 

743' 

24.0 

2,347 

76.0 

3,090 

WEST  NORTH  CENTRAL 

(5,301) 

(28.7) 

(13,139) 

(71.3) 

(18,440) 

Minnesota 

0 

0.0 

2,227 

100.0 

2,227 

Iowa 

0 

0.0 

2,356 

100.0 

2,356 

Missouri 

0 

0.0 

6,953 

100.0 

6,953 

North  Dakota 

0 

0.0 

148 

100.0 

148 

South  Dakota 

0 

fj , 

116 

100.0 

116 

Nebraska 

789* 

43.  c' 

1,008 

56.1 

1,797 

Kansas 

4,512 

93.  2 

2 -i 

6.8 

4,843 

SOUTH  ATLANTIC 

(36,879) 

(52.2) 

(33,833) 

(47.8) 

(70,712) 

Delaware 

1,279 

58.3 

91^. 

41.7 

2,193 

Maryland 

8,907 

59.7 

6,022 

40.3 

14,929 

Dist.  of  Columbia 

7,207 

98.0 

145 

2.0 

7,352 

Virginia 

4,480 

40.0 

6,707 

60.0 

11,187 

West  Virginia 

0 

0.0 

1,491 

100.0 

1,491 

North  Carolina 

8,271 

70.0 

3,539 

30.0 

11,810 

South  Carolina 

848 

27.7 

2,208 

72.3 

3,056 

Georgia 

2,509 

35.5 

4,561 

64.5 

7,070 

Florida 

3,37ff' 

=  29.1 

8,246 

70.9 

11,624 
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Table  5  (Continued) 


Abortions  Performed 

Abortions  Performed 

In  State  of 

Residence 

Outside  State 

of  Residence 

States  by  Region 

No. 

% 

No. 

% 

Total 

EAST  SOUTH  CEKTRAL 

(1,222) 

(11.8) 

(9,168) 

(88.2) 

(10,390) 

Kentucky 

Tennessee 

Alabama 

0 

9 

1,152^ 

0.0 

0.2 

54.9 

3,132 

4,279 

948 

100.0 
99.8 
45.1 

3,132 
4,288 
2,100 

Mississippi 

61 

7.0 

809 

93.0 

870 

WEST  SOUTH  CENTRAL 

(793) 

(3.7) 

(20.837) 

(96.3) 

(21,630) 

Arkansas 

793' 

51.0 

762 

49.0 

1,555 

Louisiana 
Oklahoma 

0 
0 

0.0 
0.0 

1,210 
2,843 

100.0 
100.0 

1,210 
2,843 

Texas 

0 

0.0 

16,022 

100.0 

16,022 

MOUNTAIN 

(6,992) 

(53.5) 

(6,084) 

(46.5) 

(13,076) 

Montana 

0 

0.0 

172 

100.0 

172 

Idaho 

0 

0.0 

20 

100.0 

20 

Wyoming 
Colorado 

0 
4,855 

0.0 
89.4 

269 
573 

100.0 
10.6 

269 
5,428 

New  Mexico 

1,862^''* 

94.9 

100 

5.1 

1,962 

Arizona 

2751'^ 

9.6 

2,590 

90.4 

2,865 

Utah 

0 

0.0 

730 

100.0 

730 

Nevada 

0 

0.0 

1,630 

100.0 

1,630 

PACIFIC 

(136,730) 

(99.8) 

(264) 

(0.2) 

(136,994) 

Washington 

Oregon 

California 

17,767' 

7,129 

106,155 

99.8 
99.3 
99.9 

42 

49 

152 

0.2 
0.7 
0.1 

17,809 

7,178 

106,307 

Alaska 

1,157 

99.2 

9 

0.8 

1,166 

Hawaii 

4,522 

99.7 

12 

0.3 

4,534 

TOTAL 


303,934 


60.4 


199,489 


39.6 


503,423 


1.  Residency  information  not  available;  all  abortions  reported  are  assumed  to  have 
been  performed  on  residents  of  the  state. 

2.  October  1971-September  1972. 

3.  Reported  from  one  or  more  hospitals  In  state. 

4.  Estimated. 

5.  April-December. 


S7.fi7fi    n  .  7K 
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Table  7 

AGE-SPECIFIC  LEGAL  ABORTION  RATIOS,' 
SELECTED  STATES,*  1972 


State 

Alaska 

Arkansas 

California 

Colorado 

Delaware^ 

Georgia 

Hawaii 

Kansas 

Maryland 

Mississippi 

New  York 
(City)' 
(Upstate) 

N.  Carolina 

Oregon 

S.  Carolina^ 

Vermont 

Virginia 

Washington 

Total 


<15 

2,091 

116 

2,664 

1,397 

2,054 

191 

1,143 

3,051 

1,275 

2 

5,512 

(7,675) 

(2,997) 

497 

3,308 

118 

100 

545 

3,242 

1,689 


15-19 

359 

37 

844 

272 

293 

34 

535 

716 

330 

2 

2,623 

(4,012) 

(1,417) 

128 

453 

18 

62 

97' 

877 

720 


20-24 

125 

17 

352 

111 

82 

22 

279 

289 

139 

1 

1,106 

(1,768) 

(527) 

71 

186 

12 

27 

46 

298 

369 


25-29 

94 
15 

263 
74 
83 
20 

173 

182 

102 
1 

635 
(1,115) 
(264) 
60 

119 
14 
19 
32 

193 

261 


30-34 

193 

28 

330 

110 

149 

34 

253 

314 

160 

1 

846 

(1,369) 

(395) 

100 

196 

21 

24 

57 

292 

360 


35-39 

192 

37 

494 

195 

261 

49 

453 

599 

262 

3 

1,272 

(1,902) 

(678) 

170 

357 

45 

59 

112 

535 

555 


£40 

250 

46 

658 

346 

339 

82 

863 

945 

447 

6 

2,097 

(3,124) 

(1,193) 

278 

597 

73 

54 

168 

730 

849 


Total 

169 

24 

420 

136 

151 

29 

295 

369 

178 

1 

1,183 

(1,934) 

(555) 

94 

228 

17 

32 

60 

377 

428 


Calculated  as  the  number  of  legal  abortions  for  women  of  a  given  age  group  per  1,000 

live  births  to  women  of  the  same  age  group.   Sources  of  data  are  Table  6  of  this 

report  for  abortions  by  age;  live  births  by  age  of  mother  are  from  State  Health 

Departments  unless  otherwise  noted. 

Source  of  live  birth  data  is  Table  2  for  total  1972  live  births;  live  birth 

distribution  by  age  of  mother  is  from  National  Center  for  Health  Statistics. 

distribution  applied  to  1972  births. 

Source  of  live  birth  data  is  Table  2  for  total  1972  live  births;  live  birth 

distribution  by  age  of  mother  is  1971  distribution. 


1969 


*A11  states  with  data  available. 
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REPORTED  LEGAL  ABORTIONS,  BY  RACE  AND 
PLACE  OF  OCCURRENCE,  SELECTED  STATES,*  1972 


White 

Black  & 

Other 

Unknown 

Tot. 

al 

State 

No. 

% 

•   No. 

% 

No. 
2 

% 
0.2 

No. 

% 

Alaska 

899 

76.7 

271 

23.1 

1,172 

100.0 

Arkansas 

713 

89.9 

80 

10.1 

0 

0.0 

793 

100.0 

California 

104,686 

75.5 

26,913 

19.4 

6,985 

5.0 

138,584 

100.0 

Colorado 

4,001 

76.1 

501 

9.5 

758 

14.4 

5,260 

100.0 

Delaware 

835 

62.2 

507 

37.8 

0 

0.0 

1,342 

100.0 

Georgia 

1,244 

49.6 

1,263 

50.3 

2 

0.1 

2,509 

100.0 

Hawaii 

1,781 

39.2 

2,743 

60.3 

23 

0.5 

4,547 

100.0 

Kansas 

10,613 

86.7 

1,432 

11.7 

203 

1.7 

12,248 

100.0 

Maryland 

4,532 

49.8 

4,419 

48.6 

142 

1.6 

9,093 

100.0 

Mississippi 

47 

77.0 

14 

23.0 

0 

0.0 

61 

100.0 

New  York 

232,591 

77.6 

67,300 

22.4 

0 

0.0 

299,891 

100.0 

(City)' 

(164,156) 

(73.5) 

(59,217) 

(26.5) 

(0) 

(0.0) 

(223,373) 

(100.0) 

(Upstate) 

(68,435) 

(89.4) 

(8,083) 

(10.6) 

(0) 

(0.0) 

(76,518) 

(100.0) 

N.  Carolina 

5,618 

67.2 

2,729 

32.6 

18 

0.2 

8,365 

100.0 

S.  Carolina 

553 

64.8 

297 

34.8 

4 

0.5 

854 

100.0 

Vermont 

216 

93.5 

2 

0.9 

13 

5.6 

231 

100.0 

Virginia 

2,315 

51.5 

2,181 

48.5 

0 

0.0 

4,496 

100.0 

370,644    75.7  110,652    22.6 


8,150 


489,446 


1.  Numbers  in  each  category  based  on  racial  distribution  from  1972  certificates  filed, 
applied  to  1972  annual  abortions  estimated  by  New  York  City  Health  Department. 


*A11  states  with  data  available. 


157 


Table  9 


LEGAL  ABORTION  RATIOS',  BY  RACE 
SELECTED  STATES,*  1972 


White/Black  &  Other 

State 

White  Ratio 
175 

Black  &  Other  Ratio 
151 

Ratio 

Alaska 

1.2 

Arkansas^ 

29 

10 

2.9 

California 

390 

599 

0.7 

Colorado 

129 

252 

0.5 

Delaware^ 

119 

273 

O.A 

Georgia 

22 

42 

0.5 

Hawaii 

324 

279 

1.2 

Kansas 

356 

518 

0.7 

Maryland^ 

120 

351 

0.3 

Mississippi 

2 

1 

2.0 

New  York 

1,137 

1,377 

0.8 

(City)^ 

(2,080) 

(1.619) 

(1.3) 

(Upstate) 

(545) 

(657) 

(0.8) 

N.  Carolina 

91 

100 

0.9 

S.  Carolina^ 

18 

16 

1.1 

Vermont 

32 

39 

0.8 

Virginia 

40 

124 

0.3 

432 


447 


1.0 


1.  Ratio  calculated  as  the  number  of  race-specific  abortions  per  1,000  race- 
specific  live  births.   Table  8  is  source  for  number  of  abortions  by  race; 
"unknown"  race  for  each  state  distributed  according  to  known  racial  distri- 
bution of  that  state.   Race-specific  live  births  are  from  state  health 
departments  unless  otherwise  noted. 

2.  Source  of  live  birth  data  is  Table  2  for  total  1972  births.   Live  births  by 
race  for  Arkansas,  Maryland,  New  York  City,  and  South  Carolina  based  on  1971 
distribution  applied  to  total  1972  births;  live  births  by  race  for  Delaware  is 
1969  distribution  applied  to  total  1972  births. 

*A11  states  with  data  available. 
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REPORTED  LEGAL  ABORTIONS,  BY  MARITAL  STATUS 
AND  STATE  OF  OCCURRENCE,  SELECTED  STATES,*  1972 


Married 

Unmarried' 

Unknown 

Tota 

1 

State 

No. 

% 

No. 

% 

No. 
20 

% 

No. 

% 

Alaska 

408 

34.8 

744 

63.5 

1.7 

1,172 

100.0 

Arkansas 

256 

32.3 

537 

67.7 

0 

0.0 

793 

100.0 

California 

36,221 

26.1 

98,490 

71.1 

3,873 

2.8 

138,584 

100.0 

Colorado^ 

1,108 

21.1 

3,051 

58.0 

1,101 

20.9 

5,260 

100.0 

Delaware 

394 

29.4 

948 

70.6 

0 

0.0 

1,342 

100.0 

Georgia 

841 

33.5 

1,571 

62.6 

97 

3.9 

2,509 

100.0 

Hawaii^ 

1,707 

37.5 

2,840 

62.5 

0 

0.0 

4,547 

100.0 

Kansas 

3,086 

25.2 

9,161 

74.8 

1 

0.0 

12,248 

100.0 

Maryland 

2,670 

29.4 

6,365 

70.0 

58 

0.6 

9,093 

100.0 

Mississippi^ 

34 

55.? 

27 

44.3 

0 

0.0 

61 

100.0 

New  York 

93,315 

31.1 

206,576 

68.9 

0 

0.0 

299,891 

100.0 

(City)' 

(62,356) 

(27.9) 

(161,017) 

(72.1) 

(0) 

(0.0) 

(223,373) 

(100.0) 

(Upstate)" 

(30,959) 

(40.5) 

(45,559) 

(59.5) 

(0) 

(0.0) 

(76,518) 

(100.0) 

N.  Carolina 

2,895 

34.6 

5,456 

65.2 

14 

0.2 

8,365 

100.0 

Oregon 

1,695 

23.7 

5,448 

76.3 

0 

0.0 

7,143 

100.0 

S.  Carolina 

344 

40.3 

505 

59.1 

5 

0.6 

854 

100.0 

Vermont 

69 

29.9 

160 

69.3 

2 

0.9 

231 

100.0 

Virginia^ 

1,530 

34.0 

2,966 

66.0 

0 

0.0 

4,496 

100.0 

Washington 

4,721 

26.6 

13,01j 

73.2 

33 

0.2 

17,767 

100.0 

151,294 


29.4  357,858    69.6       5,204   1.0 


514,356 


100.0 


Unmarried  includes  women  who  are  widowed,  separated,  divorced,  and  women  who 

have  never  married. 

Legitimate  and  illegitimate. 

Numbers  are  based  on  distribution  of  data  from  certificates  filed  in  1972  and 

total  abortions  for  1972  as  estimated  by  the  New  York  City  Health  Department. 

When  no  information  was  given  for  the  father  as  required  on  the  certificate,  it 

was  inferred  that  the  woman  was  unmarried. 


*A11  states  with  data  available. 
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Table  11 

PERCENTAGE  OF  TOTAL  ABORTIONS  ON  MARRIED  WOMEN 
BY  STATE  OF  OCCURRENCE,  1970-1972* 


State 

Alaska 

Arkansas 

Delaware 

Georgia 

Hawaii 

Kansas 

Maryland 

New  York 

(City) 

(Upstate) 
N.  Carolina 
Oregon 
S.  Carolina 
Virginia 
Washington 

Overall  Percent 
Married 


1970 

30.2 
43.7 
36.8   ^ 

31.6  " 

(37.2)" 

23.0 
37.2^ 


33.6 


1971 


1972 


33.7 

34.8 

31.1 

32.3 

33.4 

29.4 

36.2 

33.5 

37.3^ 

37.5^ 

27.7 

25.2 

30.9 

29.4 

33.6 

31.1 

(31.2)^ 

(27.9) 

(42.4) 

(40.5) 

39.1 

34.6 

24.2 

23.7 

39.8 

40.3 

36.4^ 

34.0^ 

28.9 

26.6 

33.1 


30.8 


Percent  married  for 
the  8  states  with 
data  for  1970,  1971, 
and  1972 


33.6 


38.9 


37.8 


1.  July  29  -  December  31. 

2.  March  11  -  December  31. 

3.  Stated  as  legitimate  rather  than  married. 

4.  July  -  December. 

5.  February  -  December. 

6.  Data  from  certificates  filed;  July  -  December. 

7.  Data  from  certificates  filed;  1972. 


*A11  states  with  data  available  for  at  least  2  of  the  3  years. 
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ESTIMATED  LEGAL  ABORTION  RATIOS  BY  MARITAL  STATUS,' 
SELECTED  STATES,*  1972 


State 

Alaska' 

Arkansas 

California'* 

Colorado 

Delaware 

Georgia^ 

Hawaii 

Kansas 

Maryland 

Mississippi 

New  York 
(City)" 
(Upstate)'* 

North  Carolina" 

Oregon^ 

South  Carolina 

Vermont 

Virginia 

Washington 

Total 


65 

9 

122 

40 

52 

12 

121 

101 

62 

1 

A31 

(687) 

(246) 

38 

59 

8 

11 

23 

13  0 

144 


Unmarried^ 

1,337 

121 

4,080 

1,054 

737 

140 

2,084 

3,397 

827 

3 

5,583 

(6,514) 

(3,709) 

436 

2,135 

67 

272 

324 

3,241 

2,579 


1.  Calculated  as  legal  abortions  to  women  of  a  given  marital  status 
per  1,000  live  births  to  women  in  that  marital  status.   Table  10 
is  source  for  number  of  abortions  by  marital  status.   "Unknown" 
marital  status  for  each  state  distributed  according  to  known  marital 
status  distribution  of  that  state.   Live  births  to  married  women  are 
legitimate  births;  live  births  to  unmarried  women  are  assumed  to  be 
registered  as  illegitimate  births.   Legitimacy  distribution  of  live 
births  based  on  state's  1971  distribution  unless  otherwise  noted. 

2.  Unmarried  includes  women  who  are  widowed,  separated,  divorced,  and 
women  who  have  never  married. 

3.  Live  births  by  legitimacy  status  are  based  on  1969  distribution 
applied  to  1972  births. 

4.  Live  births  by  legitimacy  status  are  based  on  1970  distribution 
applied  to  1972  births. 

5.  Live  births  by  legitimacy  status  are  1972  data  from  State  Health 
Department . 


*A11  states  with  data  available. 
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Table  14 


ABORTION. TO  LIVE  BIRTH  RATIO '  BY  NUMBER  OF 
PREVIOUS  LIVE  BIRTHS,  SELECTED  STATES,*  1972 


^4 


Alaska 

216 

82 

196 

222 

165 

California 

403 

333 

421 

575 

701 

Colorado 

202 

67 

118 

126 

102 

Delaware 

163 

108 

173 

196 

164 

Georgia 

27 

20 

34 

49 

42 

Kansas 

569 

159 

296 

370 

294 

Maryland 

190 

123 

205 

232 

219 

Mississippi 

2 

1 

2 

1 

1 

New  York 

1,616 

630 

975 

1,318 

1,387 

(City) 

(2.362) 

(1,169) 

(1.731) 

(2,347) 

(2.388) 

(Upstate) 

(911) 

(202) 

(402) 

(552) 

(554) 

N.  Carolina 

115 

56 

100 

118 

85 

S.  Carolina 

18 

11 

20 

26 

23 

Vermont 

54 

8 

20 

29 

42 

Virginia 

60 

34 

76 

110 

102 

Calculated  as  legal  abortions  in  1972  :o  women  with  X  number  of  living  children 
divided  by  the  number  of  women  having  live  births  in  1972  with  X  number  of  previous 
live  births.   Table  13  is  source  for  number  of  abortions  by  number  of  living 
children.   Distribution  of  live  births  for  1972  are  from  State  Health  Departments 
with  the  following  exceptions:   Maryland  and  New  York  City  total  live  births  in 
1972  were  distributed  according  to  live  birth  order  in  1971  from  States'  Vital 
Statistics  Reports;  for  Colorado,  Delaware,  Mississippi,  North  Carolina,  and 
South  Carolina  total  live  births  in  1972  were  distributed  according  to  live  birth 
order  in  1969,  the  most  recent  year  available  from  the  National  Center  for  Health 
Statistics. 

Live  births  of  unknown  birth  order  were  redistributed  according  to  known  birth 
order  distribution. 


*A11  states  with  data  available. 
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Table  17 


REPORTED  LEGAL  ABORTIONS,  BY  MENSTRUAL  WEEK  OF  GESTATION, 
NEW  YORK  CITY,  1972 


12 


13-15 


16-20 


21+ 


No. 


No. 


No. 


% 


No. 


Unknown 
No.     % 


Total 


No. 


141,548  7?.S     10,930  6.0     14,166  7.8     4,423  2.4     10,700  5.9     181,767  100.0 
Source:  Certificates  of  Termination. 


Table  18 


PERCENT  OF  REPORTED  LEGAL  ABORTIONS  LESS  THAN  13  MENSTRUAL  WEEKS 
OF  GESTATION,  SELECTED  STATES,*  1970-1972 


1971 


State 

Alaska 

Arkansas 

Colorado 

Georgia 

Hawaii 

Kansas 

Maryland 

New  York 

(City) 

(Upstate) 
N.  Carolina 
Oregon 
S.  Carolina 
Virginia 
Washington 

Overall  Percent 
Less  Than  13 
Weeks  Gestation 


75.0 
79.4^ 

58.5^ 

77.0^ 
(78.4)^. 
(72.0)^ 

65.5 
46.4" 


75.6 


74.1 

75.7 

82.6 

89.5 

46.0 

49.9 

74.7 

68.4 

81.3 

82.2 

88.6 

89.0 

65. 8 

67.9 

78.9 

78.5 

(78.6)^ 

(77.9) 

(80.3) 

(80.0) 

62. S 

68.6 

74.2 

81.3 

69.1 

80.8 

64.0 

62.0 

85.0 

94.9 

78.2 


78.6 


Percent  Less  Than 
13  Weeks  For  The 
Six  States  With 
Data  For  1970, 
1971,  and  1972 


75.6 


1.  March  11  -  December  31. 

2.  July  -  December, 

3.  Data  from  certificates  filed. 

4.  February  -  December. 


*A11  states  with  data  available  for  at  least  2  of  the  3  years. 


166 


<NcoocsoNCOfOi-ima\-^v£> 


fn  in  fsi  o 


I 

r-.oooomooOa\0*fi    i 

0>  CD 

r^OOr^o^^-^•sOfnovI^c^^cM 
o        w 


Ci  cri  Qs  Q  Ci  c\.  c:> 

0\  en  CT*  O  00  CM  (NJ 


Ci  c:b  ■::>  Cb 
1  a\  <y*  00  in 


o  o 


o  .H  a 

CO  C 

M  u  o 

CO  OJ  M-< 

■H  [14  0) 


monOoo-^^oo  vO'-*r^oo 


r-  \0  ^  ^  -^ 


rH  P*  ,H  00  O 


0)  0)  M-l   00 


Oi  Ci  CO  'V  ( 
CH  ?0  Ci  CD  c 


t^  (X  Oi  to 


>,  q»  CO  0) 


x:  J-»  o  o* 


^  m  <■  I-)  o 


•^  o  in  r^  m  r^ 

0^  fO  M  ON  CN  ON 


S  O  -H  ^     4J 


0)  O  ^   qj     4J 


C  W  M*" 


-H  to 


0)  (0 


O  C  O  C 


0)  m  o 

to  ^  rH 


lt-iUl>.CO(OCOtO&0 
I    0)     rt    CO   -H      •    1-1      -   1-) 


C     O     O    U  rH 

h-t  CO  s:  o      *-< 


167 


Table  20 


COMPLICATION  RATES  IN  PATIENTS  WHO  UNDERWENT  SECOND  TRIMESTER  ABORTIONS 
INDUCED  BY  SUPER  COILS  VERSUS  SALINE-AMNIOTIC  FLUID  EXCHANGE 


Super  Coll* 

Sallne-Amnlotlc 
Fluid  Exchange 


Number  of 
Patients 


15 


5,973 


Complication  Rate 

per  100 

Major         Total 


20.0 


60.0 


27.9 


^Assumes  no  complications  following  discharge  from  clinic  for  2 
women  for  whom  complete  follow-up  data  were  not  available. 

Source:  Center  for  Disease  Control:  Morbidity  and  Mortality  Weekly 
Rep.  (22)  18:   159-160,  1973,  May  5. 


Table  21 

INCIDENCE  OF  HEMORRHAGE  OCCURRING  AFTER  DELIVERY  OF  THE 

FETUS  ASSOCIATED  WITH  SALINE-AMNIOTIC  FLUID  EXCHANGE, 

PARK  EAST  HOSPITAL,  NEW  YORK  CITY,  JULY  -  DECEMBER,  1972 


Interval  from 

Elective  Removal 

Delivery  of  Fetus 

to 

of  Placenta  Not  Performed* 

Delivery  of  Placenta 

(N»l,733) 

(Minutes) 

Hemorrhage  Rate  per  100 

0 

2.7   (13/485) 

1-60' 

5,8  (39/669) 

61+^ 

16.2   (94/579) 

Total^ 

8.4  (146/1,733) 

1.  X^  -  .224  P  > 

.50 

2.  X^  -  47.34  P  < 

.001 

Elective  Removal 

of  Placenta  Performed 

(N-374) 

Hemorrhage  Rate  per  100 

Not  applicable 

7.2    (5/69) 

3.0**   (9/305) 

3.7**  (14/374) 


*Spontaneous  delivery  or  indicated  removal  of  placenta. 
**These  rates  are  falaciously  lowered  by  removal  from  the  "elective"  group 
of  women  who  hemorrhaged  and  then  had  "indicated"  removal. 
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Table  22 

MAJOR  CATEGORIES  OF  ABORTION  LAW 

UNITED  STATES  -  JANUARY  1,  1973 


MAJOR  CATEGORIES  OF  STATE  ABORTION  LAWS 

STATES  HAVING  SIMILAR  ABORTION  LAWS 

1.     Abortion  allowed  only   when  necessary  to  preserve  the  life  of 
the  pregnant  woman 

Arizona,    Connecticut,!    Idaho,    Illinois^,    Indiana, 
lowa-^,    Kentucky,    Louisiana**,    Maine,    Michigan, 
Minnesota,   Missouri,   Montana,   Nebraska,   Nevada, 
New  Hampshire,   North  Dakota,  Ohio,  Oklahoma. 
Rhode    Island.    South    Dakota,    Tennessee,    Utah, 
West  Virginia,  Wyoming 

II.     Indications  for  legal  abortion   include  threats  to  the  pregnant 
woman's  life  and  forcible  rape 

Mississippi 

Ml.     "Unlawful"  or  "unjustifiable"  abortions  are  prohibited 

Massachusetts^,  New  Jersey^,  Pennsylvania 

IV.     Abortions    allowed    when    continuation    of    the    pregnancy 
threatens  the  woman's  life  or  health 

Alabama.  District  of  Columbia,  Vermont^ 

V.     American    Law    Institute    Model   Abortion    Law;   "A    licensed 
physician  is  justified  m  terminating  a  pregnancy  if  he  believes 
that  there  is  substantial  risk  that  continuance  of  the  pregnancy 
would    gravely    impair   the   physical   or    mental    health    of   the 
mother  or  that  the  child  would  be  born  wuh  grave  physical  or 
mental  defect,  or  that  the  pregnancy  resulted  from  rape,  incest 
or  other  felonious  intercourse" 

Arkansas,    Colorado.    Delaware,    Florida,    Kansas^, 
Maryland  Idoes  not  include  incest).   New  Mexico. 
North  Carolina,  South  Carolina,  Virginia 

VI.     Abortion  law  based  on  the  May  1968  recommendations  of  the 
American  College  of  Obstetricians  and  Gynecologists.   MIows 
abortion     when     the     pregnancy     resulted     from     felonious 
intercourse,    and    when    there    is   risk   that   continuance  of  the 
pregancy   would   impair  the  physical  or   menial  health  of  the 
mother.    "In  determining  whether  or  not  there  is  substantial 
risk  (to  the  woman's  physical  or  mental  health),  account  may 
be    taken    of    the    mothers's    total    environment,    actual    or 
reasonably  foreseeable" 

Oregon 

VII.     No  legal  restrictions  on  reasons  for  which  an  abortion  may  be 
obtained  prior  to  viability  of  the  fetus. 

Alaska,  Hawaii,  New  York,  Washington 

VIII.     Legal   restrictions  on   reasons  for  which  an  abortion  may  be 
obtained  were  invalidated  by  court  decision. 

California,  Georgia,  Texas.  Wisconsin 

Abele   v     Markle.    342  F  Supp   800    (O    Con 


life  fr. 


down    by   a    decision    of   the  same   U    S    District   Court.    351    F  Supp  224   ID,  Cor 
United  States  Supreme  Court.  93  SCt    212  (197  2)  thus  restoring  the  Connecticu 

2     A   federal    District    Court  decision,   Doe  v    Scoff.    321    F  Supp,  1385  (N.D 
Statute  unconstitutional  has  been  stayed  pending  appeal  in  the  United  States  Su( 

3.     In  State   v.Dunkfebarger,   the    Iowa  statute  which  is  couched  in  terms  of  saving  the  life  of  thi 
suggest  that  preservation  of  health  is  sufficient,  221    N.W    592  (Iowa,  1928) 


Jan     29,    1971),   holding  the 


Mth 


Lou 


.  Abo 


I  Sta' 


I  the 


!    Of   ( 


Medic 


i   Medic 
the  doc 


ngs  1 


State.Ann. 37:1261. 

physical    or    mental    health.    (Com. v Wheeler,    53  N  E,  2d  4    (Mass.    1944). 

6.  On  February  29,  1972,  s  US  District  Court  ruled  in  the  case  of  Young  Women's  Christian  Association  of  Princeton, 
N.J.  V  Kugler,  342  F  Supp  1048  {D  N  J.  1972)  that  the  New  Jersey  Statute  was  in  violation  of  the  First.  Ninth,  and  Fouaeenth 
Amendments.  However,  the  state  appealed  the  ruling,  and  the  US,  Court  of  Appeals  for  the  Third  Circuit  has  ruled  that  the  District 
Court  Decision  applies  only  to  the  physicians  who  brought  the  original  suit.  (Per  Curiam.  June  14,  1972). 

7.  On  January  14  and  February  8,  1972.  the  Vermont  Supreme  Court  in  the  case  of  Beecham  v  Leahy.  287  A  2d  836(1972) 
ruled  that  the  Vermont  law  which  prohibited  abortion  except  to  save  the  life  of  the  mother,  was  discriminatory  in  that  it  denied 
abortion  where  threats  to  health,  short  of  threat  to  life,  were  involved.  The  Vermont  Attorney  General  then  issued  guidelines  in 
which  he  stated  his  opinion  that  the  law  had  been  broadened  to  permit  abortion  within  the  first  trimester  in  case  of  threat  to  a 
worrun's  physical  or  mental  health, 

8.  A  U.S.  District  Court  in  Kansas  ruled  unconstitutional  those  provisions  of  the  state  abortion  law  requiring  that  hospitals 
performing  abortion  be  accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals  and  that  abortion  be  approved  by  3 
physicians,  iPoe  v.  Menghini  39  F  Supp   986  (O.  Kan,  1972), 
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FIGURE  1    RATIOS  OF  REPORTED  LEGAL  ABORTIONS  TO  LIVE  BIRTHS, 
BY  STATE  OF  RESIDENCE,  JANUARY-DECEMBER  1972 
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Fig.  3    AGE -SPECIFIC  LEGAL  ABORTION  RATIOS,  SELECTED 
STATEst  1970  -1972 
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Fig.  4       ABORTION  TO  LIVE   BIRTH   RATIO, 
BY   NUMBER  OF  PREVIOUS  LIVE 
BIRTHS,  SELECTED  STATES,*  1972 
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PERCENT  DISTRIBUTION  OF  REPORTED  LEGAL 
ABORTIONS,   BY   TYPE  OF  PROCEDURE,  SELECTED 
STATES^  1970-1972 
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Dr.  Tyler.  The  number  of  deaths  attributed  to  abortions  of  all 
kinds  has  declined  steadily  since  the  middle  of  the  sixties,  but  this 
decline  appears  to  be  more  marked  in  recent  years.  From  the  early 
fifties  through  1965,  between  220  and  320  women  died  each  year  of 
causes  that  were  related  to  abortion.  More  recent  data  from  the  Na- 
tional Center  for  Health  Statistics  report  that  there  were  123  deaths 
due  to  abortion  in  1970,  and  99  in  1971.  In  an  effort  to  obtain  more 
current  specific  information  on  abortion  mortality,  CDC  initiated 
a  special  inquiry  of  State  and  selected  city  health  departments  in 
1972.  In  1972,  71  deaths  were  reported* to  CDC  for  that  year;  this 
number  is  consistent  with  a  declining  number  of  abortion  deaths  re- 
ported beginning  in  1971. 

I  think  it  is  important  to  note,  however,  that  for  1973  we  have  a 
figure  that  is  of  interest.  It  is  one  that  we  hesitate  to  publish  formally 
because  our  inquiry  of  States  is  not  yet  complete,  but  thus  far  we 
have  only  29  abortion  deaths  reported  for  1973.  We  have  monthly 
reports  from  50  State  health  departments  and  a  couple  of  selected 
city  health  departments.  Our  policy  is  to  go  back  and  confirm  these 
reports  at  least  twice  before  we  publish  them,  but  even  if  these  con- 
firmations double  the  number  of  reported  deaths,  we  would  still  have 
only  58,  and  that  is  almost  20  percent  below  the  71  reported  to  us 
in  1972.  So  we  have  then  a  2-year  period  in  which  the  CDC  collection 
is  comparable  indicates,  that  abortion  deaths  are  declining  substan- 
tially. Special  reports  from  local  and  State  health  departments  sup- 
port the  findings  that  CDC  is  now  collecting  on  a  national  basis. 

Hospitalization  of  women  with  complications  of  abortion  has  also 
decreased  in  recent  years.  Data  from  the  hospital  discharge  survey 
for  1965,  1968,  and  1971  show  a  steady  decline  in  hospital  discharges 
for  women  with  diagnoses  related  to  abortion  and  its  complications. 
These  national  statistics  are  supplemented  by  information  from  the 
States  of  California  and  New  York,  and  in  studies  from  specific 
municipal  hospitals  in  San  Francisco,  Los  Angeles,  and  New  York 
City.  A  report  from  Atlanta  offers  additional  support  for  this  con- 
tention because  it  documents  a  decline  in  hospitalization  of  women 
who  state  that  they  have  illegal  abortions,  the  complications  of 
which  necessitated  hospitalization. 

Although  most  women  hospitalized  with  complications  of  abortion 
have  infection  or  bleeding  problems,  there  is  a  great  deal  of  concern 
among  health  professionals  about  mental  health  problems  associated 
with  abortion.  Four  reviews  of  the  mental  health  literature  lead  me 
to  conclude  that  there  is,  at  present,  no  substantial  evidence  that  the 
performance  of  an  abortion  on  a  women  is  any  more  likely  to  cause 
a  new  major  mental  health  problem  for  her  than  is  the  delivery  of  a 
full  term  infant.  Some  women  do  have  feelings  of  regret  and/or 
guilt  following  an  abortion,  but  there  is  no  good  evidence  to  suggest 
that  these  feelings  are  greater  following  an  abortion  than  they  are 
after  an  unwanted  pregnancy. 

Current  reports  from  State  and  local  health  departments  show 
that  approximately  two-thirds  of  women  undergoing  abortion  are 
unmarried.  In  some  States,  such  as  Kansas,  Oregon,  and  Washington, 
the  proportion  of  unmarried  women  undergoing  abortion  was  more 
nearly  three  out  of  every  four.  This  finding  correlates  with  more  de- 
tailed reports  from  California  and  from  New  York  City  which  indi- 
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cate  that  out-of-wedlock  births  have  declined.  The  relatively  sophisti- 
cated report  from  California  shows  that  not  only  has  there  been  a 
decrease  in  the  number  of  illegitimate  births  for  women  of  all  age 
and  racial  groups,  but  there  also  has  been  a  similar  decline  in  the 
illegitimate  birth  rates  as  well.  The  data  from  New  York  City  are 
remarkable  because  the  number  of  out-of-wedlock  births  decreased 
after  1970  for  the  first  time  in  almost  10  years.  Health  officials  in 
New  York  City  point  out  that  this  reversal  in  the  trend  of  out-of- 
wedlock  births  was  associated  in  time  with  the  passage  of  New  York 
State's  abortion  law  which  took  effect  in  1970,  but  that  no  such 
change  in  trend  had  followed  the  earlier  introduction  of  that  city's 
very  vigorous  public  family  planning  program. 

Infant  mortality  is  at  an  all  time  low  for  the  Nation,  and  in  New 
York  City  the  infant  death  rate  is  lower  now  than  it  has  been  at  any 
time  in  the  past  20  years.  Health  authorities  for  this  city  point  out 
that  the  low  level  of  infant  mortality  is  attributable  in  large  part  to 
an  improvement  in  the  infant  mortality  rate  for  out-of-wedlock 
births.  They  link  this  improvement  to  the  decline  in  the  out-of-wed- 
lock birth  rates  for  their  city  and  suggest  that  the  infant  mortality 
rate  would  be  40  percent  higher  than  its  current  level  had  this  decline 
not  occurred.  (Let  me  state,  parenthetically,  that  infant  deaths,  ac- 
cording to  standard  vital  statistics  definitions,  are  deaths  to  infants 
born  alive.  Infant  deaths  art,  therefore,  distinct  from  fetal  deaths, 
stillbirths  and  abortions.) 

Many  factors  influence  the  health  of  women  and  their  offspring, 
and  among  these  are  contraceptive  services  and  programs  of  infant 
and  maternity  care,  to  mention  just  two.  Although  sufficient  facts 
are  not  available  to  fully  and  conclusively  document  all  of  the  public 
health  effects  of  abortion,  it  seems  reasonable  to  conclude  that  recent 
declines  in  abortion  deaths  and  hospitalizations  related  to  complica- 
tions of  abortion  are  the  result  of  legal  and  judicial  actions  which 
relieved  some  of  the  restrictions  on  the  practice  of  this  operation. 

The  practice  of  legal  abortion  has  created  some  public  health  prob- 
lems. Between  July  1970  and  January  1973,  for  example,  approxi- 
mately 40  percent  of  women  undergoing  abortion  left  their  home 
State  to  have  this  operation  performed.  As  a  result,  followup  care 
was  difficult  to  provide,  and  incidents  occurred  in  which  the  officials 
of  one  State  became  aware  of  an  abortion-related  death  that  was 
unknown  to  the  officials  in  the  State  where  the  abortion  had  been 
performed.  Problems  of  jurisdictional  authority  and  appropriate 
regulatory  action  occurred  in  at  least  one  instance.  A  second  problem 
area  involved  not  only  the  problem  of  interstate  travel  but  also  the 
use  of  untested  abortion  methods  in  inappropriate  circumstances.  A 
report  of  this  incident,  which  occurred  in  Philadelphia,  was  pre- 
sented to  the  Senate  Health  Subcommittee  last  spring  when  it  held 
hearings  on  protecting  human  subjects  participating  in  research. 
Even  though  these  two  problems  arose  in  association  with  the  legis- 
lation of  induced  abortion,  the  fact  that  abortion  is  legal  permitted 
the  problems  to  be  identified  in  such  a  way  that  they  can  be  con- 
trolled. Had  the  practice  of  abortion  been  illegal  and  clandestine,  it 
is  unlikely  that  effective  control  measures  would  be  possible.  And  it 
should  not  be  forgotten  that  abortion  deaths  have  decreased  on  a 
nationwide  basis  as  abortion  laws  have  become  less  restrictive. 
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The  question  that  remains  to  be  answered  is :  Will  enactment  of  the 
resolutions  before  this  committee  have  a  favorable  effect  on  the  health 
of  the  American  people?  I  personally  believe — and  let  me  reiterate 
that  this  is  my  own  opinion — that  they  will  not.  These  resolutions 
will  certainly  eliminate  the  legal  practice  of  abortion.  But  even  as 
powerful  a  legal  force  as  a  constitutional  amendment  will  not  end 
the  practice  of  abortion  itself.  In  1955,  the  expert  group  at  the  Arden 
House  conference  on  abortion  estimated  that  there  were  no  fewer 
than  200,000  abortions  performed  illegally  each  year.  Now,  19  years 
later,  the  number  of  American  women  in  their  reproductive  years 
has  increased  by  more  than  lOi/^  million,  and  these  women  have  an 
independence  of  attitude  and  action  that  could  not  have  been  antici- 
pated in  1955.  I  believe  that  putting  Joint  Senate  Eesolutions  119 
and  130  into  effect  will  increase  death  and  disease  in  women  with  un- 
wanted pregnancies  and  will  reverse  any  favorable  effects  which  the 
practice  of  safe,  legal  abortion  may  be  having  on  the  health  of  the 
American  people. 

Senator  Bath.  Thank  you,  Dr.  Tyler. 

The  business  of  compiling  statistics  has  to  be  a  very  difficult  one. 
It  is  an  important  part  of  our  study,  and  we  appreciate  your  con- 
tribution. 

Just  how  accurate  are  these  reporting  procedures?  How  accurate 
are  they  now,  how  accurate  were  they  before  1973  when  in  many 
places  in  the  United  States  abortion  was  illegal  preventing  us  from 
getting  facts?  How  likely  was  the  doctor  reportmg  the  death  of  a 
patient  of  his  who  had  undergone  an  illegal  abortion  to  report  on  the 
death  certificate  that  this  was  indeed  a  death  related  to  abortion? 

Could  you  give  us  some  background  information  as  to  the  cred- 
ibility of  the  statistics  that  we  had  given  to  us? 

Dr.  Tyler.  Right.  I  will  do  the  best  I  can. 

Senator  Bayh.  Now,  you,  of  course,  are  the  servant  of  the  reports 
that  come  to  you. 

Dr.  Tyler.  That  is  correct,  and  a  voluntary  reporting  system  such 
as  we  are  dealing  with  with  regard  to  abortion  is  substantially  dif- 
ferent than  a  legally  mandated  one  such  as  would  occur  in  the  case 
of  birth  certificates,  which  are  legal  documents,  and  I  must  point  out 
that  with  regard  to  abortion,  there  is  reason  to  believe  that  there  are 
substantial  differences  between  different  geographic  areas. 

Information  from  Hawaii  suggests  that  from  the  very  enactment 
of  that  State's  law  there  was  very  complete  reporting.  Information 
from  Colorado  suggests  that  for  that  State  there  was  complete  re- 
porting. Information  from  New  York  City  is  more  difficult  to  assess. 
The  health  department  there  believes  that  their  reporting  is  approx- 
imately 80  percent  complete. 

I  believe  that  other  States  in  all  likelihood  will  fall  below  the  level 
set  by  New  York  City,  and  it  would  be  a  very  subjective  personal 
estimate,  of  course,  but  my  estimate  is  that  we  are  fortunate  if,  on  a 
nationwide  basis,  the  number  of  abortions  reported  is  80  percent  of 
those  that  are  actually  performed. 

The  second  question  you  asked  me  to  deal  with 

Senator  Bayh.  Excuse  me,  doctor. 

Is  that  today,  even  after  the  Supreme  Court  decision? 
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Dr.  Tyler.  It  is  our  impression  that  the  Supreme  Court  decision 
did  not  enhance  the  completeness  ol"  the  reporting  of  legal  abortions. 
In  fact,  there  were  difficulties  in  certain  States  with  the  interpreta- 
tion of  the  Supreme  Court  decision  with  regard  to  whether  it  was 
even  legal  to  report  abortions,  and  with  that  kind  of  differing  inter- 
pretation between  States,  we  feel  that  the  data  for  1973  will  be  even 
more  variable  than  they  have  been  in  the  past. 

Senator  Bath.  How  about  the  reporting  of  abortion  deaths? 

Dr.  Tyler.  The  reporting  of  abortion  death  poses  a  different  prob- 
lem. To  the  best  of  my  knowledge  there  are  no  studies  that  permit 
us  to  assess  the  completeness  of  the  reporting  of  abortion  deaths.  I 
believe  that  is  all  I  can  really  say  at  this  point. 

Senator  Bayh.  Here  I  am  sitting  with  some  of  my  colleagues,  al- 
most in  a  life  and  death  judgment.  Is  there  anything  that  the  Con- 
gress can  do  to  at  least  mandate  more  specific  reporting  to  get  us 
some  hard  data  on  abortions  and  abortion  related  deaths? 

Dr.  Tyler.  I  believe  there  are  certain  actions  that  could  be  taken. 
Again  we  are  dealing  with  personal  opinion  and  not  departmental 
feelings.  But  it  would  be  highly  desirable  for  State  laws  to  include 
a  specific  portion  of  the  statute  that  dealt  with  reporting. 

Second,  it  would  be  highly  desirable  and  informative  to  the  Amer- 
ican public  should  the  Department  of  Health,  Education,  and  wel- 
fare initiate  research  to  determine  the  completeness  of  the  reporting 
of  the  practice  of  abortion,  and  the  completeness  of  the  reporting  of 
the  certification  of  abortion  related  deaths. 

With  regard  to  the  practice  of  abortion,  there  are  plans  within 
the  Department  now  to  involve  both  the  National  Center  for  Health 
Statistics  and  the  Center  for  Disease  Control  in  a  collaborative  effort 
which  would  substantially  improve  the  quality  of  information  we 
now  have  about  the  practice  of  abortion. 

Senator  Bayh.  I  asked  the  question  earlier  about  the  questionable 
reliability  of  death  reports  of  illegal  abortions. 

Would  you  care  to  expand  on  that,  either  now  or  particularly  prior 
to  the  Supreme  Court  decision?  We  are  familiar  with  the  statistics 
you  recited  and  Dr.  Hellegers  recited.  Do  you  have  reason  to  believe 
those  are  on  the  mark,  or  could  there  be  a  large  percentage  of  women 
who  died  due  to  abortions  with  the  reported  cause  of  death  attributed 
to  another  factor? 

Dr.  Tyler.  There  could  be.  The  official  reports  undoubtedly  give  a 
minimum  estimate.  There  could  be  additional  cases  of  death  that 
actually  were  attributed  to  illegal  abortion — or  excuse  me,  were  ac- 
tually due  to  illegal  abortion  but  were  attributed  to  some  other  cause. 
I  have  been  concerned  about  this  personally  and  wondered  what 
category  of  deaths  they  might  be  classified  under.  They  might  be 
classified  as  infections  of  the  female  reproductive  tract,  perhaps  even 
infections  of  the  female  urinary  tract. 

But  I  do  not  believe  that  misclassification  would  alter  the  trends 
that  are  shown  by  the  national  vital  statistics.  I  have  really  no  good 
subjective  estimate  of  the  proportion  of  underreporting  which  those 
statistics  represent. 

It  is  down.  I  believe  it  is  possible  with  improved  contracep- 
tion, with  a  more  informed  American  public,  and  with  im- 
proved abortion  technology,  that  we  could  on  a  national  basis  bring 
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abortion  mortality  down  so  that  it  was  virtually  eliminated.  I  think 
State-by-State  data  is  indeed  important  to  look  at,  but  Dr.  Hellegers 
is  quite  correct  in  pointing  out  that  when  you  look  at  State-by-State 
data  you  come  up  with  small  numbers.  The  real  question  is  on  a 
national  basis,  could  even  those  small  numbers  be  reduced,  and  are 
even  those  small  numbers  of  deaths,  if  you  consider  the  numbers  that 
I  was  talking  about  to  be  small,  are  they  preventable?  I  would  sus- 
pect that  in  a  large  part  they  might  be  preventable,  although  per- 
haps Dr.  Barno  will  have  more  to  say  on  that  subject. 

Senator  Bath.  What  has  been  the  general  trend  in  maternal 
deaths,  pregnancy  related  maternal  deaths,  or  childbirth  deaths? 

Dr.  Ttuer.  Overall  maternal  mortality  is  declining. 

Senator  Bath.  Could  you  relate  the  rate  of  decline  in  that  instance 
to  the  rate  of  abortion? 

Dr.  Ttler.  As  near  as  I  can  tell,  the  deaths  attributed  to  abortion 
have  always  made  up  between  1  out  of  5  and  1  out  of  6  of  all  maternal 
deaths,  even  in  1930  when  there  were  2,694  abortion  related  deaths 
reported,  they  made  up,  about  17  percent  of  all  maternal  deaths.  Be- 
tween 1950  and  1963,  maternal  deaths  overall  continued  to  decline, 
but  for  some  reason  which  is  not  known  to  me  there  was  a  leveling 
oflp  in  the  number  of  abortion  deaths,  so  that  in  1963,  approximately 
21  percent  of  all  maternal  deaths  were  attributed  to  abortion  and  its 
complications. 

So  the  trend  of  all  maternal  deaths  and  abortion  deaths  both  has 
been  about  the  same. 

Senator  Bath.  Well,  it  is  fair  to  say  that  at  least  some  of  the  de- 
crease in  abortion  deaths  can  be  attributed  to  the  general  improve- 
ment in  health  facilities  and  in  health  care. 

Dr.  Ttler.  That  would  very  likely  be  true. 

Senator  Bath.  And  these  improvements  have  been  responsible  for 
the  general  decline  in  all  maternal  deaths. 

Dr.  Ttler.  Yes. 

Senator  Bath.  Do  you  have  any  specific  statistics.  Doctor,  to  back 
up  your  assessment  of  mental  health  problems? 

You  said  you  saw  no  greater  incidence  of  mental  health  or  emo- 
tional problems  as  a  result  of  abortions. 

Dr.  Ttler.  At  this  point  the  best  one  can  do  is  look  at  specific  re- 
search studies.  It  would  be  more  desirable  to  look  at  the  admissions 
of  persons  to  mental  health  facilities,  but  the  changing  practices 
within  the  various  fields  of  mental  health  facilities,  but  the  changing 
practices  within  the  various  fields  of  mental  health  are  such  that  any 
changes  that  would  be  more  likely  attributed  to  changes  in  practice 
than  changes  in  actual  health  conditions,  in  my  opinion. 

Senator  Bath.  How  about  the  area  of  sterility  that  Dr.  Hellegers 
referred  to  a  few  minutes  ago?  Have  you  had  any  statistical  data  to 
compare  sterility  rate  of  women  who  have  had  abortions  with  that 
of  women  who  have  not? 

Dr.  Ttler.  The  only  information  I  can  add  to  Mr.  Hellegers'  state- 
ment is  there  is  also  an  incidence  of  sterility  following  full-term 
pregnancy,  and  so  to  the  best  of  my  knowledge,  approximately  5 
percent  of  the  women  who  complete  full -term  pregnancy  also  experi- 
ence sterility.  So  the  difference  that  is  important,  I  suppose,  is  the 
4  percent  Dr.  Hellegers  is  dealing  with  are  women  who  may  in  large 
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part  have  gotten  pregnant  for  the  very  first  time  or  have  gotten  preg- 
nant out  of  wedlock;  but  there  is  a  known  incidence  of  sterility  fol- 
lowing the  termination  of  pregnancy. 

Senator  Bath.  Well,  correct  me.  How  does  that  change  the  impact 
on  the  population  generally  from  a  health  standpoint? 

As  I  recall,  Dr.  Hellegers  was  pointing  out  that  one  of  the  reasons 
abortion  was  bad  was  that  it  increased  sterility  at  about  4  or  5  per- 
cent. That  is  about  the  same  figure  you  related. 

Now,  you  are  saying  that  statistically,  a  childbirth  has  gone  ahead 
and  occurred,  that  there  would  have  been  about  that  same  percentage 
of  sterility  in  women  who  had  given  birth? 

How  does  it  make  any  difference  whether  it  is  giving  birth  out  of 
wedlock  or  giving  birth  within  the  family  unit? 

Dr.  Tyler.  No.  What  I  was  suggesting  was  the  only  impact  of 
Dr.  Hellegers'  statement  that  I  could  see,  I  suppose,  is  that  to  a  par- 
ticular stage  in  family  formation  rather  than  anything  else. 

There  was  a  certain  amount  of  sterility  that  occurs  after  the  com- 
pletion of  any  pregnancy. 

Senator  Bath.  I  see  what  you  mean. 

Dr.  Tyler.  I  would  like,  if  I  might,  to  comment  on  the  issue  of 
prematurity  and  abortion.  The  problem  of  premature  childbirth  fol- 
lowing induced  abortion  is  one  that  needs  to  be  dealt  with  in  perhaps 
a  little  bit  more  detail.  The  figures  that  Dr.  Hellegers  quoted  are  cer- 
tainly ones  that  are  published,  and  there  is  no  reason  to  doubt  their 
credibility.  But  there  are  two  questions  that  remain.  One  is :  Is  there 
any  information  that  conflicts  with  those  figures?  A  recent  study 
from  Japan  of  Japanese  women  has  been  published  which  does  not 
find  premature  childbirth  following  an  induced  abortion.  Another 
question  is:  Is  premature  childbirth  more  likely  to  occur  following 
legal  induced  abortion  rather  than  illegal  induced  abortion? 

Antecdotal  information  available  about  the  methods  used  for  illegal 
abortions  would  suggest  that  those  methods  are  essentially  the  same 
used  in  the  legal  practice  of  abortion,  in  that  both  involve  dilation, 
that  is  the  stretching  open,  of  the  cervical  canal  of  the  uterus.  I  think 
that  one  must  then  come  back  to  the  question,  would  the  resolutions 
eliminate  the  practice  of  abortions  or  would  they  simply  make  abor- 
tion illegal  without  eliminating  the  practice  of  induced  abortion. 

Senator  Bayh.  Do  we  have  any  data  relative  to  the  existence  or 
nonexistence  of  illegal  abortions  in  this  country  since  the  time  of  the 
Supreme  Court  decision,  or  is  it  too  early  to  ascertain  these  facts? 

Dr.  Tyler.  We  do  possess  information  and  I  deal  with  it  in  a  cer- 
tain amount  of  detail  in  the  supplementary  testimony  I  have  pro- 
vided. At  present  the  best  I  can  tell  you  is  that  the  data  we  have 
there  are  not  complete.  The  impression  we  have  of  the  data  is  that 
there  is  an  increase  in  the  number  of  legal  induced  abortions  in  1973 
as  compared  to  1972,  but  that  increase  is  by  no  means  as  dramatic  as 
the  increase  that  occurred  between  1970  and  1971. 

If  you  recall  our  figures  for  1970  were  190,000 ;  for  1971  they  were 
485,000;  for  1972  they  were  586,000;  in  1973  we  believe  they  will 
exceed  600,000.  But  again,  this  is  a  best  estimate  based  on  incomplete 
data  at  present. 

Senator  Bayh.  600,000  legal  abortions. 
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Dr.  Ttler.  Legal,  that  is  right. 

Senator  Bath.  Now,  my  question  went  to  the  issue  of  illegal  abor- 
tions. Are  there  illegal  abortions  that  for  some  reason  or  another  are 
still  being  performed? 

Dr.  Tyler.  There  is  reason  to  believe  there  are  still  illegal  abor- 
tions being  performed  in  the  United  States,  and  the  study  that  I 
reported  or  alluded  to  that  had  been  reported  from  Atlanta,  is  one  in 
which  women  are  specifically  asked  if  the  problem  that  they  have 
come  into  the  hospital  for  is  related  to  illegal  abortion.  While  there 
has  been  a  decline  in  the  number  of  women  who  say  the  problem  is 
related  to  illegal  abortion,  that  decline  is  down  to  a  small  number, 
but  it  is  by  no  means  zero.  So  the  current  practices  of  legal  abortion 
have  not  eliminated  illegal  abortion. 

The  question  remains  then,  why  does  illegal  abortion  persist?  And 
I  do  no  thave  the  answer  for  that.  I  think  what  happens,  my  sub- 
jective guess  is  that  we  get  back  to  some  of  the  issues  that  Dr.  Hel- 
legers  was  referring  to,  and  that  is  internal  conflicts  that  people  have 
with  regard  to  the  value  of  human  life,  and  the  value  judgment  as 
to  when  it  begins.  I  think  those  people  who  are  under  pressure  from 
family  or  have  conflicts  in  their  own  values  may  be  very  reluctant  to 
admit  openly  that  they  are  going  to  undergo  an  abortion. 

Senator  Bath.  What  is  an  illegal  abortion  now  ?  How  do  we  define 
that? 

Dr.  Tyler.  The  Supreme  Court  decision  still  requires  that,  or  still 
states  that  abortions  must  be  done  by  physicians  that  are  duly 
licensed  in  the  State  where  they  are  practicing.  So  with  the  possible 
exception,  I  suppose,  of  the  State  of  Washington  where  an  abortion 
can  be  performed  by  a  physician,  or  under  his  supervision,  abortions 
performed  by  nonphysicians  would  not  be  legal. 

Senator  Bayh.  You  said  there  were  over  600,000  abortions  in  1973, 
but  when  could  we  have  some  data  as  to  how  many  were  illegal 
abortions? 

Dr.  Tyler.  We  can  have  it  in  a  very  short  period  of  time,  but  its 
credibility  would  be  in  substantial  question. 

Senator  Bayh.  Will  it  ever  be  credible,  or  is  it  just  a  matter  of  time 
passing  to  make  it  credible? 

Dr.  Tyler.  I  think  it  is  possible  to  get  a  credible  estimate,  but  I 
think  what  will  be  involved  would  be  interviewing  a  substantial  and 
representative  number  of  American  women. 

Senator  Bayh.  Well,  now  the  statistics  you  have  which  you  say  are 
now  incomplete,  will  be  over  600,000  legal  abortions,  when  you  are 
through.  That  will  be  an  estimate,  I  assume. 

Dr.  Tyler.  That  will  be  a  precise  reported  number.  We  will  not 
include  an  estimate  of  possible  underreporting.  New  York  City  makes 
estimates  of  possible  underreporting  but  very  few  other  places  do. 

Senator  Bayh.  Well,  will  we  ever  get  a  figure  that  will  not  be  an 
estimate  of  illegal  abortions? 

Dr.  Tyler.  I  doubt  that  we  will  ever  get  a  solid  figure  of  the  mmi- 
ber  of  illegal  abortions  performed.  People  that  make  admissions  of 
that  put  themselves  and  the  person  who  has  done  the  abortion  in 

Senator  Bayh.  So,  what  you  are  saying  now  is  you  have  an  edu- 
cated estimate  of  how  many  legal  abortions  have  been  performed  and 
an  uneducated  estimate  as  to  the  number  of  illegal  abortions.  What 
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you  want  to  get  is  an  educated  estimate  as  to  the  number  of  illegal 
abortions  ? 

Dr.  Tyler.  That  is  what  we  would  like. 

Senator  Bayh.  All  right. 

If  you  are  able  to  get  those  figures  we  would  like  to  have  these  for 
the  record. 

Senator  Bayh.  Thank  you  very  much,  Dr.  Tyler.  I  appreciate  your 
helping  us  out  in  our  study  here. 

Our  next  witness  is  Dr.  Alex  Barno,  professor  of  obstetrics  and  gy- 
necology, University  of  Minnesota,  Minneapolis. 

Doctor,  if  you  will  join  us,  I  will  return  in  just  a  moment. 

[A  brief  recess  was  taken.] 

Senator  Bayh.  Dr.  Barno,  we  are  glad  to  have  you  with  us.  And 
we  will  insert  your  statement  and  attached  material  at  this  point  in 
the  record. 

Testimony  to  Subcommittee  on  Constitutional  Amendments  of  U.S.  Senate 

Judiciary  Committee 

Mr.  Chairman  and  Members :  My  name  is  Alex  Barno,  M.D.  I  have  been  a 
physician  for  30  years  and  an  Obstetrician  and  Gynecologist  from  Minneapolis, 
Minnesota,  for  the  past  28  years.  I  am  a  Clinical  Professor  in  Obstetrics  and 
Gynecology  at  the  University  of  Minnesota  School  of  Medicine,  a  past  President 
of  the  Minnesota  Obstetrical  and  Gynecological  Society,  a  member  of  the  Cen- 
tral Association  of  Obstetricians  atd  Gynecologists,  Chairman  of  the  Minne- 
sota Maternal  Mortality  Committee  of  the  State  Medical  Association,  Chairman 
of  the  Committe  on  Obstetrics,  Gynecology,  and  Maternal  Health  of  the  State 
Medical  Association,  and  a  member  of  the  Minnesota  Cervical  Cancer  Mortality 
Committee.  I  am  a  non-Catholic  physician. 

I  am  here  today  in  favor  of  the  Human  Life  Amendment.  These  are  my  com- 
ments, and  they  do  not  represent  in  any  oflBcial  capacity  any  of  the  aforemen- 
tioned organizations. 

My  presentation  will  be  in  two  parts— some  data  from  the  Minnesota  Mortal- 
ity Study,  which  I  believe  will  be  of  interest  to  you,  and  some  general  remarks. 

Santayana  stated  that  "those  who  do  not  remember  the  past  are  condemned 
to  repeat  it."  The  pro-abortionists  flooded  the  American  public  with  scare 
tactics  before  the  Supreme  Court  decision  of  January  20,  1973,  claiming  that 
5,000  to  10,000  women  were  dying  annually  in  the  United  States  as  a  result  of 
induced  abortions.  Statistics  from  the  Minnesota  Maternal  Mortality  Study 
suggest  that  these  figures  were  grossly  exaggerated.  This  is  a  Clinical  Research 
Study  sponsored  by  the  Minnesota  State  Medical  Association,  the  Minnesota 
State  Department  of  Health  and  the  Minnesota  Obstetrical  and  Gynecological 
Society.  It  has  been  continuous  since  1950 — I  have  been  involved  with  the 
study  since  its  beginning.  Every  maternal, death  in  the  State  of  Minnesota  is 
studied  in  detail  by  an  OPGyn  specialist  field  worker — going  to  the  hospital, 
doctor's  oflBce,  etc.,  and  obtaining  firsthand  all  the  information.  Final  decisions 
are  then  made  at  periodic  meetings  of  the  Committee  as  a  whole,  consisting  of 
23  physicians.  I  have  presented  to  you  data  (Tables  I  through  IX)  from  this 
Study  for  a  24  year  period,  1950  through  1973,  regarding  rates,  a  breakdown 
of  the  causes  of  death,  the  out-of-wedlock  pregnancy  situation,  the  induced 
abortions,  and  the  suicides  in  pregnancy.  During  this  24  year  period  under 
study,  840  maternal  deaths  occurred  in  Minnesota  among  1,763,702  live  births. 
Only  31  of  these  deaths  were  induced  abortion  deaths  or  1.3  per  year — 28  illegal, 
or  1.2  per  year,  two  therapeutic  (for  medical  reasons)  and  one  legal  in  1973 
(Table  IX).  Automobile  accidents  (48)  are  killing  more  pregnant  patients  in 
Minnesota  than  induced  abortions  (31),  or  suicide  (22),  yet  this  does  not  create 
such  a  furor  as  do  the  other  two.  The  pattern  in  our  state  is  the  same  as  it 
has  been — even  after  the  latter  part  of  the  1960's  when  some  states  began  lib- 
eralizing their  abortion  laws  and  Minnesota  residents  could  go  out  of  state  for 
abortions.  If  the  figures  of  5,000  to  10,000  per  year  were  true,  Minnesota  should 
have  contributed  100  to  200  illegal  abortion  deaths  per  year,  yet  we  had  only 
1.2  per  year.  That  figure  of  5,000  to  10,000  I  think  was  picked  out  of  a  Houdini 
hat.  Legalizing  abortion  doesn't  have  much  to  do  with  the  decrease  in  Maternal 


181 

Mortality  rates.  The  rates  were  decreasing  before  liberalization  of  the  abortion 
laws.  While  there  seems  to  have  been  a  decrease  in  the  number  of  illegal  abor- 
tion deaths  in  some  states  such  as  New  York,  the  number  of  legal  abortion 
deaths  has  replaced  those  gains.  There  are  many  factors  to  account  for  this — 
decrease  in  our  birth  rate,  better  training  of  physicians,  better  hospital  organi- 
zation of  obstetrical  care,  better  anesthesia,  availability  of  blood,  antibiotics, 
better  nurses,  etc.,  etc.  In  our  State,  the  Study  itself  was  a  factor — quality 
control,  peer  review,  disseminating  the  knowledge  regarding  the  problem  and 
their  correction — education. 

As  our  modaUties  of  care  have  improved,  the  medical  indications  for  thera- 
peutic abortion  have  dwendled  to  almost  nothing.  Before  the  Supreme  Court 
decision  of  January  20,  1973,  the  pro-abortionists  kept  parroting  that  if  we 
didn't  abort  these  women,  they  would  kill  themselves.  About  75-85%  of  the 
abortions  were  done  on  the  basis  of  psychiatric  indication,  the  principal  crite- 
rion being  the  likelihood  of  suicide.  Again,  however,  data  from  the  Minnesota 
Study  indicates  that  this  fear  was  unfounded.  There  were  only  22  suicides,  one 
per  80,168  live  births,  or  less  than  one  per  year.  Sixteen  of  these  occurred  post- 
partum and  only  six  with  the  child  in  utero.  Pregnant  patients  commit  suicide 
about  six  times  less  frequently  than  non-pregnant  women  of  the  same  age 
group.  No  one  has  ever  shown  that  aborting  a  woman  cures  psychiatric  disease. 
The  first  nine  tables  of  data  I  have  presented  to  you  are  an  updating  of  a 
scientific  paper  of  mine  which  was  published  in  the  American  Journal  of  Ob- 
stetrics and  Gynecology  in  1967  ( reprint  also  included  for  your  perusal ) . 

Some  pertinent  data  is  presented  to  you  in  tables  X,  XI  and  XII.  Had  we 
relied  on  Death  Certificate  information  alone,  we  would  have  missed  32%  of 
the  total  maternal  deaths  and  18%  of  the  obstetrical  deaths  (where  pregnancy 
played  a  causative  role)  since  pregnancy  or  the  postpartum  state  was  not  men- 
tioned on  the  death  certificate.  These  additional  deaths  were  discovered  through 
Committee  efforts — setting  up  the  study  in  a  prospective  fashion.  The  mechanics 
of  this  is  included  in  the  Appendix.  Analyzing  the  maternal  death  certificates 
with  regard  to  the  cause  of  death — we  found  that  19%  were  incorrect — there 
was  no  correlation  between  the  cause  of  death  listed  and  that  determined  by 
the  Committee.  So  Senators,  with  19%  incorrect  to  begin  with  as  to  the  cause 
of  death,  and  18%  of  the  obstetrical  deaths  missed  by  relying  on  death  certifi- 
cate information  alone,  one  wonders  about  the  reliability  of  some  of  the  bio- 
metric  information  we  are  being  fed  today.  Some  of  this  data  is  inaccurate 
because  they  are  making  calculations  regarding  data  which  is  inaccurate  to 
begin  with. 

Now  for  the  second  part  of  my  presentation.  The  abortion  issue  is  the  most 
divisive  issue  that  has  ever  faced  Medicine.  It  has  produced  a  dichotomy,  a 
schism,  a  polarization  of  a  great  and  honorable  profession  on  the  local,  state, 
national  and  international  level,  especially  within  the  discipline  of  Obstetrics 
and  Gynecology — abortionists  in  one  camp  and  pro-life  physicians  in  another. 
Our  role  as  physicians  is  to  protect  and  preserve  life.  The  physician  is  the 
guardian  of  life.  We  are  doing  heart  transplants,  kidney  transplants,  kidney 
dialysis,  etc.,  etc.,  in  order  to  save  lives.  Only  in  the  discipine  of  Obstetrics  and 
Gynecology  are  we  asked  to  destroy  a  life.  This  I  have  done  three  times  in  28 
years,  and  I  will  do  it  again  when  the  life  of  the  mother  is  jeopardized,  but 
this  is  indicated  very,  very  rarely  in  modern  day  medicine.  The  unborn  child 
is  a  life,  and  its  rights  to  be  born  should  be  protected.  This  wanton  destruction 
of  human  beings  by  the  thousands  is  a  debasement,  a  prostitution  of  the  art 
and  science  of  medicine.  Dr.  Sigmund  Freud  (the  eminent  psychiatrist)  said, 
"We  may  suppose  that  the  final  aim  of  the  destructive  instinct  is  to  reduce 
living  things  to  an  inorganic  state.  For  this  reason,  we  call  it  the  death  in- 
stinct." If  I  had  to  coin  one  word  to  try  to  express  everything  regarding  this 
indecent  concept,  it  would  be  this — it  is  a  phantasmagoria. 

You  have  been  bombarded  with  figures  that  abortion  on  demand  has  de- 
creased the  infant  death  rate.  What  a  paradox — the  more  that  are  destroyed, 
the  less  there  will  be  available  for  the  live  birth  status  for  the  statistics  for 
perinatal  mortality.  This  is  a  schizophrenia.  These  destroyed  babies  should 
rightly  be  included  in  the  statistics  as  iatrogenic  deaths — doctor  produced. 

You  also  have  been  bombarded  with  the  concept  that  doctor  produced  abor- 
tions are  much  safer  regarding  the  possibility  of  maternal  death  than  the  "back 
alley  abortionists."  In  a  recent  article  from  the  Bulletin  New  York  Academy 
Medicine  49:804,  1973,  entitled  "Impact  of  the  Liberalized  Abortion  Law  in 
New  York  City  on  Deaths  Associated  with  Pregnancy :  A  Two-Year  Experience" 
by  Pakter,  O'Hare,  Helpern,  and  Nelson,  they  reported  29  maternal  deaths— 16 
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associated  with  legal  and  13  with  illegal  abortions.  It  seems  that  the  doctors 
killed  more  women  than  the  so-called  "back  alley  abortionists"  16  to  13.  The 
professional  expertise  of  the  "back  alley  abortionists"  seems  to  have  been  under- 
estimated. Making  abortion  available  to  the  individual  does  not  eliminate  il- 
legal abortions.  This  has  been  shown  to  be  true  in  Sweden,  Norway,  Denmark, 
Czechoslovakia,  and  Himgary. 

It  would  seem  to  me,  Senators,  that  the  answer  to  this  abortion  controversy 
is  pregnancy  prevention  instead  of  pregnancy  destruction.  There  is  an  old 
saying,  "An  ounce  of  prevention  is  worth  a  pound  of  cure."  Life  is  a  precious 
commodity  as  those  of  us  who  have  it,  realize.  Birth  control  is  a  reality  in 
today's  world — the  "pill,"  the  intrauterine  device,  the  diaphragm,  the  contra- 
ception jellies,  etc.,  with  vasectomy  in  the  male  and  tubal  ligation  in  the  fe- 
male, as  is  desired.  In  closing  I  would  like  to  quote  Camus.  This  is  from  a 
publication  by  Greg  A.  Gehred,  M.D.,  Rochester,  New  York.  Camus  said  in 
"Letters  to  a  German  Friend" :  "I  continue  to  believe  that  the  world  has  no 
ultimate  meaning.  But  I  know  that  something  in  it  has  meaning,  and  that  is 
man,  because  he  is  the  only  creature  to  insist  on  having  one.  This  world  has 
at  least  the  truth  of  man,  and  our  task  is  to  provide  its  justification  against 
fate  itself. 

"And  it  has  no  justification  but  man ;  hence  he  must  be  saved  if  we  want  to 
save  the  idea  we  have  of  life.  With  your  scornful  smile,  you  will  ask  we  What 
do  you  mean  by  saving  man  ?  And  with  all  my  being,  I  shout  to  you  that  I  mean 
not  mutilating  him." 

If  life  has  any  intrinsic  value.  Senator,  then  abortion  is  just  such  mutila- 
tion. 

Thank  you. 

Appendix 

Before  the  study  was  begun,  it  was  outlined  in  our  state  medical  journal, 
"Minnesota  Medicine."  Each  doctor  was  notified  by  letter.  Each  hospital  admin- 
istrator and  chief  of  staff  of  every  hospital  in  the  state  was  also  notified  by 
letter.  The  cross-matching  technique  has  been  utilized.  The  death  certificates 
of  all  women  ages  15  through  45  are  cross  checked  against  any  births  or  still- 
births. .  .  .  additional  cases  are  discovered  since  pregnancy  or  the  postpartum 
state  was  not  mentioned  on  the  death  certificate.  Additional  cases  were  dis- 
covered through  notification  by  physicians,  nurses,  social  workers,  medical 
students,  hospital  record  room  librarians  and  newspapers.  In  addition  the 
State  Department  of  Health  issued  a  ruling  to  all  hospitals  that  a  maternal 
death  should  be  reported  within  three  days  of  occurrence. 


183 


CRIMIXAI;  ABOKTIOX  I)I:ATHS, 
ILLKCITIMATIO  PKKCXAXCV 

DHATiis.  AXi)  sric'!i)i:s  IX 

PKKdXAXCV 

ALKX  BAHXO,  ^i.D. 
Miiim-aiiolis,  Miinifsntii 

Kr.mi    tlio    Mii\ni.-.-(.ta     M.-it.-rnril    M.<rl;ility    Com- 

miuof-   .111.1    llu-    Diparli.ii.nl   of  Ol»st.-t' as   and 

CynuColoKy.    Cr.iv  I'l  .-ity  of   .Mini.i'.<ot;i   Stiiool 

of    Me. Heine 


Reprinted  from 

AMKIMCAN'  .TOTHXAL  OF  OUSTKTKICS 
AXDGV.NECOLOGV 

.    St.  Loui.>*  ■     ■ 


Vol.  '.t.S,  Xo.  ."i,  Pages  356-:i()7,  .Tunc  1,  1067 

(CopyrifilifC'  19G7  by  Tlip  C.  V.  Mosljy  Company) 
()"'rinted   in  the   I'.   S.   .\. ) 


184 


Criminal  abortion  deaths,  illegitimate  pregnancy 
deaths,  and  suicides  in  pregnancy 


Minnesota,  1950—1965 


A  LEX    B  A  R  N  C)  ,    M  .  1)  . 

Minncatwlh,  Minnesota 


Proponents  for  Ike  libernlization  oj  therapeutic  abortion  linn  rcpentrilly  claim  that 
5,000  to  10,000  women  ilic  annually  in  the  Vnited  Stales  as  a  result  of  criminal 
abortion,  //o.ir.rr.  statistics  from  the  Minnesota  Maternal  Mortality  Sturly  .n/.ccc' 
that  these  figures  are  exaaneiated.  During  the  period  lO.'iO  through  1965.  65H  maternal 
deaths  occurred  in  Minnesota  among  i;i0l.745  lire  births.  Only  21  of  the  deaths 
(I  pet  OI.'ISH  lire  births)  uere  due  to  criminal  aboilion.  As  the  medical  indications  for 
therapeutic  abortion  have  dwindled  to  almost  nothing,  the  psychiatric  indications 
have  become  more  prominent.  Si.xty  to  H5  per  cent  of  all  abortions  are  said  to  be 
recommended  on  this  basis,  the  principal  ciitcrion  being  the  likelihood  of  maternal 
suicide    Again,  houever.  data  from  the  Minnesota  study  indicate  this  fear  to  be 
unfounded.  There  were  only  If  .suicides,  I  per  92.<IHi'  lire  births  during  the  16  year 
petiod.  'Jen  of  the<e  occuucd  post  partum  and  only  ■/  occuned  with  the  fetus  m 
utero.  Xone  occurred  in  illegitimately  pregnant  patients. 


T  HE  CO  N  r  R  o  V  F.  R  s  Y  at  the  present 
time  regarding  the  ])rol}lcn!  of  tlieiapeutic 
abortion  can  be  explosive  and  emotional.  Its 
many  aspects  arc  medical,  fetal,  ])sycliiatnc, 
moral,  philosopliic,  legal,  religious,  and 
socioeconomic.  It  is  the  purpose  of  this  paj)cr 
to  evaluate  the  criminal  abortion  deatlis,  the 
illegitimate  pregnancy  deaths,  and  suicides 
in  jiregnnncy  in  Minnesota  for  the  16  year 
period  (1950  through  1965).  Since  the  most 
fiequent  p.sychiatric  indication  for  thera- 
peutic abortion  is  the  fear  of  the  patient 
committing  suicide,  tin;  problem  of  suicide 
in  pregnancy  is  included  in  thi.s  report.  He- 
cause  both  lay  and  medical  litcratuie'-'^  are 
being  bombarded  with  the  repilitious  figures 
that    1    to  1/..  million  ciiniiiKil  a!)nrlioiiv  are 


I'rom  the  Minneiola  Maternal  M^.rlality 
Committee  and  the  Depaitmrnt   oj 
Obiteliics  and  Cynecology.  I'nirersily 
of  Minnesota  School  of  Medicine. 
Presented  at  the  'I'hirtx-fouilh  Annual 
Meeting  '■/  the  Central  .l-i.x /«(/">(  "/ 
Obstetniians  and  Cyneeol,.i:ists.  Hili'.\i. 
Mississippi,  (lit.  ■JO-JJ,  I 'U.K. 


being  performed  in  tiie  United  States  an- 
nually, resulting  in  5.000  to  10,000  (deaths 
annually,  it  was  decided  to  test  the  leality  of 
these  figures  as  they  pertain  to  Minnesota, 
from  the  experience  of  the  Minnesota  Ma- 
ternal Mortality  Study.  This  has  been  a 
continuous  study  since  1950  and  its  mechan- 
ics have  been  published. ''■' 

Criminal  abortion  deaths 

Tabic  I  shows  the  maternal  luortaliiy 
rates  and  ])re\eiitability  for  1911  i  the  Siu-iv 
was  discontinued  after  one  year  Ik-cau'^e  nf 
World  War  II)  and  foi-  the  16  years  under 
discussion.  The  birth  rate  has  iledinod  .stead- 
ily since  1960.  For  the  16  year  jicriod  (1950- 
1965)  there  have  been  a  total  of  l.:501.7t5 
li\e  births  or  an  average  of  80,000  jx-r  year 
and  a  total  of  658  maternal  deaths.  'Jhe 
corrected  moitalily  rate  i  including  only  the 
obstetric  deaths,  i.e..  cases  in  which  preg- 
nancy ])laved  a  c.iiisati\e  role'  has  clecIea.^(•d 
to  a  low  of  0.1  to  0.2  per  1.000  live  births 
proliablv  an  ineducible  miniinuin.  The 
tlealhs  considered   ])ie\eiital)lc  by  the  C^oni- 
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Taljlc  1.  Miiiiif.-.ota  maternal  moilnlitv  rates  aiul  i)ie\ental)i!ily     lOH.  1 9.')()   1  f l6 J  : 


I.i.f 

bnlhi 


Toint       ■     C'jo't 

luntcinnl   ^  ficr 

lUnlh^  !i:r 


■r.o.talhy 

i.nno 


Ob^lftn 
dentin 


Cixieclrd   iiinr- 

iiiiiiy  lift  i.noo 


'r     of  Inlnl 


1911 

55,29'. 

1  12 

2,li'i 

"1 1 

l.(,;; 

!;2 

7< 

\9:>o 

76.(174 

6:j 

(l,»9 

4  7 

0.62 

22 

.^^ 

1931 

fin/)9fi 

57 

0.71 

39 

0.45 

24 

4  2 

1952 

7!;.990 

5  a 

0.73 

31 

0  39 

111 

17 

1953 

79.362 

59 

0.74 

33 

(1.12 

15 

25 

1951 

f;i.ii:;3 

40 

0.49 

27 

0.33 

12 

3(1 

1955 

!il.665 

43 

0.53 

31 

O.3.". 

!! 

16 

1956 

!i2.62l) 

■15 

0.51 

26 

0.31 

10 

22 

1957 

(16.(119 

60 

0.70 

21 

0.21 

7 

12 

195il 

05.59) 

26 

0.33 

14 

0. 1 6 

3 

12 

1959 

87,724 

37 

0.42 

21 

0.24 

7 

19 

1 960 

fin.  126 

29 

(1.33 

17 

11.19 

6 

21 

1961 

>i5,954 

27 

0  31 

17 

0.2') 

7 

26 

1962 

(V1.911 

29 

0.35 

1  1 

11.17 

3 

10 

1963 

79,775 

16 

0.20 

13 

0.16 

3 

19 

1961 

75.599 

36 

0.4H 

19 

0.25 

7 

19 

1965 

69.200 

28 

0  411 

l!i 

0  J6 

5 

1,3 

mittec  lia\e  also  decreased  to  a  jirobably 
irreducible  minimum. 

'J'he  repetitious  flexures  of  1  to  1 /^  million 
criminal  abortions  allegedly  being  done  in 
the  United  Stales  animally  aic  strictly  a 
guess  since,  nlniously,  the  lay  and  ])hysician 
criminal  abortionists  have  not,  as  yet,  pub- 
lished their  figures.  During  the  ])eriod  of  this 
study,  tlierc  have  been  an  axcrage  of  4  mil- 
lion live  births  annually  in  the  United  Slates. 
Minnesota  has  contributed  on  the  average 
80,000  live  births  annually,  or  one  fiftieth  of 
the  total. 

The  ciiisadeis  for  the  liberalization  of 
theia])riitic  nlioition  hn\e  ])ul)lished  the 
rei)elilious  figures  of  .').00n  to  10.000  deaths 
annually  from  criminal  abortion  in  the 
United  Stales.  If  Minnesota  contrilnitcs  one 
fiflieth  of  ilic  birth  rate  annually,  it  should 
also  contribute  one  (iflielh  of  the  criminal 
al)ortion  deaths  annually.  Thus  one  (iflietli  of 
5,000  is  100  anti  one  fiftieth  of  10,000  is 
200. 

As  \sill  be  shown  later,  instead  of  the  to 
be  aiuicipaletl  100  to  200  criminal  aboilion 
<l«'atlis  ainnially  in  Minnesota,  there  li.ue 
been  a  tmal  of  21  in  IG  years  or  I.")  per 
year.  Wheie  aie  the  other  TCI  or  !'»!!?  Th.-y 
cannot  l)e  found  in  the  Minnesoia  .Malein.d 


Table  II.  Maternal  deaths  (1950-196.0  1 


Cnuir 

\o     1 

^r 

Obslcliic   lK'iiiorrlun.'r 

104 

15.8 

Olj.stcnio   iiifcrtiifii    (crlmin.il  .Tboi- 

72 

10.9 

lidii,    12)   ' 

Toxemia             .^ 

59 

9.0 

Traiim.i  (suitidc.  14) 

51 

7.8 

.\r.ilii;nant   tur.inrs 

39 

59 

Ilrart  disease 

37 

5.G 

Not  dct(H-iiiin.nblc 

32 

4.9 

.\imiiotir  lltiid  cinbulisni  • 

29 

4.1 

IiUrarranial  hnndirhaRC 

27 

4.1 

Pdliomvclilis 

25 

3.8 

.\iusllK-sia 

17 

2  6 

C'.lioriompiilKlloi'na 

17 

2.6 

.Asian   (lii 

16 

2.4 

Pcnlniiilis    (iH.M..bslrlrii-) 

13 

2.0 

Air    cmboliMii     (rriiniii.nl    abortion. 

11 

1.7 

9) 

Infcriioiis   lupatiti-, 

n 

1.2 

I'Mcuinoiiia 

H 

1.2 

TraMsdi.sion  dcallis 

7 

1.0 

l.c.krnn.i 

6 

0.9 

(;i,.MU-ruloni])l.nlis 

5 

0.8 

Drliydialioii  ^ind  .Icrtrolylc  inibal- 

5 

0.8 

an(c 

Diabrtes  nullinis 

5 

0.8 

Coronaiy  <K(lu-ion 

4 

0.6 

hlio|Killiir   pidmonary  rdcina 

4 

0.(i 

l.iipiis   orMJii  nialnsiis 

1 

0(i 

Pannurlopbtbiv.s 
Pv,4,.n.i>lMiil. 

I 

) 

(16 
0  (> 

.\I(nini;iU:> 

3 

0.5 

Dissrilini;  aii(iir\vMi  of  aorta 

3 

0.5 

Olbcis 

39 

5.9 

lolal 

658 

HUM 

57-676  O  -  76  -  13 
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Tnl)Ie  III.  'I'laiiina  dcallis  in  ihc  obsictilc 
patic-iu  (1 950- 1965) 


Table  I\'.  lllci;itiinalp  live  liiilhs  and 
matt-inal  diailis  (Minnesota.  1950-1965) 


Auto  aitidfiit 

23 

45 

Suicide 

1-V 

27 

llomii  ide 

5 

10 

Accidcntnl   luriis 

?, 

6 

Acridciilnl  diownini; 

2 

4 

Siiflccalion  -clicjlni;^-   unknnun 

1 

2 

Tornado 

1 

2 

Carlioii  monoxide  jioisoniiig — acri- 

1 

2 

denlal 

Stryrliniiie   poisoning 

1 

2 

Total 

51 

100 

Moilalily  Study,  which  is  as  accuiatc  a 
study  as  any  in  tlic  nation.  If  a  woman 
develops  complications  following  a  criminal 
abortion,  the  first  thing  she  docs  is  to  contact 
a  i)hysician  and  she  is  usually  immediately 
hospitall/ed  if  necessary.  Of  ihe  21  criminal 
abortion  deaths  in  this  scries,  2  were  dead  on 
arri\al  at  the  hospital  (one  air  embolism 
and  one  septic  abortion),  11  died  during 
hospitalization  (all  septic  abortions],  and  8 
died  at  home  (all  air  embolisms  from  at- 
tempted self-induced  abortion).  At  the  onset 
of  the  Minnesota  Maternal  Mortality  Study 
all  the  ]ih)sicians,  hospital  administrators 
and  coroners  were  notified  by  letter  about 
the  details  of  the  study.  Since  then,  nu- 
merous lectures  ha\c  been  gi\en  throughout 
the  state  and  many  rejjorts  ha\e  been  pub- 
lished in  Minnesota  ^fl•di^ine.  Thus,  the 
])hysicians  are  very  cognizant  of  this  study. 
Certainly  some  deaths  from  criminal  abor- 
tions are  being  missed,  but  not  to  the  extent 
of  98  to  19!)  a  year.  Therefore,  either  the 
professional  com]ietence  cif  the  criminal  abor- 
tionists has  been  seriously  underestimated  or 
else  these  figures  of  5,000  to  10,000  are 
giossK-  cN.iggeiatrd.  Tin-  latter  seems  tin- 
more  jji-obalile  explanation.  Dr.  C^hristojjber 
Tiet/e,  Director  of  Research  of  the  .\ational 
Committee  on  Maternal  Health,  as  c|iioted 
by  Lader,-  estimates  the  figure  nearer  to 
1,000  annu.illy.  This  seems  more  re.ilistic 
and  data  fiom  the  Minnesota  Maternal 
Mort:dit\-  Stuily  seems  to  corioboiate  this. 
Of  ciiuisc-,    wliat(-\er   tlu-   actual    figure   may 
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Crim- 

I 

Half  lier 
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lUetiihmate 

1. 000  tiif 

lernnl       abor- 

>v« 

\         births 

biilln 

(irath^        lion^ 

1950 

1.696 

1951 

1,600 

1952 

1.530 

1953 

1,620 

1954 

1.833 

1955 

1.810 

1956 

1.941 

1957 

2.053 

1958 

2.108 

1959 

2,321 

19G0 

2,525 

1961 

2,737 

1962 

2.965 

1963 

3,226 

1964 

3.655 

1965 

3,786 

22.5 
20.0 
19,3 
20.5 
22.7 
22.3 
23.5 
24.0 
24.9 
26.3 
28,8 
31.6 
34,9 
40.1 
47.3 
53.4 


be,  the  death  rate  from  illegal  abortion  could 
only  be  decreased  by  allowing  an  abortion 
to  any  woman  who  asks  for  it. 

The  causes  of  the  658  maternal  dcnihs 
are  summarized  in  Table  II.  The  triad  of 
obstetric  hemorrhage,  obstetric  infection,  and 
to.xemia  lead  the  list.  The  12  criminal  abor- 
tion deaths  from  se[)ticcmic  shock  are  in- 
cluded in  the  infection  category.  The  14 
suicides  are  included  in  the  trauma  category 
which  is  analyzed  below.  In  32  instances 
the  cause  of  death,  as  noted  in  the  table, 
was  not  determinable  in  spite  of  the  fact 
that  15  of  these  were  subjected  to  aulop-^v. 
Of  the  11  air  embolism  deaths,  9  were  due 
to  criminal  afjortion  and  2  were  due  to  air 
being  pumped  in  uiidci'  ]5i(-ssure  diuiiiL'  liKjod 
transfusions  by  nurse  anesthetists  at  the 
time  of  surgeiy. 

An  anaKsis  of  the  trauma  deaths  is  shown 
in  Tabic  III.  Herein  aie  incUided  all  the 
\iolent  and  accidental  deaths.  .'Xuloinobilr 
accidi-nts  (23)  are  killing  more  jMegn.int 
])atients  in  Minnesota  than  criminal  alior- 
tion  (21)  or  suicide  (14),  vet  this  iKics  not 
create  s\ich  a  fuior  as  do  the  otlici  two.  In 
1965,  flBfi  ])eople  were  killed  in  Minnesota 
in  automoliilc  accidents,  yet  this  shiUL;h(ei' 
ilocs  not  ha\(-  the  emotional  imj)a(  t  that  the 
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"tlo-qoodtis''  aif  tninf^  to  crralc  regarding 
llic   1.3  criminal  abdition  dcallis  yearly. 

Deoths   associated   with    out-of- 

v/edlock    pregnancy 

The  nialcnial  moilality  among  unmarried 
molhers  is  gixcii  in  Tabic  IV.  The  illegiti- 
mate li\e  births  base  more  than  doubled 
during  the  last  10  years.  Arc  we  going  to 
solve  this  ])rol)l('m  by  aborting  all  of  these 
as  some  would  advocate?  .\])ropos  of  this 
pliilosojihy  is  a  statement  made  by  Mcngert-" 
in  19G'2  \\ho  said,  "There  will  always  be 
among  us  surgically  minded  enthusiasts,  who 
ojieratc  with  more  facility  than  they  cere- 
brate." Wickliiig  a  curette  is  certainly  op- 
crating.  Psychiatrists,  psychologists,  social 
workers,  statisticians,  theologians,  and  par- 
ents have  been  groping  with  this  problem  of 
illegitimacy  since  the  beginning  of  time  and 
it  is  still  with  us.  If  all  3,786  illegitimate  li\e 
birth  ])rcgnancies  liad  been  aborted  thera- 
peutically in  1955,  it  is  safe  to  assume  that 
there  would  have  been  twice  that  number  of 
abortions  to  peiform  in  1966.. 

There  \vcre  a  total  of  41  maternal  deaths 
among  37,-106  illegitimate  live  births  with  12 
of  these  being  criminal  abortion  deaths.  Re- 
garding tlie  race  of  the  41,  35  were  Cau- 
casian, 3  Indians,  2  Negroes,  and  1  Mexican. 
The  obstetric  mortality  rate  for  all  live  births 
for  the  16  years  under  consideration  was  0.3 
per  1,000  live  births.  The  obstetric  mortality 
rate  for  the  illegitimate  li\e  births  was  0.6  or 
twice  as  great.  Tlie  greatest  single  factor  re- 
sponsible for  this  difTcrencc  w;is  the  liigher 
fn'()U(ncy  of  abortion  di-aths  among  the  un- 
man icd,  for  of  i!k'  24  obstetric  causes  of 
death  (  TahlL-  \")  in  tlie  illegitimate  group, 
one-half  or  12  were  criminal  abortion  deaths. 
Ivegarding  tlie  -i  lioiniridis  under  the  non- 
4;l)slt'tric  causes  (Table  \'),  2  women  were 
nuuxlered  by  the  consort  because  the  woman 
refused  to  many  Inm,  one  was  iiundered  by 
the  consort  because  he  did  not  wish  to  many 
her,  and  the  oilier  was  a  dixorcee  who  ac- 
cused a  married  man  of  being  the  father 
of  her  child  with  the  lesuli  that  she  was 
stiangled  by  him.  The  strycluiini-  poisoning 
death   was  a   confusing  one  since   police   in- 


Table  \'.  .Analysis  of  maternal  deaths  in 
out-of-wedlock  jiregnancy  ( 1950 -1 965 j 


Obstetric    camrs 

Griinin.il  aliortions   (12) 

Septic  aljortioiis  —  7 

Air  ciiil>olisiii  ~5 
Toxcnii.i    (2) 

Hi'niorrliat;e  (rrt.iincd  placrnia)    (2) 
Anesllictic  do.-uli   (2) 
llcniorrliaqe  (ruptured  criopic 

prcijnancy)    ( I  ) 
Septic  aliortinn   ( I ) 
Transfusion  deatli   (overload)    (1) 
Amniotic  fluid  embolism   (1) 
Chorioncpillielioma   (1) 
Unknown    (1) 

Noiiobstetric  causes 
Homicide   (4) 
Auto  accident   (2) 
Brain   tumor   (2) 
Acute  alcoholism   (2) 
Coronary  occlusion    ( 1  ) 
Infectious  hcjjalitis   (1) 
\'irus  pneumonia    (1) 
Disscctint;  aneurism  of  aorta   (1) 
Irreversible  insulin  coma   (I) 
I'ulnionai-)-  aspiration  of  stomach  contents 

("     . 
Str>-chnine  poisonini;   ( 1  ) 


Total 


Table  VI.  Causes  of  death  after  criminal 
abortion  in  legititnatc  and  illegitimate 
pregnancy 


Cause  of  Henlh 


\o. 


Septic  abortion 
IlleKitim.ite    (7) 
I.ei^ilimalc    (5) 

Air  embolism 
Ille^•itMnate    (5) 
Lenitimate    (4) 

Total 


\estigation  was  incoiiij)lete.  This  occurred  in 
a  patient  at  28  weeks'  gest.ition  with  the 
consort  ))urchasing  the  stryt  bnine.  Whcthei 
this  was  given  to  her  with  homicitle  in  mind 
or  as  an  abortifacient  was  not  deteiniined. 
There  was  no  e\  idence  that  this  was  a  suicide. 
Further  ainiKsis  of  the  deaths  follouing 
criminal  abortions  is  slir)wn  in    T.ible  \'I.  .Ml 


188 


21  cases  wore  antopsird.  Sixty  pi-i-  criil  wcio 
fcjntu!  tn  \>c  diu-  to  srptininia  .uul  HI  jxr 
rciil  to  air  cinlxilism.  Sixtv  \n-r  cent  \\ere 
illei^itini.itel)  |)ieuiKint  and  tO  pei'  cent  were 
inauird.  l\.e'_;aidinu  tare,  all  weie  ( ^aiicasiaii 
e\(i'])t  1  NFi'xican  and  1  Neuid.  TiieTc  weic 
a  iDlal  of  21  anuin'4  l.iiOl.TIJ  li\e  hiitlis  or  1 
pe.    G\.'M',H. 

It  is  inteicsllni;  to  note  tin-  nR'thud  used 
fof  the  (riniinal  a^'^irlions.  In  7  instances  the 
ratlu'ter  was  used  and  the  iiieihod  \\as  un- 
kno'Aii  in  8.  'J'lie  (Ulief  nietluids  wc-ie  as  fol- 
lows: ruhber  tuljii:!^.  svrini^e  with  solution  of 
sfiap  and  tui'jiciuinc.  irlass  stiaw  with  bulb 
syiinne  and  soap  and  tuipenline.  jilasiir  lube 
witii  soap  solution,  taj)  water  doi.-clie  under 
hii;!i  pressure,  and  nut  pick,  'i'lic  bacteriology' 
of  the  septic  abortion  deaths  tliroiich  1961 
has  l)een  published.-'    ' 

Suicides 

As  the  medical  indications  for  thcrajieutic 
a!3oriit)n  base  decreased  to  almost  nothiniz. 
the  jjsychiatiic  indic.tions  have  risen  to  the 
foiefront.  Simon--  states  that  as  liit;h  as  80 
per  cent  arc  bcinq  done  for  jjsychiatric  rea- 
.sons.  Gold  and  a.ssociatcs-^  from  New  York 
C^ity  reported  that  for  a  3  year  period  (1960- 
1962)  61  i^er  cent  were  done  for  jDsychiatric 
reasons.    Niswander.    Klein,    and    Randall-' 


fiDui  Slate  l"ni\crsity  of  ,\ew  ^^llk  at  I'.uMalu 
h.ue  icpoili'd  th.\l  for  the  la^t  se\ei:d  years 
8.'>  |)er  cent  an-  beini^  done  for  pv\  (  lil.itric 
reasons.  Since  the  |)rinci)).il  ciiteiion  lor  ])sy- 
cliiatiic  recounuendation  is  the  likelihood  ol 
suicide  as  a  ckmi^er  to  the  life  of  tlu-  mother, 
it  was  decided  to  in\esti'_:ate  the  iealil\-  of 
this  from  the  .Minnesota  MaleMi.d  .Moit.ilily 
data. 

Deaths  and  death  lates  due  to  suiciile  in 
Mimiesota  residents  are  siiown  in  lable  \  II. 
Males  commit  suicidi'  \  to  .T  times  moie  lie- 
C|uenlly  than  fem.des.  'I'heiY  were  a  total  of 
14  suicides  in  obstetric  ])atieiUs.  Not  a  single 
otie  of  these  xsas  illei^itim.itely  piei;uant  and 
not  one  had  ii(|nested  a  therapeutic  abortion. 
ReEjaidini,'  race,  all  weic  Caucasian. 

Suicide  in  jire-jnanc  v  is  laic.  occuriiiio;  0 
to  0.2  ]3er  100.000  i)opidalion  as  compared 
to  3.1  to  5.2  per  100.000  population  for  all 
females.  E.xpressed  in  another  maimei',  there 
were  14  suicides  amoni;  ])ieLrnant  women  in 
relation  to  1.301.74.')  li\e  births  or  1  jjcr 
92.982  live  births,  lliis  is  less  than  1  per  \ear. 

The  14  suicides  arc  analyzed  in  more  de- 
tail in  Xable  \'I1I.  Re^ardini;  ])arity.  4  were 
primi<;ravidas  and  tlie  remaindei'  muhi])aias. 
It  is  interesting  to  note  that  10  committed 
suicide  dunnc;  the  ]30si])artuin  state  and  only 
4  witJi  the  fetus  in  iitero  (1  ])er  325. 43G  li\c 
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l)illll^'.  'I'iu-  fetus  in  iitcio  must  I)c  n  pro- 
tf(li\c  iiii'i  li.uiisiii.  Peril. ips  uonien  .uc  le- 
!u(t;u)l  to  t.ike  anotlier  life  uitli  llieiu  wlieu 
they  do  lliis.  'I'lie  psyeliiali  ir  cliai;uf)ses  weic 
macle  liv  a  psyi  liiatrist-consultanl  aflei'  evalu- 
alin'_'  tlie  ease  protocols.  Tlieie  weic  12  cases 
of  psyeliolit  ile))ressiiiii  and  2  of  seliizo- 
plneiiia.  Only  1  of  llie  1  1  had  seen  a  psy- 
cliialrisl  for  lielj).  'I'lie  family,  family  pliysi- 
cian.  and  or  the  olisletiieian  weic  iciniss  in 
seeking;  jisythiatric  help.  'J'he  meliiod  of  sui- 
cide is  labulat  -d  and  is  self-explanatory. 

Olliei  studies  have  also  shown  that  suicide 
in  ))regnancy  occurs  rarely.  Hook-"'  in  Sweden 
in  196:^  ]3ublished  a  follow -u])  study  of  219 
women  who  in  I9ff!  were  refused  a  le^al 
abortion.  The  follow-ujj  was  for  7/j  to  11 
years  after  the  refusal.  Of  the  219,  86  ])er 
cwit  continued  the  pret;iiancy  and  .were  suc- 
cessfully deli\ered,  3  jjer  cent  had  a  sjjon- 
taneous  abortion,  and  11  jx-r  cent  liad  an  il- 
let^al  al.KJrtion.  J  here  were  no  suicides  or 
suicide  altcinjjls  in  any  of  these  e\cn  though 
7  had  atlem))ted  suicide  in  llie  non])ivccnant 
state.  LindberL;-''  lias  show  n  that  suicide  is  not 
a  risk  for  patients  wlio  wish  a  tliera])eulic 
aboi'tion  and  arc  refused.  In  his  study  of  304 
jjatients  where  requests  for  therapeutic  abor- 
tion were  refused,  not  one  committed  sui- 
cide e\en  though  62  indicated  that  they 
would  do  .so  if  their  iec]uest  were  lefused. 
Sim'-'  and  Rosenberi;  and  SiKcr-'^  ha\e  also 
re])oited    the  larily  of  suicide   in   jiregnancy. 

How   can   ]jreL;n,uicy  cause  such  a   psychi- 


;itric  u|)hea\al  oi  luiiiioil  lo  allei  the  psytho- 
dynamics  of  an  individual  to  the  e\t<-nt  that 
she  will  commit  suicide?  If  she  is  not  t'oin:,' 
to  (ominil  suicide.  ))sychiati  isls  tell  lis  that 
she  will  be  ven  unlia]>py  or  u])sei.  .\re  we 
all  hajjpy  and  content  all  of  the  time?  Isn't 
there  some  iinhappiiiess  and  turmoil  in  all  of 
our  li\es?  It  is  what  is  known  in  common 
parlance  as  iveryday  li\iii^'.  This  all  seems  a 
nuist  nebulous,  nonobjecli-.c,  nonseientinc  aj)- 
proach  to  medicine.  It  would  seem  that  ])>)- 
chiatrists  could  accomplish  more  by  usinur  the 
available  modalities  of  their  s])ecialt\  in  the 
treatment  or  rehabiliiation  of  the  j)atient  in- 
stead of  lecominendint;  the  desiruciion  of 
another  one.  Sim-'  slates  that  "there  are  no 
psychiatric  >,'rounds  for  the  termination  ol 
pre<inanc\-."  Eastman-'  in  an  editorial  com- 
ment of  Sim's  article  states.  ■•Hallelujah! 
Amen!  Just  show  this  aiticle  to  any  jjsychi-' 
atric  colleaijuc  who  may  bede\  il  you  to  pcr- 
form  a  therapeutic  abortion." 

Bolti'r'"  reports  that  ]jsychintrists  are  be- 
cominc;  unwittin',^  accomplices  in  their  )ole 
in  thera]xnitic  abortion.  Mi^ht  not  the  same 
be  said  icsraixlinL?  the  ohsieti  ician?  I'hera- 
peutic  abo'rlion  does  ijoi  cure  psychiatric  dis- 
ease. In  fact,  it  may  jjroducc  guilt  feeliiiL's  or 
a  psychosis,^'  Sim  stales  that  it  is  an  axiom  in 
the  practice  of  'medicine  that  a  measmc  de- 
siu:ned  to  a\crt  a  siiuationshould  not  in  itself 
]5reci|)itate  such  a  situation,  jansson''  states 
that  leijal  aboition  is  a  fairly  ine(l'ecti\e  psy- 
chiatric means.  Noyi-s  and  Kolb-  report  that 


Tabic  \'III.  Suicide  in  the  obstetric  ])alient  i;Minnesota.  1950   196.')  • 


.If'- 


I'arih 


L'-O-l--' 
O-n-ll-U 

1-0-11-1 

0-(l-i)-() 

:i-n-()-:i 

'.Ml-li-.' 

■i-(i-f).  I 
i-n-n-i 
ii-u-ii-d 
L'-n-i--.' 
Miililli.Ma 


)   }'^\rlii(ilTir  ilii:\:ni> 


Mrlhml 


weeks  ,K 
weeks  jx 
'  _•  iniiiiili 

IMOIllllS    I 

inuiillis  I 
weeks  |)i 
weeks  ])i 
inoiitlis  I 
weeks  [11 
weeks  p, 
weeks 
wrCks 
weeks 
weeks 


laiuiiii 
arltiin 
si  ii:uun 
parUiin 
p.iruiin 
i.'irliiMi 
lailuin 
paiumi 
lariuni 
i.inuin 


.Sclii/ophreiiia 


I'svellnli, 


J'svelM 


rholii 


depres 
•  lepn-v 
ilepres 
liepres 
tlcpres 
(Irpres 
.lepres 
.l-p.es 


I'sv.l 
I'svel 
1\mI 
Sclii/nplireiiia 
I'svc  lioli.  (lepr 
INwIu.lir  ilrp, 
I'sv.Ih.Ii.  il.pr 
I'>v,li..lir    .l.-i.i 


.luHipcd  1 

l)i..\Miin- 

ll.iimini: 

Ciui.Iku 

C.Mli.iv 

l)r..u.,iii: 

Un  iwiiiir 

.\ui..  ei:e 

C.uiiJh.i 

Ci.Mslinl 

li.nhiuii. 

lia.lili.M. 

Cailx.M   I 


.I,M„p 


(I  lioiM  iiinlli  11. 


190 


as  many  as  one  liflli  of  ihc  wouirn  allowed 
llicTapc-ulic  ahoilion  later  pxpusscd  icgrct  for 
accciJtinj;  llic  jjroi  rdiirc.  liolter'"  slates  that 
lie  has  never  siin  a  patient  who  lias  not  had 
guilt  fcelini's  about  a  previous  tlierapeutie 
abortion.  Ekblad''  reported  11  jn-r  eeiU  guilt 
reariions  anionsr  479  jiatients  aboi  ted  on  jisy- 
cfiiatric  grounds.  Siegfried-^*  reported  .')9  ])er 
cent  guilt  reactions.  Kosenberg  and  SiKer'-^' 
slate  that  "■iatrogenic  pressures  intensify  SNiliji- 
tonis  so  that  discontent  becomes  illness."  Re- 
garding the  issue  of  psychiatric  indications  for 
iherapeutic  alxirlion,  they  further  state  that 
"it  is  one  of  the  few  entities  in  psycliialric 
practice  in  which  jisychialnsts  readily  take  on 
the  role  of  dealing  witli  a  synii;toni  and  the 
management  of  n  symptom  as  a  primary 
maneuver.  This  is  higlily  contrary  to  the  gen- 
eral current  in  psychiatric  jsrinciplcs  and  it 
■  directly  conflicts  with  trends  toward  giving 
greater  freedom  to  patients  in  tlieir  move- 
ment and  decision."' 

Niswander,  Klein,  and  RandalF-*  have  re- 
cently reported  psychiatric  disease  as  an  indi- 
cation for  therapeutic  abortion  in  299  of 
504  patients.  No  breakdown  v.ms  made  as  to 


the    |)svc  hiali  ic    diaL;ii 


Of    the    '^'19.    29:? 


were  done  among  private  p.iiii-ius  .uid  only 
()  aiiiomr  clinic  oi:  iliaiily  p.iUciit^.  it  seems 
ania/in'4:  that  this  double  sUuul.inl  exisi'.  in 
a    teadiing    msiitulion     f.Sl.ilr    I  nix  ei^iiv    of 

New  'S'ork  at  Hullalol.  Furlliei re.  llie\   le- 

port  that  50  per  (cnl  of  these  \soinen  were 
luimarried.  .Sterili/ation  \\;k  iloiie  concur- 
rently with  the  therapeutic  aboiliou  foi  ps\- 
ehiatric  ii'asoiis  in  10  per  cent  ol  the  iiianied 
ones  and  in  onK'  4  per  cent  ol  the  imniariied. 
How  can  psvchiatric  disease  be  so  muc  h  more 
severe  in  the  i>iivate  patient  versus  her 
sister  countcijjart,  the  charity  patient? 
How  can  psycliiatric  disease  be  so  severe  in 
the  married  patient  as  to  warrant  concmrent 
sterilization  in  40  ])er  cent  \irsus  only  4  per 
cent  in  the  unmarried  grou].i?  Might  this  be 
called  an  exercise  in  iatrogenic  manipulative 
mechanisms? 

The  author  ackiinwlcdgos  with  gratitude  the 
assistance  of  Mr.  I'',.  W.  Storey,  K.csoarch  .•\nal\sl, 
Section  of  X'iial  St.ilistics,  Minnesota  Slate  Bo.ird 
of  Health,  for  the  slalislics  regarding  illcgiiiniatc 
live  births  and  death  rntcs  due  lo  suicide. 


RETERENCCS 

1.  Schur,  E.  M.:  Crimes  Without  Victims, 
En^le^vood  Cliffs,  New  Jersey,  19C5,  Prentice- 
Hall,  inc. 

2.  Ladcr,  L.:  .Portion,  Indian.ipolis,  1966,  The 
Kobbs-Merriil  Comp.nny,  Inc. 

3.  rishcr,  R.  S.:  Criminal  Abortion  in  Rosen,  II., 
editor:  Therapeutic  Abortion,  New  York, 
1954,  The  Juli:in  Press,  Inc. 

4.  Kuninier,  j.  M,,  and  Le.ivy,  Z.:  J.  A.  M.  A. 
19:>:   MO,   i9u6. 

5.  Calderone,  M.  S.,  editor;  Abortion  in  tlie 
United  Sl:ues,  Xcw  York,  1958,  llocber  Medi- 
cal Division,  Harper  &  Row. 

6.  Kum.ner,  J.  M.:  Am.  J.  Psychiat.  119:  980, 
1963. 

Abortion    and    the    Law    (Fonun):    J.    A.    M. 
Women's  A.  21:  231',   1966. 
Best,  W.,  and  Jalfoe,  F.  S.:  Should  Abortion 
Laws  be  Liljcr.dir.cd?   Parents'   M.igazinc  and 
Ilclter  lIouicni;ikinn,  June,   1963,  p.  50. 
navid.    L.:    The    Truth    About    One    Million 
Abortions  a  Year,  Coronet,  Jurie.   1958,  p.  78. 
Star,    J.:    'Ihe    Crowinc;    Tr.iKcdy    of    Illeijal 
Abortion,  Lo;.k,  Oct.  19,  1965,  ]..  149. 
Ri<b;cw.iv,     I.:    One    Million    .Miortions,    llic 
New  Kepubiir,  IVb.  9,  1963,  p.   14. 


7. 


10 


II 


12.  Doctor  X.:  Abortion:  The  Doctor's  Dilemma, 
Ladies'  Home  Journ.il.  May,   1966,  p.  99. 

13.  Davidson,  M.:  The  .Deadly  Favor,  Ladies' 
Home  Journal,  November,   1963,  p.  53. 

14.  More  .Abortions;  The  Reason  Why,  Time, 
Sept.  17.  1965,  p.  82. 

15.  Abortion:  Precept  and  Practice,  Time,  July 
13,   1962,  p.   52. 

16.  Rosen,  11.:  Aboruon,  Today's  Health,  Ajuil, 
1965,  p.  24. 

17.  liUukniore,  li.:  Abortion  in  Mortality.  Reality 
and  tlic  Law,  Twin  C:iti;in,  .\ugust,  1960,  |>. 
73. 

18.  .\bortion  Farts  Reported,  Science  News  Letter, 
Aui;.  G.  1960,  p.  86. 

19.  M;ilcrn;d  Mortality  Committee,  Mimiesot.i 
St;ite  Medical  Association:  Minnesota  Ma- 
ternal Mort;ilily  Study.  1950  Study,  Minne- 
sota ."^led.  3G:  609,  1953. 

20.  Meni^ert,  W.  F.;  Obst.  &  Clynec.  20:  923, 
1962. 

21.  Itarno,  A.:  Minnesota  Med.  47:  999;  1139, 
1964. 

22.  Simon.  .\.:  Psy<bialric  Indications  for  Ther;i- 
l)eulic  .\bortions  ;ind  Sterili/ation  in  Ovei- 
street,   K.    W.,  ediloi;   C:liiii(al   Obstetrics   ;uid 


191 


Cynccology,  New  York,  19f>l,  llochcr  Medical 
Division,  }I.irprr  &   Row. 

23.  Clold,  !•:.  M.,  Erhardt,  E.  I-  ,  J.icolj/incr,  J!., 
and  NVhf.n,  F.  G.:  .Am.  J.  Pub.  Health  5J: 
901,   1965. 

24.  Niswatider,  K.  R  ,  Klein,  M.,  and  Randall, 
C.   L:   Obit.    &   Gynec.  28:    12t,   196f.. 

25.  Ili.ok,  K.:  .Acta  psychiat.  scandinav.  29:  168, 
I9f).r 

26.  Lindberc,  D.  J.:  Svcnska  Lak.-Tidn.  45:  1381, 
1918. 

27.  Sim,  M.;  Brit.  M.  J.  2:  145,  1963. 

28.  Rnsenbcrc;,  .\.  J.,  and  Silver,  E.:  California 
Med.  102:  407,  1965. 

29.  Ea-itman,  N.  J.;  Obst.  &  Gyner.  Surv.  18: 
8H6,   !9G^ 


30.  Bolter.  S.:  Am.  J.   I'sycliiat.   119:  312,   1902. 

31.  Jansson,  B.:  .\rta  p.syebial.  srandin.iv.  41: 
87,    1965. 

32.  Noyes,  .N  ,  and  Kolb,  I,.:  Modern  Clinical 
Psychiatry,  cd.  6,  Philadelphia,  1963,  W.  B. 
.Saiindeis  Company,  p.  99. 

33.  Ekblad.  M.:  .^cta  psychial.  .srandiiiav.,  .Su)i;)l. 
99,   1955. 

34.  Sic.nfrird,  S.:  Schueiz.  Aich.  Neurol,  n. 
Psychiat.  67:  365,  1951. 

^95,9  Excelsior  Boulei-ard 
Minnra[toIii,  Minneio'n  55116 


Discussion 

Dr.  W.  Powei.i,  HuTciiLRsoN,  Chattanooga, 
Tennessee.  The  problem  of  tlic  unwanted  legiti- 
mate or  illegitimate  pregnancy  lia.s  been  with  us 
from  tlic  inception  of  medicine.  Tlic  intcrniptinn 
of  any  pregnancy  in  the  prcviablc  period  of  gesta- 
tion, for  any  cause,  poses  a  moral  and  religious 
debate  in  the  heart  of  cvcr>-  ethical  physician. 
Once  again,  we  in  the  specially  of  obstetrics  and 
gynecology  arc  faced  with  the  jjroblcm  of  a  few 
passengers,  rocking  the  Ixiat  in  an  already  stormy 
sea  of  controveisy.  As  you  know,  there  arc  some 
of  our  colleagues  who  disagree  that  rubella  in  the 
early  weeks  of  pregnancy  k  an  indication  for 
therapeutic  abortion.  There  arc  those  who  insist 
there  is  never  an  indication  for  therapeutic  abor- 
tion. However,  most  will  agree  there  arc  selected 
indications  for  the  procedure  even  today. 

SiiTiilar  statistics  in  Tennessee,  but  fiom  an  II 
year  period  1955  through  1965,  would  suggest,  as 
Dr.  I5arno  has  pointed  out,  that  the  propone;its 
for  libcrali/ation  of  our  aboition  laws  have  mis- 
calcuhitcd  their  estimated  number  of  deaths  at- 
tributable to  criminal  abortions.  Dr.  Bamo  appro- 
priately points  out  that  moic  expectant  motliers 
lose  tlieir  li\ev  in  Minnesota  finm  automobile 
accidents  th.ui  by  criminal  al.Hnlion  or  suicide. 
Though  the  exact  statistics  arc  not  a\ailablc,  1 
suspect  this  is  true  in  Tennessee  and  elsewhere. 

During  this  11  year  ])erioJ  in  Teimessee  the 
nimiber  of  m.ueiiial  deaths  ifii.iled  432.  In  1955 
there  were  19  maienial  deaths,  a  lale  of  0.6  per 
1,000  li\'e  births.  Twenty-four  matemal  deaths 
were  recorded  in  19G5  indicating  a  50  per  cent 
red\irtion  to  0.3  per  1,000  live  births.  The  tna- 
tciiird  deaths  fioin  sepsis  during  this  period  to- 
taled 90,  of  which  38  were  :illribule(i  to  septic 
abortions.  The  exact  muiiber  of  iiidui  ed  or  riiini- 
iial  aboilions  could  not  be  deteiinined.  However, 


the  total  deaths  from  sejisis  declined  fjom  1  !  in 
1955  to  8  in  1965,  whereas  the  luunber  of  deaths 
due  to  septic  alxirtions  varied  from  2  to  5  each 
year  with  an  aveiagc  of  3.4  per  year.  E\  en  if  wc 
added  the  10  deaths  from  abortions  wheie  se|)sis 
was  not  mentioned,  there  is  only  an  a\eragc  of 
4.4  deaths  per  year  from  all  abortions.  It  would 
seem  on  the  surface  that  the  abortionists  do  a 
better  job  in  Minnesota,  since  Dr.  Bamo  found 
only  21  such  deaths  in  16  ycai-s.  At  present,  in 
Tennessee,  statistics  are  not  easily  available  to 
determijie  the  numl)cr  of  suicides  coimecicd  with 
pregnancy. 

W'c  have  looked  briefly  at  our  records  in  lOM 
and  19G5  at  the  Baroness  Krlanger  Hospital  in 
Chattanooga  to  test  our  local  policies  concerning 
this  subject.  During  these  2  years  there  were  a 
total  of  6,189  deliveries,  approximately  50  per 
cent  of  w'hich  were  of  charity  patients.  There 
were  745  aljorlions,  of  which  21  were  complicated 
by  sepsis.  Of  these  21  patients,  3  were  admitted 
with  the  diagnoses  of  septic  shock.  Two  of  tbe^e 
patients  were  widows  and  one  a  divorcee.  1  en 
patients  denied  but  were  suspected  of  hnvin-;  had 
a  criminal  abo:tion  performed;  3  patients  a<i- 
milied  to  nirilianic.d  intei  feiencc;  3  pntieiUs  li  id 
taken  laige  doses  of  quinine;  f>ne  patient  had 
taken  turpentine;  on<'  a  hoi  douihc;  one  jxilieiu 
attempted  self-induction  Ijy  an  undisclosed  means. 
Only  2  of  these  19  patients  were  currently  mar- 
ried; 2  .were  never  married,  the  remainder  \\  ere 
either  sejiarated,  divorced,  or  widowed. 

The  only  maternal  death  during  this  2  yi-ai 
period  was  due  to  a  cerebial  hemnnhage  m  :i 
patient  who  had  severe  h\  p.-i  tensinn  :uk1  was  8 
months  pregnant. 

There  \M-re  7  lher.i))eutic  :ilMirlions  peifoiiued 
during  this  period,  for  the  fullowing  indications; 
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nilirlla  duiiiit;  llir  In M  H  "fi-k'>  "f  pn'iiiuinry,  2 
|);ilii'lil'.;  srvrir  i|.'l)ilil;it inn  fiiini  l(iiii;sl:in(lni^  ul- 
(cnilivc  (I'liiis,  nndci  licniniriit  uilli  l;ngi'  iln'^i- 
of  stiTciids,  1  p.ilicni;  scxcrc  driiicssicm,  1  \yA- 
licnl;  ji'-yilu.^is  or  tmiH.il  lobe  tunicir,  1  [..nii-nl; 
r\l)(is\nc'  l>\-  ninhiple  x-rri\s  of  our  fi-liis  in  tlic 
Hrst  2  urcks  of  <;csiaiinn,  1  p.ilicnt;  uicnintrilis 
llion.ulu  l'>  lie  :isM»i:iti-cl  uilh  siispcttod  inlcr- 
forc'Mcc  of  ;ui  c;!!  Iv  pM't;naniy,  one  paiicnt.  All  of 
ihcso  p.ilirnu  wi-ir  iiianir-d  rxci'lit  ilic  lu^t  oilo. 
Durin;;  this  2  yr:ir  pniod,  B  im-i^nanl  or  if- 
conlly  pri\t;nant  patients  wric  adniitti'd  to  the 
closed  ])syeliialiie  uard  after  liaviii!;  atleinpted 
suicide.  One  of  these  patients  (Case  2')71)22)  was 
previously  inentinned  in  the  CKiup  of  theiapeiitii- 
ahonions.  This  32-yeaf-old  married  white  c;ravida 
iii,  para  ii  paiieiil  was  fiist  admitted  to  th."  hos- 
pital on  June  13,  19Cli,  for  termination  of  an  IB 
week  gestation  beraiise  of  severe  dehilitalion  from 
a  longstaiidiiv.;  ulcerative  colitis.  She  had  reeei\-ed 
large  doses  of  steioids  and  her  attending  ph\si- 
cian  feared  irrepaiahlc  daina-e  .to  the- fetus.  .'Xn 
ahdominal  hysterectomy  was  performed  for  tcr- 
niinatioii  of  the  pregnancy  and  sterilization.  Her 
immediate  postoperative  reco\eiy  was  unevrntftil. 
lloucvcf,  2  moiuhs  later  she  was  admitted  to  the 
closed  psychiatric  ward  in  a  state  of  sc\-vre  de- 
pression after  atiem]itir;g  suicide.  She  responded 
to  treatment  and  ^^as  soon  discharged.  She  re- 
quired rcadmlssion  Xos-.  .'),  19G.5,  and  suhse- 
tjuently  had  to  lie  tiansfened  to  a  psychiatric 
hospital.  .'\  psyehialTisl's  ojjinion  was  tlmt  this 
patient  reicixed  inadequate  psychological  prepa- 
ration for  the  lei-mination  of  her  pregnancy  and 
sterilization.  Piofessional  rcsponsiliility  demands 
psvehological  and  spiiitual  pieparalion  of  the 
p.iiient  in  the  atienipl  to  avoid  development  of 
late  de]iression  and  guilt  feelings  iti  all  cases  of 
therapeutic  ahoition. 

Six  other  ]),itieiits  were  admitlefl  «ilh  the  di- 
agnosis of  "ineidosi'  of  drugs."  lull  only  one  p.i- 
iient was  ill  enoii';h  to  he  dceiiLed  as  s,-ini- 
comalose.  Oiii-  ]i.iiient  uaN  adiiiiiieil  after  slash- 
ing hoth  waists  with  a  razor  hiade.  Of  the  7 
|iatienls  wlio  were  pi(".;nanl  when  admitted  to 
the  |)syc  hi.iliic  s.iiion,  .5  wcie  in  the  third  tii- 
mesiei.  'I'uo  were  in  the  second  tiimester  and 
ill  one  the  dui.itioii  of  m  si.ilion  was  undisclosed. 
One  paiienl  was  riuctionalily  pri'gnaiit.  In  no  in- 
stance \».is  the  |ui-uii.iiiiy  ii-i  miiiaicci. 

In  this  V:i')  lic-d  hospital  of  our  commnnil\ 
where  thei.ipeiilic  .ilioitioii  is  allowed.  Iwci  con- 
sultants must  .ii^iee  uivm  the  neccvssiiv  of  lermi- 
Iiation    of    the    piegn.uic,.    Such    cases    are    .ilwavs 


ic-vi.-wed   hv   the  'lissiic   Ooiiimilt.e  and   the  Sec- 
tion    of    OI.Mriiies    and     ( ;ui.-coI"-y.      'I'"    <late 

there  has  Ihc o   inclii  alien  of  al.use  of  the  pro- 

cvdnre  of  therapeutic  alioition. 

'Iheie  appe.irs  lo  I.e  no  iiecc'ssiu  for  lilieiali/a- 
tion  of  the-  thc-i.ipeutic  aboition  laws  cxi  c'lU  (1 
to  protect  the  life  and  welf.iie  of  the  moilwi 
iiuhidiir.:  CIS,-,  of  rape  or  ince-t  and  '2^  fetal 
iiidieatious  for  removal  of  a  suspected  malforma- 
tion of  ihe  feius  such  as  ni.i>  he  associated  with 
ruhc-lla,  excessive-  exposure  to  ii  i.idiatioii.  or  ad- 
ministration of  a  known  tc'i.itogenic  dm','. 

In  Tennessee  during  the  11  \ears  of  I'l.i.' 
ihiough  ]'n'o.  2.fl'.l5  m.des  comniitled  suicide  a- 
compared  lo  7.a'J  females;  as  in  Minnesota,  it  wa- 
inieresting  to  note  a  4:1  ratio  of  male  to  femah- 
suicides. 

Di{.  CiiAt;!.!';  S.  Stkvenson,  Deiroit,  Michi- 
gan. Dr.  Barno's  study  is  a  great  tc-slamc-m  to  the 
hardness,  siahility,  and  the  noniiidigency  of  the 
inhabitants  of  the  state  of  Miiiresoi.i. 

In  Michigan  over  this  same  period  ;i9">ii 
ihrough  \'Ho)  wc  had  22.^  niaterual  dc-alhs  di- 
rectlv  due  to  ]HierpcraI  infection.  Infection  was 
the  second  most  common  cause  of  maternal  deal!. 
ill  our  state,  hemorrhage  being  the  fust,  with  -l.i'.i 
deaths. 

Of  tlie  22,^  cleaths  fiom  infection  in  this  IT. 
year  period,  13B  (62  jier  cent'  were  due  to  septic 
abortion.  -The  deaths  due  lo  septic  abortion 
all  occurred  in  the  hisi  21i  \veeks  of  pregnane). 
Eighty-five  of  the  deaths  3;!  per  cent)  weie  due 
to  pueqjcral  sepsis  occuiiiiiij  in  the  second  lial! 
of  the  pregnancy  and  [losi  parliim. 

These  138  fatal  c.iscs  of  induced  and  iii-fc-ctet- 
abortion  occ  urred  ])iiinarily  in  the  greater  metro- 
politan  Detroit  area  and  nearly  all  of  these  vci'n- 
in  ilic  medic  all)  indigent  group  of  \voinen  liMiiL: 
in  the  ])oorest  and  most  I'tiiidown  ate. is  in  our 
ciiv. 

In  a  ii'ceia  2  year  jieiiod  at  the  Detroii  (len- 
eial  llospiial,  v.r  saw  bC'.  cases  of  infc-cted  .i!)oi- 
lion,  and  septic  shock  was  picsi-m  in  12  of  the-. 
p.ilients.  'Iwo  of  the-  12  died,  trie  iie^  a  moil.ilit\ 
rate  of  on.-  in  331  cases  of  s.piic  .,l,ciriioii.  I'.ieven 

,,f    ihe    Iw.Ke    wolllcMl    in    shink    ^\-:r   Xeuroes   and 

cuic'  was  .1  Mixic  an  woman. 

Diiiine,  the  s.uiic-  2  ye.ii  |iciiod.  there  weie  2!i 
de.iilis  from  si'|)iic  alioiiion  in  Michii^.in  and  if 
each  of  tle-sc-  represented  331  ciscs  of  sc-piic 
abortion  the  i.ilio  l.uocMl  to  h.ive  obt.iiii.cl  a! 
,1„.  i),.|,,,i,  Cei.eial  llo-piial  .  &..-U-  weie  X.lid'- 
wiinien  m  .Mi.  liiu.ni  h.ivinu  iiifec  led  aborlions  in 
ihis  period,  o\  ei     l.dHH  such  i  ,i-.es  a   >i-.ir. 
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In  Ml<lui;.ir,  i 
l'l.')l  ihric  U.I'. 
yiMi-  finiii  srpiic 
H  >o,.r  ii.iiud  ■  1 
of' 1:5  f;,l.,l  .;is,-s 
:i  llirci'fnkl  iiu  n 
lion. 

lliiiinu  llii'-  s 
lucniN 


,     ll„.     -,     \,-,„     |M-,i<Kl     fM.M,      I'l-.n 

,M    ;,\.T.ii,'.-    cf   only    1    (l.-..ll.. 
.iljiMlinn,  wlic'ic.i-.   ill   llii'   I'-i 
i."ii!-l'Mi'i     ihcii-  ".i-  :>M  ;nvi 
r.H  li   y,-:ir.   Tins  indir.iu-.  ;.); 
iM-   in   dr.iilis   fioni   scpiic   .il 


nl 


s;in)i'  B  yc.ir  pi'iiod,  iIhic  \uic 
(Ir.iihs  from  air  oinboli'.ni  which  nr- 
<nii<'<l  :is  a  nsiih  of  ii.issinjx  a  rnhhor  rathrK-r' 
inlc.  ihi-  \M.inan"s  uiciu'.  in  an  altniipi  lo  hrin'.; 
alKiiu  ,il)-.rii(Mi.  Tills  mil  only  gi\c--.  fnrlh:-r  o\i- 
donci'  of  ih(-  si/c  and  M-rioiisncss  of  oui-  pmlilcni, 
1)111  also  poinis  up  ihc  drspirnlo  cmoiional  slaio 
of  ihi'si-  piccnaiu  wunu'H. 

Praclif.illy  all  of  the  al)orlions  in  llic  past  8 
years,  in  our  cxpirirnce  at  ihc  Dciroil  Cciu'ial 
Hos|)iial,  lia\i'  bi-in  indurod,  and  ihc  insinnncnl 
innsl  tomiiuinly  iisrd  in  this  period  iias  Ix-cn  iho 
rubber  male  caihcier,  \sliieh  ran  be  purchased 
at  any  drug  More.  Many  women  pass  ihc  calheter 
jnto  llie  cfiTix  themselves,  so  ihey  ha\e  told  us, 
and  also  a  good  many  oihcrs  gel  iheii  neighbors 
an<l  friends  lo  do  it  for  tlicm. 

A  large  proporlion  of  ihc  women  who  haw 
their  alxirlions  done  or  do  tlieui  on  themselves  do 
definitely  realize  the  great  danger  to  llieir  li\es 
such  a  procedure  emails;  on  the  other  hand,  ilicy 
tell  us  lliat  ihcy  arc  dcspcrale,-  that  they  already 
have  more  children  ihan  they  can  lake  care  of. 
and  thai  this  is  their  only  means  of  escape  from 
iheir  u;i\\aiilrd  pregnancy. 


The  se|)lii  aboiii.in  pioblciii  ill  Miilii';an  sci-ins 
li,  be  (Oil.  ciilratcd  in  the  i^'icalrr  D.iii.il  .iie.i. 
The  (lilbivii.i-  beiwe.n  our  esp.-i  icii.  .■  in  Miiln- 
!;,in  and  thai  in  Minnrsdt.i  is  pi  iiu  iii.iHy  ih.il 
.Miiini'sot.i  doi's  not  (umain  uiihin  its  iMudcis  a 
coll.  inliair-d  po|)iil.iii..ii  ,in-.i  of  liT  million  |).ii- 
pli\  MU  h  as  wi'  li.i\c  in  Mi.hiyan. 

I)k.  Li  k  SiKVK.NSON-,  Dciroil,  Mi.hi^aii.  I  did 
not  know  ihal  Dr.  Cli.iili-s  SiiAi-nson  w.is  uoiim 
lo  talk  lod.iy.  but  ih.s,-  d.ii.i  fiom  the  Mi.hiuaii 
Maternal  Mortality  .Sinv.'y  aie  a  dllli'i.-nl  aj)- 
pio.ich. 


Tabic  I.   Maternal  mortaliiy  rates  from  abortion 
ill   Miihiiian 


I      So.  of  \   Mcterncl 

nboilion  Tola!         vioitr.lily 

Year  1      di-nlhi      I       hirtli!      '         rair 


1955 

i:! 

19(^.294 

0.66 

1956 

19 

206.068 

0.92 

1957 

12 

208,488 

0.57 

1958 

17 

202.690 

0.84 

1959 

13 

198.301 

0.65 

.\veracc 

1955  - 

1959 

148 

202,368 

0.73 

1960 

00 

195.056 

1.13 

1961 

26 

192,825 

1.35 

1962 

-  16 

182.790 

0.87 

1953 

31 

178.871 

1.78 

1961 

~ 

25 

173,968 

1.44 

.•\\-cracc 

1960- 

1 961 

24 

184.702 

1.30 

:'.CT.t'. 


'  ^V    MATERNAL  MORTALITY  KATE     i 


CAU;t.5 

.ToxcTlia 

.Infeclloi'.s 

._«Heinorrh3ga 


-,^_ 


^■•' 


f,     C'va  ABORT  !ON 


rig.    1.   M.iiiin.il   nuulality  trend  in   Michigan. 
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Mi(liiLMn  fii^urrs  for  all  alidilioiis  t!f>  nol  agree 
uiili  ihiiM-  jiii-scmrd  fur  Miiiiicsuia.  Cn'ic  suiii- 
inarics  from  ilic  Micliigan  Drpanint-nt  of  Health 
provided  from  data  collected  and  rritirally  ic- 
vioveed  by  tiie  Maternal  Health  Coniniitter  of  the 
Michigan  Slate  Medical  Society  arc  the  factual 
basis  for  these  figures. 

In  Michigan,  the  trends  for  iin|)io\ing  ilic  rale 


Table  II.  Per  cent  Nficliigan  nialernal  deaths  due 
to  alxjriion 


Total 

No. 

maternal 

ahottion 

Tcr  cent  of 

Year 

deaths 

deaths 

!  total  death< 

1955 

63 

13 

21     ■ 

1956 

81 

.     19 

23 

1957 

74 

12 

16 

1958 

72 

17 

24 

1959 

65 

13 

20 

Total 

356 

74 

Average 

71 

15 

21 

1960 

67 

22 

33 

1961 

70 

26 

37 

1962 

58 

16 

28 

19G3 

63 

31 

49 

1964 

63 

25 

40 

Total 

321 

120 

37    . 

Average 

M 

24 

for  ni.iternil  inf)rlality  ]iai.illel  those  for  llio  icsl 
of  the  nation  but  the  tienci  for  the  rale  of  ma- 
ternal nioitaiity  associated  willi  aboitioiis  is  rising 

(Fig- 1;. 

The  mortality  latc  for  infection  in  general  is 
going  lip  'Table  I).  Maternal  mortality  fioni 
abortion  is  a  significant  and  increasing  |)ci"  crnl 
of  deaths  occurring  in  pregnant  women.  It  is  not 
a  static  nor  insignificant  factor  as  Dr.  IJariio 
suggests  that  it  is  in  Minnesota  (Table  II). 

Michigan  figures  disagree  with  the  statement 
made  in  the  original  paper,  that  if  a  woman  de- 
velojjs  complications  follo'.sing  a  criminal  abor- 
tion, the  first  thing  she  doci>  is  to  contact  the 
pliysician  and  that  then  she  is  usually  and  iiii- 
niediaiely  hos])itali7e(l  if  iiecessaiy.  Michigan 
women  die  before  they  coiitacl  tlie  doctor  in  a 
rising  peiccntage  of  our  cases.  In  part,  this  is  due 
to  tlic  woid  of  mouth  spread  of  tlic  popularity 
for  the  catheter  method  of  criminal  abortion 
(Table  III;. 

Last,  Michigan's  incomplete  figures  for  the  last 
5  year  study  indicate  tliai  more  married  women 
die  from  abortion,  regardless  of  the  reason  behind 
the  abortion,  than  do  iinniarried  women.  W'c  con- 
sidered 12  married,  .sejiarated,  and  common  law 
wives  as  against  15  for  tlic  group  including  single, 
divorced,  and  widowed.  This  invohces  almost  2)/^ 
times  more  inarried  than  unmarried  (Table  1\'). 


Table  III.  Michigan  maternal  deaths  from  abortion  (dead  before  medical  care)   (1955-1964) 

Ceitatiin  I  19.55  I  !9''iC  \  1957  \  1958  I    1959   \  Tola!  !  I960  '  1961  I  1962  ;  I9G3  I    I96-1-   '  Total 


10  weeks  or  less 

1 

0 

1 

1 

1 

4 

1 

1 

■1 

2 

5 

10 

11  to  15  weeks 

1 

0 

0 

0 

0 

1 

1 

3 

0 

0 

3 

7 

16  to  20  weeks 

0 

0 

1 

9 

0 

3 

0 

2 

2 

1 

2 

/ 

More  than  20  weeks 

0 

3 

1 

1 

2 

•    7 

2 

5 

0 

2 

0 

9 

or  undetermined 

Total 

2 

3 

3 

4 

3 

15/74 
20'rf. 

4 

11 

3 

5 

10 

33/1 20 
27.5^' 

Table  IV.  Marital  status  of  Michiiian  maternal  deaths  associated  with  abortion 


Marital  status 


Mr., 


Simile     \Divorcfd        rahii      I    Widou 


Com  mart 
la:v 


Xot       i 
staled     i     Total 


10  weeks  or  less 

11  to   15  weeks 
l(i  to  20  weeks 

More  than  20  weeks  cr 
undcleritiincd 

Total 


1 

15 

3f. 

0 

15 

24 

0 

15 

32 

0 

18 

2U 
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'J'lu-sc  Miiicniciils  .lie  iiol  iiiadc  whU  tin-  iiilciit 
lo  iiclvoralc  libcrali/iiliuii  of  ihe  llici.ipi'iitir  alior- 
lion  Inil  to  show  lliat  in  al  lca-.t  one  M.ito  makiiii; 
a  gicalcr  noi'^c  in  tin-  population  oxplosion,  llic 
pioblnn  is  not  as  in^ipnificant  as  originally  pre- 
sented today. 

Dr.  RxiiNO  (C^losinr;).  I  would  like  lo  ask  Ur. 
Charles  .S;eveii^on  whether  he  favors  ihc  eradira- 
tion  of  the  prol)leni  of  septic  alxjrtion  in  Detroit 
l)y  allowiiii;  an  abortion  to  eveiy  «onian  who  re- 
fjuesl.s  it?  This  is  the  only  \^■ay  that  1  sec  yon  can 
do  it.  Tiie-  des|5eiate  emotion:;!  state  of  these 
women  should  he  inaiiac'.ed  by  i^sychiairists. 

Dr.  Lee  Stevenson  talked  aljout  figure.s  from 
llie  State  Ileahli  Depannieiu  in  Michigan.  I  can 
.say  that  in  Minnesota  wo  found  that  in  25  per 
cent  of  the  instances,  there  was  no  correlation  be- 
tween the  cause  of  death  on  the  death  cerlihcate 
and  what  actually  happened.  We  have  personally 
investigated  each  one  of  the.sc  cases  during  the 
past   16  years. 

In  19C1,  Michigan  n|jo;ted  25' criminal  .'vxjr- 
tion  deaths  ainon?  a  population  of  7.8  tnillion. 
F-ven  if  we  assume  that  t!ic  same  conditions  pre- 
vail over  tl'.e  entire  United  Slates  with  a  po)iula- 
tion  of  196  million,  as  in  l!ie  state  of  Michig.in, 
it  would  mean  that  there  were  a  total  of  only 
628  criminal  abortion  deaths  in  the  United  States 
ill  lf»61. 

A  few  comments  arc  in  order  to  le-einphasizc 
wliat  is  happening  in  sonic  areas  insofar  as  psy- 


chialrir  aspens  are  ronreriied.  Xiswandi-r,  Klein, 
and  Rand. ill'  fii>ni  Stale  Uni\ersity  of  New  York 
al  nufralo,  ha\e  recently  reported  for  a  22  year 
|>eriod,  2!'9  of  .I'l)  thera|)eulic  abortions  for  |)s)- 
cliiatric  tiiscase.  The  precise  psychiatric  diagnoses 
were  nol  i;i\(n.  Of  these  2W,  2!'3  were  done  on 
private  patients  and  only  0  among  charily  pa- 
tients. It  seems  amazing  to  me  that  this  double 
standard  exists  in  a  teaching  iiistiuuion. 

ruilhermoie.  50  per  cent  of  these  women  were 
unmarried.  Were  they  done  jitst  because  they 
were  unmarried?  '       .     , 

Sterilization  was  done  cbjicurrenlly  with  the 
therapeutic  alxiriion  for  [jsycliiatiic  reasons  in  10 
per  cent  of  the  married  versus  only  4  pei  cent  of 
the  unmarried.  How  can  psychiatiic  disease  be  so 
much  more  severe  in  tb.c  private  patient  versus 
her  coimterpart,  the  charily  ])atient?  }Iow  can 
psychiatric  disease  be  so  severe  in  the  married 
patient  as  to  warrant  concurrent  sterilization  in 
40  per  cent  versus  only  4  per  cent  in  the  miMiar- 
ricd  group?  One  might  ask,  is  all  of  this  an  exer- 
cise in  iatrogenic  manipulation? 

Finally.  I  would  like  to  say,  lest  there  be  some 
confusic)ii  that  my  remarks  might  be  ba«ed  on 
sectarian  prejudice,  that  my  religion  is  Unitaiian. 

REFCKfNCE 
1.     Xiswandcr,    K.    R..    Klein.    M.,    and    Randall, 
C.  L.:  Obstet.   &   Gynec.  28:   124,   19G(i. 
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TABLE  I.— MINNESOTA  MATERNAL  MORTALITY  RATES  AND  PREVENTABILITY  (1941,  1950-73) 


Gross 

Corrected 

Preventability 

Percent  of 

Total 

mortality 

mortality 

total 

maternal 

per  1,000 

Obstetric 

per  1,000 

maternal 

Year 

Live  births 

deaths 

live  births 

deaths 

live  births 

Number 

deaths 

1941 

55,293 

112 

2.03 

93 

1.68 

82 

73 

1950 

76,074 

68 

.89 

47 

.62 

22 

32 

1951 

80,099 

57 

.71 

39 

.45 

24 

42 

1952 

78,990 

58 

.73 

31 

.39 

10 

17 

1953 

79,362 

59 

.74 

33 

.42 

15 

25 

1954 

81,033 

40 

.49 

27 

.33 

12 

30 

1955 

81,665 

43 

.53 

31 

.38 

8 

16 

1956 

82,620 

45 

.54 

26 

.31 

10 

22 

1957 

86,019 

60 

.70 

21 

.24 

7 

12 

1958.... 

85,594 

26 

.33 

14 

.16 

3 

12 

1959 

87,724 

37 

.42 

21 

.24 

7 

19 

1960 

88,126 

29 

.33 

17 

.19 

6 

21 

1961.. 

85,954 

27 

.31 

17 

.20 

7 

26 

1962 

83,911 

29 

.35 

14 

.17 

3 

10 

1963 

79,775 

16 

.20 

13 

.16 

3 

19 

1964 

75,599 

36 

.48 

19 

.25 

7 

19 

1965 .... 

69,200 

28 

.40 

18 

.26 

5 

18 

1966 

65,050 

25 

.38 

17 

.26 

6 

24 

1967 

63,667 

35 

.55 

15 

.20 

4 

11 

1968 

65,024 

21 

.32 

8 

.12 

3 

14 

1969 

66,921 

21 

.31 

13 

.19 

5 

24 

1970 

67,  400 

31 

.  W 

17 

.25 

6 

16 

1971 

60,711 

19 

.31 

12 

.19 

6 

31 

1972 

55,  341 

18 

.33 

6 

.11 

1 

5 

19731 , 

53,833 

12 

.22 

7 

.13  .. 

1  Provisional  Minnesota  maternal  mortality  study. 


TABLE  II.— MATERNAL  DEATHS  (1950-73) 


Cause 


Number 


Percent 


Obstetric  hemorrhage 

Obstetric  infection  (induced  abortions,  16)i 

Trauma  (suicide ,  22) 

Toxemia 

Heart  disease  (therapeutic  abortion,  1) 

Malignant  tumors 

Amniotic  fluid  embolism 

Intracranial  hemorrhage 

Not  determinable 

Chorionepithelioma 

Poliomyelitis 

Anethesia 

Peritonitis -- 

Air  embolism  (induced  abortion,  13)^ 

Pneumonia --- 

Infectious  hepatitis 

Transfusion  deaths 

Leukemia 

Diabetes  mellitus  (therapeutic  abortion,  1) 

Glomerulonephritis 

Dehydration  and  electrolyte  imbalance 

Coronary  occlusion 

Bronchial  asthma 

Ruptured  aortic  aneurysm 

Others --- 

Total 


119 

14.1 

98 

11.6 

94 

11.1 

68 

8.0 

49 

5.8 

45 

5.3 

39 

4.6 

37 

4.4 

36 

4.2 

26 

3.0 

25 

2.9 

20 

2.3 

19 

2.2 

16 

1.9 

11 

1.3 

8 

.9 

7 

.8 

7 

.8 

6 

.7 

5 

.5 

5 

.5 

5 

.5 

5 

.5 

5 

.5 

_ 85 

10.1 

840 

100.1 

1  All  illegal  except  1. 

2  All  illegal. 

Source:  Minnesota  maternal  mortality  study. 
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TABLE  III.— TRAUMA  DEATHS  IN  THE  OBSTETRIC  PATIENT  (1950-73) 


Cause 


Number 


Auto  accident 

Suicide.- - 

Homicide - 

Accidental  carbon  monoxide  poisoning- 
Accidental  burns 

Accidental  drowning 

Others 

Total 


94 


Source:  iVIinnesota  maternal  mortality  study. 


TABLE  IV.— OUT-OF-WEDLOCK  LIVE  BIRTHS  AND  MATERNAL  DEATHS  (1950-73) 


Year 


Out-of-    Rate  per  1,000 
wedlock  births         live  births 


Maternal 
deaths 


1950  _ 
1951. 
1952- 
1953- 
1954. 
1955. 
1956. 
1957. 
1958. 
1959. 
1960. 
1961. 
1962. 
1963. 
1964. 
1965. 
1966. 
1967- 
1968. 
1969. 
1970- 
1971. 
1972. 
1973- 


'  Therapeutic,  1. 

Source:  Minnesota  maternal  mortality  study. 


1,696 
1,600 
1,530 
1,620 
1,833 
1,810 
1,941 
2,053 
2,108 
2,321 
2,525 
2,737 
2,96b 
3,226 
3,655 
3,786 
4,154 
4,389 
4,876 
4,997 
5,454 
5,020 
4,994 
4,644 


22.5 
20.0 
19.3 
20.5 
22.7 
22.3 
23.5 
24.0 
24.9 
26.3 
28.8 
31.6 
34.9 
40.1 
47.3 
53.4 
62.2 
68.0 
75.3 
75.8 
79.7 
80.3 
88.3 
86.3 


Percent 


48 

51 

22 

23 

10 

10 

4 

4 

4 

4 

2 

2 

4 

4 

100 


Induced 
abortions 


TABLE  V.-ANALYSIS  OF  MATERNAL  DEATHS  IN  OUT-OF-WEDLOCK  PREGNANCY  (1950-73) 


Number 


Obsteric  causes - -- 

Induced  abortions - 

Septic  abortions 

Air  embolism 

Diabetes    w/heart    failure    (Therapeutic 

abortion) 

Toxemia .-- 

Pulmonary  embolism .- 

Anesthetic  death 

Undertermined.- 

Septic  abortions,  spontaneous ..--. 

Lithopedion  (ectopic)  and  bowel  obstruction.. 

Hemorrhage  (ectopic) 

Transfusion  death  (overload) 

Amniotic  fluid  embolism 

Chorionepithelioma 

Nonobstetric  causes 

Auto  accident 

Homicide.. 


Number 


Suicide--- - ----, • 

Peritonitis  (bowel  obstruction) 

Brain  tumor-  - 

Acute  alcoholism.. 

Intracranial  hemorrhage 

Aneurysm  of  neck.. 

Accidental  carbon  monoxide  poisoning. 
Gunshot  wound  (cause  undetermined).. 

Fat  embolism  (fracture  of  femur) 

Meningitis... 

Coronary  occlusion 

Infectious  hepatitis 

Virus  pneumonia .-• 

Aneurysm  of  aorta 

Irreversible  insulin  coma 

Aspiration  of  stomach  contents 

Strychnine  poisoning 

Total - 


69 


Source:  Minnesota  maternal  mortality  study. 
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TABLE  VI.— CAUSES  OF  DEATH  AFTER  CRIMINAL  ABORTION  IN  WEDLOCK  AND  OUT-OF-WEDLOCK  PREGNANCY 


Cause  of  death 

Number 

Cause  of  death 

Number 

Septic  abortion _.  

16 

Out-of-wedlock.. 

9 

In  wedlock __ 

Congenital  heart  disease  (in  wedlock) 

Diabetes  w/heart  failure  (out-of-wedlock) 

Total 

4 

9 
7 

In  wedlock  (1  pulmonary  embolism) 

1 
1 

13 

31 

Minnesota  Maternal  Mortality  Study. 


TABLE  VII.— DEATHS  AND  DEATH  RATES 

DUE  TO  SUICIDE  (1950-73) 

Number  of  deaths 

Rate  per  100,000  population 

Pregnant 

Pregnant 

Year 

Total 

Male 

Female 

female 

Male 

Female 

female 

1950 

351 

291 

60 

3 

19.4 

4.1 

0.2 

1951 

291 

306 

233 
254 

58 
52 

0 
1 

15.3 
16.5 

3.9  .. 

3.4 

1952.... .- 

.07 

1953 _. 

302 

239 

63 

3 

15.3 

4.1 

.2 

1954 

312 

258 

54 

1 

16.4 

3.4 

.06 

1955 

297 

304 

246 
246 

51 
58 

0 
1 

15.4 
15.2 

3.2  .. 
3.6 

1956 

.06 

1957 

296 

246 

50 

2 

15.0 

3.0 

.12 

1958 

300 

245 

55 

1 

14.8 

3.3 

.06 

1959 

319 

266 

53 

0 

15.9 

3.1  .. 

1960 

334 

265 

69 

1 

15.7 

4.0 

.06 

1961... 

323 

343 

371 

358 

266 
261 
285 
265 

57 
82 
86 
93 

0 
0 
0 

1 

15.5 
15.1 
16.2 
15.2 

3.3  .. 

4.7  .. 

4.8  .. 
5.2 

1962 

1963 

1964. . 

.06 

1965 

360 

372 

282 
268 

78 
104 

0 

1 

16.1 
15.1 

4.3  .. 
5.7 

1966 

.05 

1967.. 

361 

260 

101 

2 

14.5 

5.4 

.1 

1968 

340 

269 

71 

1 

14.8 

3.8 

.05 

1969 

341 

260 

81 

1 

14.1 

4.3 

.05 

1970 

384 

416 

292 
316 

92 

100 

0 
1 

15.7 
16.7 

4.7  .. 
5.1 

1971 

.05 

1972 

389 

292 

97 

2 

15.3 

4.9 

.1 

19731 

Minnesota  maternal  mortality  study. 
1  Statistics  not  contpleted  as  yet. 


TABLE  VIII.— SUICIDE  IN  THE  OBSTETRIC  PATIENT,  1950-73 


No. 


Age    Parity 


Gestation 


Psych,  diagnosis    Method  of  suicide 


1 36  2-0-1-2 7  weeks  post  partum Schizophrenia...  Jumped  in  front  of  train. 

2 25  O-O-O-O 3  weeks  post  partum Depression Drowning. 

3 39  3-0-0-3 2}^  momtns  post  partum do Hanging. 

4. 26  1-0-0-1 2  months  post  partum do. Gunshot. 

5 34  0-0-0-0 2  months  most  partum do Cutting  throat. 

6 21  O-O-O-O 11  weeks  post  partum do ._  Drowning. 

7 25  3-0-0-3 2  weeks  post  partum do Do. 

8 30  2-0-0-2 2  months  post  partum do Auto  crash  concrete  wall. 

9 24  2-0-0-2 6  weeks  post  partum do Gunshot. 

10 37  4-0-0-4 3  weeks  post  partum Schizophrenia...  Do. 

11 22  l-O-O-l 34  weeks Depression Barbiturate. 

12 19  0-0-0-0 32  weeks do Do. 

13 29  2-0-1-2 25  weeks .do... Carbon  monoxide. 

14 31  Multipara 26  weeks .do Jumped  from  ninth  floor. 

15 22  2-0-0-2 12  weeks do Gunshot. 

16 34  2-0-2-2 33  weeks do Do. 

17 24  1-0-0-1 10  weeks  post  partum.. do Do. 

18 20  0-0-0-0 8  weeks  post  partum .do._ _.         Do. 

19 22  1-0-0-1 11  weeks  post  partum Schizophrenia...         Do. 

20 32  0-0-1-0 2  weeks  post  partum Depression Hanging. 

21 24  0-0-0-0 9  weeks  post  partum do._ Gunshot. 

22. 19  0-0-0-0 334  weeks  post  partum do Phenobarb.,  dilantin. 
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TABLE  IX.— INDUCED  ABORTION'  DEATHS  PER  YEAR 


Year 


1950. 
1951. 
1952. 
1953. 
1954. 
1955. 
195«. 
195'. 
195  J. 
195}. 
1960. 
1961. 
1962. 


Number 


1  All  Illegal  e  (cept  for  the  3  noted. 
'Therapeutk,  1. 
5  Legal. 

Source:  Minnesota  maternal  mortality  study. 


Year 


1963. 
1964. 
1965- 
1966. 
1967. 
1968. 
1969. 
1970. 
1971. 
1972. 
1973. 


Total- 


Number 


2 
2 
1 
2 
1 
0 

23 

1 
1 
0 

31 


31 


TABLE  X.— SOURCE  OF  REPORTING  MATERNAL  DEATHS,  1950-73 


Number 


Death  certificate -- 

Committee  efforts 

Chorionepithelioma  ' - - 

Total : 

1  Not  included  as  a  maternal  death  in  vital  statistics. 
Source:  Minnesota  maternal  mortality  study. 


840 


Percent 


573  68 

241  29 

26  3 


•32 


100 


TABLE  XI.— SOURCE  OF  REPORTING  MATERNAL  DEATHS,  1950-73 

Non- 
Source                                         Obstetric         Percent        obstetric         Percent  Total           Percent 

Committee  efforts — 87                 18               180                 50  267                   32 

Death  certificate 396 82                177 50  573 68 

Total.— - - 48i       100       357       100  840       100 

Source:  Minnesota  maternal  mortality  study. 

TABLE  XII.-ANALYSIS  OF  MATERNAL  DEATH  CERTIFICATES  AS  TO  CAUSE  OF  DEATH-IN  PERCENT,  1950-73 

1950-54         1955-59         1960-64         1965-69  1970-73               Total 

Correct 62                 86                 85                 88  81                80.4 

Incorrect 38                 14                 15                 12  18                19.4 

Source:  Minnesota  maternal  mortality  study. 
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STATEMENT  OF  DR.  ALEX  BARNO,  CLINICAL  PROFESSOR  OF 
OBSTETRICS  AND  GYNECOLOGY,  UNIVERSITY  OF  MINNESOTA, 
MINNEAPOLIS,  MINN. 

Dr.  Barno.  Mr.  Chairman,  my  name  is  Alex  Barno,  M.D.  I  have 
been  a  physician  for  30  years  and  an  obstetrician  and  gynecologist 
from  Minneapolis,  Minn.,  for  the  past  28  years.  I  am  a  clinical  pro- 
fessor in  obstetrics  and  gynecology  at  the  University  of  Minnesota 
School  of  Medicine,  a  past  president  of  the  Minnesota  Obstetrical  and 
Gynecological  Society,  and  a  member  of  the  Central  Association  of 
Obstetricians  and  Gynecologists,  I  am  chairman  of  the  Minnesota 
Maternal  Mortality  Committee  of  the  State  Medical  Association, 
chairman  of  the  Committee  on  Obstetrics,  Gynecology  and  Maternal 
Health  of  the  State  Medical  Association,  and  I  am  a  member  of  the 
Minnesota  Cervical  Cancer  Mortality  Committee.  I  am  a  non- 
Catholic  physician.  I  hope  not  to  talk  too  long.  Some  philosopher 
once  said  that  the  mind  can  only  absorb  what  the  posterior  can  en- 
dure. 

I  am  here  today  in  favor  of  the  Human  Life  Amendment.  These  are 
my  comments,  and  they  do  not  represent  in  any  official  capacity  any 
of  the  aforementioned  organizations. 

Mr.  Chairman,  I  would  like  to  submit  the  following  items  that  I 
have  for  the  written  record:  a  summary  report  on  deaths  and  near 
deaths  of  legal  abortions  by  Dr.  Matthew  Bulfin,  president  of  the 
American  Association  of  Pro-Life  Obstetricians  and  Gynecologists, 
of  which  I  am  a  charter  member;  and  second,  Induced  Abortion,  A 
Documented  Report  of  World's  Literature,  by  Dr.  Thomas  Hilgers, 
a  former  resident  at  the  Mayo  Clinic ;  also,  Abortion  and  Social  Jus- 
tice, by  Hilgers  and  Horan,  especially  for  chapter  4  where  Dr.  Hil- 
gers summarizes  the  world's  literature  regarding  medical  hazards  of 
legally  induced  abortions;  and  finally,  a  report  by  Dr.  Margaret 
Wynn  and  Dr.  Arthur  Wynn  from  England  entitled  Some  Conse- 
quences of  Induced  Abortion  to  Children  Born  Subsequently. 

May  I  present  that  ? 

Senator  Bath.  Without  objection,  it  will  be  put  in  the  record  at  the 
appropriate  place. 

My  presentation  will  be  in  two  parts — some  data  from  the  Minne- 
sota maternal  mortality  study,  which  I  believe  will  be  of  interest  to 
you,  and  some  general  remarks. 

Santayana  stated  that  "those  who  do  not  remember  the  past  are 
condemned  to  repeat  it."  The  pro-abortionists  flooded  the  American 
public  with  scare  tactics  before  the  Supreme  Court  decision,  claiming 
that  there  were  1,000,000  to  1,500,000  criminal  abortions  annually, 
and  that  5,000  to  10,000  women  were  dying  annually  in  the  United 
States  as  a  result  of  induced  abortions.  Statistics  from  Minnesota 
maternal  mortality  study  suggest  that  these  figures  were  grossly  ex- 
aggerated. This  is  a  clinical  research  study  sponsored  by  the  Minne- 
sota State  Medical  Association,  the  Minnesota  State  Department  of 
Health  and  the  Minnesota  Obstetrical  and  Gynecological  Society,  It 
has  been  continuous  since  1950.  I  have  been  involved  with  the  study 
since  its  beginning.  Every  maternal  death  in  the  State  of  Minnesota 
is  studied  in  detail  by  an  ob-Gyn  specialist  field  worker,  going  to  the 
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hospital,  doctor's  office,  etcetera,  and  obtaining  firsthand  all  the  in- 
formation. Final  decisions  are  then  made  at  periodic  meetings  of  the 
committee  as  a  whole,  consisting  of  23  physicians. 

These  decisions  were  the  determinations  of  the  cause  of  death,  criti- 
cism regarding  prenatal  care,  labor  and  delivery  and  postpartum  care 
as  to  whether  the  care  was  contributory  or  not  contributory  to  the 
cause  of  death,  evaluation  of  the  autopsy,  criticism  of  the  death  cer- 
tificate and  birth  certificate,  and  finally  preventability  of  death  and 
responsibility  for  the  death. 

Now,  I  briefly  want  to  go  over  this  because  I  think  it  is  important. 
It  is  a  quality-control  study.  Before  the  study  was  begun,  it  was  out- 
lined in  our  state  medical  journal,  "Minnesota  Medicine."  Each  doc- 
tor was  notified  by  letter.  Each  hospital  administrator  and  chief  of 
staff  of  every  hospital  in  the  State  was  also  notified  by  letter.  The 
cross-matching  techniques  has  been  utilized.  The  death  certificates  of 
all  women  ages  15  through  45  are  cross  checked  against  any  births  or 
stillbirths — additional  cases  are  discovered  since  pregnancy  or  the 
postpartum  state  was  not  mentioned  on  the  death  certificate.  Addi- 
tional cases  were  discovered  through  notification  by  physicians, 
nurses,  social  workers,  medical  students,  hospital  record  room  librar- 
ians and  newspapers.  In  addition,  the  State  Department  of  health 
issued  a  ruling  to  all  hospitals  that  a  maternal  death  should  be  re- 
ported within  3  days  of  occurrence.  Two  of  every  three  deaths  were 
autopsied  and  this  added  to  the  accuracy  of  the  assessment  as  to  the 
cause  of  death. 

Senator  Bath.  That  is  of  abortion-related  deaths? 

Dr.  Barno.  No  ;  I  am  saying  two  out  of  three  are  autopsied  of  all 
maternal  deaths. 

Senator  Bath.  All  maternal  deaths? 

Dr.  Barno.  And  I  will  bring  in  the  abortion  deaths,  sir. 

I  have  presented  to  you  data,  tables  I  through  IX  from  this  study 
for  a  24-year  period,  1950  through  1973,  regarding  rates,  a  break- 
down of  the  causes  of  death,  the  out-of-wedlock  pregnancy  situation, 
the  induced  abortions,  and  the  suicides  in  prgenancy.  During  this  24- 
year  period  of  time  840  maternal  deaths  occurred  in  Minnesota  among 
1,763,702  live  births.  Only  31  of  these  deaths  were  induced-abortion 
deaths  or  1.3  per  year,  28  illegal,  or  1.2  per  year,  2  therapeutic — for 
medical  reasons — and  1  legal  in  1973,  table  IX. 

Automobile  accidents,  48,  are  killing  more  pregnant  patients  in 
Minnesota  than  induced  abortions,  31,  yet  this  does  not  create  such  a 
furor  or  emotional  impact  as  the  abortion  thing  has. 

Senator  Bath.  Do  you  suppose  we  could  amend  the  Constitution 
to  make  it  illegal  to  have  accidental  automobile  deaths  for  pregnant 
women  ? 

Dr.  Barno.  We  could  do  it  better  if  we  could  make  people  wear  seat 
belts. 

Senator  Bath.  Doctor,  I  say  amen  to  that. 

Dr.  Barno.  The  pattern  in  our  State,  i.e.,  the  abortion  pattern  in 
the  State  is  the  same  as  it  has  been,  even  after  the  latter  part  of  the 
sixties  when  some  of  the  States  began  liberalizing  their  abortion 
laws  and  Minnesota  residents  could  go  out  of  State  for  abortions. 

Now,  I  have  the  figures  and  you  can  look  at  that  table,  table  IX. 
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The  pattern  is  about  the  same.  If  the  figure  of  5,000  to  10,000  abor- 
tions per  year  were  true,  Minnesota  should  have  contributed  at  least 
100  to  200  illegal  abortion  deaths  per  year,  yet  we  had  only  1.2  a  year, 
Senator.  The  figure  5,000  to  10,000  then  I  think  was  picked  out  of  a 
Houdini  hat. 

Senator  Bath.  Well,  Doctor,  could  you  tell  me  where  you  have 
seen  that  5,000  or  10,000  figure,  or  that  multi-million  figure  that  you 
have  mentioned  ?  I  had  not  heard  It. 

Dr.  Barno.  It  was  printed  in  all  of  the  media.  It  was  printed  in 
medical  periodicals,  and  so  forth.  It  is  in  the  literature  time  and  again 
before  the  decision  of  the  Supreme  Court. 

Senator  Bath.  Dr.  Tietze,  have  you  seen  that,  sir? 

Dr.  Tietze.  Yes,  sir,  and  I  have  in  this  case,  I  have  to  agree,  and 
yet  I  have  branded  it  as  utter  nonsense  as  early  as  I  believe  1968  or 
1969,  and  many  of  my  friends  who  believe  in  the  freedom  of  decision 
on  abortion  have  reproached  me  for  this  statement.  I  can  also  tell  you 
where  it  comes  from.  It  comes  from  a  paper  written  by  Dr.  Talsick, 
Frederick  Talsick  back  in  1936  where  he  gave  a  figure  of  I  believe 
some  5,000,  and  that  was  subsequently  expanded  to  10,000  because  the 
population  of  the  United  States  had  increased  so  much.  But  the  fig- 
ure is  nonsense  because  the  total  number  of  deaths  of  women  of  repro- 
ductive ages  of  all  ages  in  the  United  States  is  on  the  order  of  50,000, 
and  obviously  not  one-tenth,  let  alone  one-fifth  of  the  women  die  as  a 
result  of  abortion. 

But  even  if  only  500  women  die  or  even  50  because  a  medical  proce- 
dure is  forced  from  the  legal  into  the  illegal  area,  it  would  be  too 
many. 

Senator  Bath.  Well,  Dr.  Tietze,  you  expressed  yourself  very  elo- 
quently previously  on  the  latter  portion,  and  you  and  Dr.  Barno  are 
going  to  come  down  on  opposite  sides  of  that,  but  both  of  you  will 
agree  that  that  10,000  figure  is  poppycock? 

Dr.  Barno.  It  is  erroneous,  yes,  sir. 

Now,  legalizing  abortion  does  not  have  much  to  do  with  decreasing 
maternal  mortality  rates.  The  rates  were  decreasing  before  liberaliza- 
tion of  the  abortion  laws,  as  we  have  seen  and  heard.  While  there 
seems  to  be  a  decrease  in  the  number  of  illegal  abortion  deaths  in 
some  States,  such  as  New  York,  the  number  of  legal  abortion  deaths 
seems  to  have  replaced  these.  Now,  there  are  many  factors  to  account 
for  the  decrease  in  maternal  mortality  rate.  You  asked.  Senator, 
earlier,  the  decrease  in  the  birth  rate,  as  we  know,  better  training  of 
physicians,  better  hospital  organization  of  obstetrical  care,  better  an- 
aesthesia, availability  of  blood,  antibiotics,  better  nurses,  and  so  forth. 
Now,  in  our  own  State  in  Minnesota,  we  think  the  study  itself  was  a 
factor,  a  quality  control  peer  review  mechanism.  We  disseminated  the 
knowledge  that  we  learned  regarding  the  problems  we  found,  and 
their  corrections.  That  is,  we  tried  to  get  at  it  by  educative  methods 
rather  than  by  being  punitive. 

As  our  modalities  of  care  have  improved,  the  medical  indications 
for  therapeutic  abortion  have  dwindled  to  almost  nothing.  Before  the 
Supreme  Court  decision  of  January  20,  1973,  the  proabortionists  kept 
parroting  that  if  we  did  not  abort  these  women,  they  would  kill  them- 
selves. About  75  percent  to  85  percent  of  the  abortions  were  done  on 
the  basis  of  psychiatric  indication,  the  principal  criterion  being  the 
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likelihood  of  suicide.  Again,  however,  data  from  the  Minnesota  study 
indicates  that  this  fear  was  unfounded.  There  were  only  22  suicides, 
one  per  88.168  live  births,  or  less  than  one  per  year.  Sixteen  of  these 
occurred  post  partum  and  only  six  with  the  baby  in  utero.  Pregnant 
patients  commit  suicide  about  six  times  less  frequently  than  non- 
pregnant women  of  the  same  age  group.  No  one  has  ever  shown  that 
aborting  a  woman  cures  psychiatric  disease.  The  first  nine  tables  of 
data  I  have  presented  to  you  are  an  undating  of  a  scientific  paper  of 
mine  which  was  published  in  the  American  Journal  of  Obstetrics  and 
Gynecology  in  1967,  the  reprint  I  also  included  for  your  perusal. 

Some  pertinent  data  is  presented  to  you  in  tables  X,  XI  and  XII. 
Had  we  relied  on  death  certificate  information  alone,  we  would  have 
missed  32  percent  of  the  total  maternal  deaths  and  18  percent  of  the 
obstetrical  deaths,  where  pregnancy  played  a  causative  role,  since 
pregnancy  or  the  post  partum  state  was  not  mentioned  on  the  death 
certificate.  These  additional  deaths  were  discovered  through  commit- 
tee efforts,  setting  up  the  study  in  a  prospective  fashion. 

Now,  analyzing  the  maternal  death  certificates  with  regard  to  the 
cause  of  death  we  found  that  19  percent  were  incorrect — there  was 
no  correlation  between  the  cause  of  death  listed  and  that  determined 
by  the  committee. 

So,  Senator,  with  19  percent  incorrect  to  begin  with  as  a  cause  of 
death  and  18  percent  of  the  obstetrical  deaths  missed  by  relying  on 
death  certificate  information  alone,  one  wonders  about  the  reliabil- 
ity of  some  of  the  biometric  information  we  are  being  fed  today. 
Some  of  this  data  is  inaccurate  because  they  are  making  calcula- 
tions regarding  data  which  I  think  is  inaccurate  to  begin  with. 

Now,  second;  the  second  part  of  my  presentation,  I  would  like 
to  make  a  few  statements. 

The  abortion  issue  is  the  most  divisive  issue  that  has  ever  faced 
medicine.  It  has  produced  a  dichotomy,  a  schism,  a  polarization  of 
a  great  and  honorable  profession  on  the  local.  State,  national  and 
international  level,  especially  within  our  discipline  of  obstetrics 
and  gynecology — alaortionists  in  one  camp  and  prolife  physicians  in 
another.  Our  role  as  physicians  I  think  is  to  protect  and  preserve 
life.  The  physician  is  the  guardian  of  life.  We  are  doing  heart 
transplants,  kidney  transplants,  kidney  dialysis,  and  so  forth,  in 
order  to  save  lives.  Only  in  the  discipline  of  obstetrics  and  gynecol- 
ogy are  we  asked  to  destroy  a  life.  This  I  have  done  three  times 
in  28  years,  and  I  will  do  it  again  when  the  life  of  the  mother  is 
jeopardized,  but  this  is  indicated  very,  very  rarely  in  modern  day 
medicine.  The  unborn  child  is  a  life,  and  its  rights  to  be  bom 
should  be  protected.  This  wanton  destruction  of  human  beings  by 
the  thousands  is  a  debasement,  a  prostitution  of  the  art  and  science 
of  medicine  as  far  as  I  am  concerned.  Dr.  Sigmund  Freud,  the  emi- 
nent psychiatrists,  said,  "We  may  suppose  that  the  final  aim  of  the 
destructive  instinct  is  to  reduce  living  things  to  an  inorganic  state. 
For  this  reason,  we  call  it  the  death  instinct,"  If  I  had  to  coin  one 
word  to  try  to  express  everything  regarding  this  indecent  concept, 
it  would  be  this — it  is  a  phantasmagoria. 

You  have  been  bombarded  with  figures  that  abortion  on  demand 
has  decreased  the  infant  death  rate,  Dr,  Helleger  alluded  to  this — 
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and  I  agree — what  a  paradox — the  more  that  are  destroyed,  the 
less  there  will  be  available  for  the  live  birth  status  for  the  statistics 
for  perinatal  mortality.  This  is  a  schizophrenia.  These  destroyed 
babies  should  rightly  be  included  in  the  statistics  as  iatrogenic 
deaths — doctor  produced  deaths. 

Senator  Bath.  Doctor,  excuse  me.  You  have  defined  iatrogenic 
deaths  as  being  doctor  induced. 

Before  you  go  on  here,  I  wonder  if  you  could  elucidate  for  the 
committee  what  is  phantasmagoria? 

Dr.  Barno.  Senator,  phantasmagoria  is  apparitions  in  fantasy- 
land,  unreal  dreams.  This  whole  thing  is  an  unreal  dream,  an  appari- 
tion, incoherencies  and  what-nots  in  fantasyland.  That  is  my  coin- 
ing of  this  whole  concept  of  an  abortion. 

Senator  Bath.  Thank  you,  and  excuse  me  for  interrupting.  You 
just  had  me  there. 

Dr.  Barno.  That  is  quite  all  right  . 

You  have  been  bombarded  with  the  concept  that  doctor  produced 
abortions  are  much  safer  regarding  the  possibility  of  maternal  death 
than  the  "back  alley  abortionists."  In  a  recent  article  from  the  Bul- 
letin New  York  Academy  Medicine  49 :  804,  1973,  entitled  "Impact 
of  the  Liberalized  Abortion  law  in  New  York  City  on  Deaths  As- 
sociated with  Pregnancy:  A  Two- Year  Experience"  by  Pakter, 
O'Hare,  Helpern,  and  Nelson,  they  reported  29  maternal  deaths — 
16  associated  with  legal  and  13  with  illegal  abortions.  It  seems 
that  doctors  kill  more  women  than  the  so-called  "back  alley  abor- 
tionists," if  I  can  understand  the  arithmetic,  16. 

Senator  Bath.  Well,  Doctor,  let  us  be  accurate  here.  Before  that 
statistic  goes  into  the  record,  I  want  to  know  the  total  number  of 
illegal  performed  operations  compared  to  the  total  number  of  those 
performed  legally.  Just  the  number  of  deaths  alone  could  be  mislead- 
ing, could  it  not? 

Dr.  Barno.  That  is  right,  it  could  be  misleading,  sir,  they  have 
so  many  per  thousand  or  100,000  abortions,  but  you  see,  we  do  not 
have  figures.  Senator,  for  illegal  abortions.  Illegal  abortionists  do 
not  give  us  any  kind  of  figures.  We  do  not  have  that  available. 

Seantor  Bath.  Well,  I  am  going  to  try  to  pursue  that  with  Dr. 
Tyler  and  his  data  collection  system.  He,  as  you  heard,  confessed 
that  it  was  difficult  to  get  an  accurate  count  on  that.  But  I  would 
assume,  in  the  State  of  New  York,  in  light  of  everything  else  we 
know,  that  there  had  to  be  significantly  more  legal  abortions  than 
the  New  York  definition  of  an  illegal  abortion. 

Is  that  not  fair? 

Dr.  Barno.  That  is  correct,  sir,  they  did  more  legal  abortions, 
certainly,  but  we  have  no  figures  on  how  many  illegal  abortions 
were  done.  It  might  have  been  just  the  same. 

We  do  not  have  that  figure. 

Senator  Bath.  How  do  you  reasonably  come  to  that  conclusion? 

Dr.  Barno.  No,  sir,  I  say  it  might  be.  I  cannot  say  that  with  any 
finality. 

Senator  Bath.  Well,  if  you  look  at  the  increased  rate  in  legal 
abortions  in  New  York  during  that  period,  compared  to  what 
transpired  prior  to  that  period,  I  do  not  see  how  one  could  logically 
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assume  that  there  might  have  been  as  many  illegal  abortions  during 
that  period  as  there  were  legal  abortions. 

I  am  looking  for  facts,  and  everybody  can  make  their  own  judg- 
ment, but  I  want  as  much  of  this  phantasmagoria  eliminated  as  is 
possible. 

Dr.  Barno.  Yes,  sir,  yes,  sir,  I  would  agree  with  that,  but  I  still 
say  we  do  not  have  those  figures  on  how  many  illegal  abortions 
were  done.  We  were  bombarded  earlier  before  the  Supreme  Court 
decision  that  there  were  a  million  to  a  million  and  a  half.  There  is 
no  way  of  finding  out,  because  as  I  said,  the  illegal  abortionists  do 
not  publish  their  figures. 

Senator  Bath.  Well,  please  proceed,  sir.  I  did  not  mean  to  inter- 
rupt, I  just  thought  we  were  stretching  the  obvious  conclusion. 

Dr.  Barno.  No,  sir,  making  the  abortions  available  to  the  indi- 
vidual does  not  eliminate  illegal  abortions.  This  has  been  shown  to 
be  true  in  Sweden,  I  think  Dr.  Tietze  alluded  to  that,  in  a  paper 
in  the  American  Journal  of  Public  Health,  it  has  been  shown  to 
be  true  in  Norway,  Denmark,  Czechoslovakia  and  Hungary.  It 
would  seem  to  me.  Senator,  that  the  answer  to  this  whole  abortion 
controversy  as  pregnancy  prevention  instead  of  pregnancy  destruc- 
tion— there  is  an  old  saying  that  an  ounce  of  prevention  is  worth  a 
pound  of  cure. 

Senator  Bath.  Excuse  me.  Doctor,  I  just  want  to  narrow  this 
down.  Before  we  go  on,  I  would  like  to  keep  the  record  as  con- 
sistent as  we  can  here,  and  relevant  from  page  to  page. 

The  statement,  "this  has  been  shown  to  be  true  in  Norway,  Den- 
mark, Czechoslovakia  and  Hungary,"  is  that  based  on  the  same 
premise  that  you  used  to  reach  the  conclusion  of  the  facts  in  the 
United  States? 

Dr.  Barno.  I  would  say  so.  We  have  so  many  legal  abortions,  we 
have  so  many  illegal  abortions.  I  cannot  sa,j  that  we  have  the  accu- 
rate amount,  the  exact  number  of  illegal  abortions  done,  but  from 
what  we  can  read,  it  has  not  eliminated  illegal  abortions  by  legal- 
izing abortions. 

Senator  Bath.  All  right.  But  prior  to  that  time  you  made  the 
statement,  that  doctors  kill  more  women  than  the  so-called  "back 
alley  abortionists,"  then  you  go  ahead  and  talk  about  the  same 
being  true  in  Sweden,  Norway,  Denmark,  Czechoslovakia  and 
Hungary. 

Dr.  Barno.  Yes,  sir,  I  think  we  are  goin^  to  see  as  the  thing  un- 
folds that  doctor  produced  abortions  are  going  to  be  a  big  figure.  It 
has  just  been  in  effect  here.  Senator,  only  since  January,  since  the 
Supreme  Court  decision. 

We  do  not  have  the  final  figures  about  how  many  there  are,  but 
I  can  predict  it  will  be  quite  a  few. 

Birth  control  is  a  reality  in  today's  world — we  have  the  pill,  the 
intrauterine  device,  the  diaphragm  that  we  all  know  of,  the  vasec- 
tomy in  the  male  and  tubal  ligation  in  the  female,  as  is  desired. 

In  closing  I  would  like  to  quote  Camus.  This  is  from  a  publica- 
tion by  Dr.  G.  A.  Gehred  from  Rochester,  N.Y.  Camus  said  in 
"Letters  to  a  German  Friend" : 
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I  continue  to  believe  that  the  world  has  no  ultimate  meaning.  But  I  know 
that  something  in  it  has  meaning,  and  that  is  man,  because  he  is  the  only  creature 
to  insist  on  having  one.  This  world  has  at  least  the  truth  of  man,  and  our  task 
is  to  provide  its  justification  against  fate  itself. 

And  it  has  no  justification  but  man ;  hence  he  must  be  saved  if  we  want  to 
save  the  idea  we  have  of  life.  With  your  scornful  smile,  you  will  ask  me,  what  do 
you  mean  by  saving  man?  And  with  all  my  being,  I  shout  to  you  that  I  mean  not 
mutilating  him. 

If  life  has  any  intrinsic  value,  then  I  think,  Senator,  abortion  is 
just  such  mutilation. 

Now,  if  I  might  comment  regarding  two  things.  First,  I  want  to 
comment  regarding  Dr.  Tietze's  figures  of  1  to  4  deaths  per  100,000 
abortions  versus  18  deaths  per  100,000  life  births,  that  is  in  the  first 
trimester  how  safe  abortion  is. 

Now  in  the  first  place,  the  1  to  4  deaths  per  100,000  abortions  is 
not  the  same  comparison  as  18  deaths  per  100,000  live  births  that  is 
usually  given  now.  He  cleaned  out  the  abortion-related  deaths  since 
most  people  quote  these,  because  this  latter  figure  includes  the  num- 
ber of  abortion-related  deaths,  and  then  they  are  including  the 
statistic  with  which  they  are  trying  to  compare  it  with. 

Now,  second,  the  figure  of  1  to  4  per  100,000  abortions  is  mostly 
from  the  Communist  countries  under  regimented  control,  highly 
efficient,  robot,  automated  production  lines.  Now  this  is  not  the  same 
as  is  happening  in  New  York,  California,  Minnesota,  or  Colorado 
where  these  abortions  are  done  by  various  doctors  in  various  set- 
tings, in  various  milieu  and  some  of  the  settings  are  not  so  good,  I  do 
not  think. 

Finally — or  third — I  quote  you  an  article  from  Yugoslavia,  from 
Skopje  University  by  Jurokowskij — "Complications  Following  Le- 
gal Abortions,"  Proceedings  of  the  Eoyal  Society  of  Medicine,  1969, 
and  abortion  mortality  in  the  first  trimester  of  25  per  100,000  abor- 
tions or  6  to  25  times  the  rate  quoted  by  Dr.  Tietze.  I  am  certainly 
not  questioning  Dr.  Tietze's  integrity  in  any  way. 

I  would  also  like  to  coment  regarding  Dr.  Tyler.  He  said  legal 
abortions  would  continue  to  reduce  the  maternal  mortality  rate. 
Well,  the  maternal  mortality  rate,  as  I  alluded  to  earlier,  was  de- 
clining even  before  abortion  was  legalized,  and  he  said  that  there 
were  no  studies  on  abortion-related  deaths. 

We  published  this  before  and  this  is  brought  up  to  date  now.  His 
abortion-related  figures  were  quite  high,  and  our  Minnesota  quality 
control  study  show  these  figures  to  be  low.  I  would  just  like  to 
briefly  quote  these  to  you.  Senator.  In  1972,  we  had  18  maternal 
deaths  and  we  had  no  abortion  deaths.  In  1971,  we  had  19  maternal 
deaths  and  5  of  these  19  were  in  the  abortion  category,  26  percent. 
Two  of  the  19  were  in  the  obstetrical  category  or  this  is  where  they 
belong,  10  percent  in  the  obstetrical  category. 

In  the  1970  study,  2  of  17,  or  12  percent  are  in  the  abortion- 
related  category  as  far  as  the  production  of  maternal  deaths. 

Thank  you  very  much  for  this  opportunity. 

Senator  Bath.  Thank  you  very  much.  Doctor. 

You  mentioned  the  suicide  situation. 

Dr.  Barno.  Yes  sir. 

Senator  Bath.  Your  statistics  were  the  suicide  rate  of  all  births, 
were  they  not? 
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Dr.  Barno.  These  were  the  suicides  in  pregnancy  and  in  the  3 
months  post-partum  state  of  every  woman  in  Minnesota  that  we 
could  find.  . 

Senator  Bayh.  The  argument  as  I  try  to  envision  it  now,  is  if  you 
are  forced  to  have  a  child  you  do  not  want,  you  are  liable  to  com- 
mit suicide.  Now,  it  seems  to  me  for  that  to  be  relevant  we  have  to 
confine  the  suicide  rate  to  that  group  who  are  then  forced  to  go 
ahead  and  have  an  unwanted  child  and  not  commingle  all  of  those 
mothers  in  the  whole  State,  most  of  whom  have  wanted  children. 

Dr.  Barno.  Yes,  sir.  Of  those  22  suicide  deaths,  20  of  those  people 
were  married,  only  2  were  out-of-wedlock  pregnancies  where  you 
could  suppose  that  maybe  they  wanted  to  commit  suicide  because 
they  could  not  get  an  abortion.  But  from  all  of  the  details  that  we 
could  get  from  all  of  our  careful  analysis,  not  a  single  one  of  those 
women  asked  for  an  abortion. 

Senator  Bath.  Doctor,  with  your  expertise,  could  you  help  us  in 
our  search  to  find  the  answer  to  the  problem  of  when  a  life  specif- 
ically is  created,  when  a  human  being  first  starts  to  become  a  human 
being. 

What  is  your  definition  of  that  moment? 

Dr.  Barno.  Yes,  sir.  I  think  that  life  begins  at  the  beginning  and 
it  ends  at  the  end. 

Senator  Bayh.  I  cannot  argue  with  you  on  that. 

Dr.  Barno.  It  begins  with  the  fertilization  when  the  sperm  unites 
with  the  egg  and  a  whole  new  human  life  is  created,  and  then  it  is 
a  continuum.  It  goes  all  the  way  on  through;  the  embryologists 
have  all  documented  this,  and  then  it  comes  out  in  a  nice  little  pack- 
age. 

It  is  called  a  human  being. 

Senator  Bath.  And  you  feel  that  the  moment  that  you  would  de- 
scribe as  the  beginning  would  be  the  fertilization  process,  the  join- 
ing of  the  egg  and  the  sperm? 

Dr.  Barno.  Yes,  sir. 

Senator  Bayh.  Would  you  care  to  give  us  you  thoughts  as  to  how 
you  believe  an  intrauterine  device  operates  to  prevent  pregnancy. 

Dr.  Barno.  Senator,  there  has  been  quite  a  bit  written  about  this. 
Margulies,  the  man  who  reincarnated  or  brought  forth  the  lUD 
that  was  used  in  Europe  long  before  it  was  popularized  here,  states 
he  does  not  know  the  mechanism. 

There  is  a  tremendous  monograph  by  Dr.  Moyer  who  is  professor 
of  obstetrics  and  gynecology  and  experimental  pathology  at  the 
University  of  Southern  California.  He  gives  all  sorts  of  theories. 
The  theories  vary  from  destruction  of  the  sperm,  incapacitation  of 
the  sperm,  variability  with  regard  to  tubal  motility,  even  inhibition 
of  ovulation. 

There  are  all  sorts  of  theories,  and  I  can  only  say  to  you.  Sen- 
ator, that  it  is  unknown,  the  mechanism  as  we  know  it  now  is  un- 
known. The  great  Dr.  Allan  Barnes,  former  professor  at  Johns 
Hopkins  has  written  a  nice  treatise  on  the  lUD's,  and  he  himself 
says  it  is  not  an  abortifacient.  I  myself  am  convinced  it  is  not  an 
abortifacient,  if  it  were,  I  would  not  use  it. 

Senator  Bayh.  What  about  what  is  commonly  known  as  a  morn- 
ing after  pill?  How  does  that  function? 
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Dr.  Barno.  Well,  here  again,  the  man  who  popularized  the 
morning  after  pill  is  Dr.  Morris  at  Yale  who  did  his  preliminary 
work  in  monkeys  and  followed  through  in  human  beings.  Again, 
he  states  he  does  not  know  the  mechanism  of  the  morning  after  pill. 
It  is  pregnancy  prevention. 

So  all  I  can  say  is  that  we  do  not  know  the  answer  to  that.  We 
do  not  know  the  full  mechanism. 

Senator  Bath.  Do  you  have  any  personal  thoughts  on  that?  You 
say  you  do  not  know  how  it  works? 

Dr.  Barno.  No,  sir ;  I  do  not  know  how  it  works. 

Senator  Bath.  Thank  you,  Doctor,  I  think  we  have  inconvenienced 
you  enough.  We  appreciate  your  adding  to  our  efforts  here. 

Dr.  Barno.  I  thank  you  for  the  opportunity  for  being  here, 
Senator. 

Senator  Bath.  Thank  you  very  much. 

Our  next  hearings  will  be  May  7  at  2  p.m.  and  we  will  recess 
until  that  time. 

[Whereupon,  at  1 :10  p.m.,  the  hearings  were  recessed  to  recon- 
vene Tuesday,  May  7,  1974,  at  2  p.m.] 
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TUESDAY,  MAY  7,   1974 

U.S.  Senate, 
Stjbcommittee  on  Constitutional  Amendments 

OF  THE  Committee  on  the  Judiciary, 

Washington,  D.G. 

The  subcommittee  met,  pursuant  to  recess,  at  2 :15  o'clock  p.m.,  in 
room  1202,  Dirksen  Senate  Office  Building,  Senator  Birch  Bayh 
(chairman  of  the  subcommittee)  presiding. 

Present:  Senators  Bayh   (presiding),  Burdick,  Fong,  and  Cook. 

Also  present:  J.  William  Heckman,  Jr.,  chief  counsel;  and 
Abby  Brezina,  chief  clerk. 

Senator  Bath.  May  we  come  to  order,  please? 

Our  first  witnesses  today,  we  could  say,  comprise  an  international 
panel.  I  ask  that  they  consent  to  appear  together  to  give  us  a  com- 
prehensive discussion  of  their  point  of  view  on  this  issue :  Dr.  Albert 
W.  Liley,  Post  Graduate  School  of  Obstetrics  and  Gynecology,  the 
University  of  Auckland,  National  Women's  Hospital,  Auckland, 
New  Zealand ;  and  Prof.  Jerome  Lejeune,  professor  of  fundamental 
genetics.  Medical  College  of  Paris,  in  Paris,  France. 

The  witnesses  will  be  introduced  by  Dr.  Watson  A.  Bowes,  the 
Division  of  Perinatal  Medicine,  the  University  of  Colorado. 

Dr.  Bowes,  would  you  please  proceed? 

STATEMENT  OF  DR.  WATSON  A.  BOWES,  DIVISION  OF  PERINATAL 
MEDICINE,  UNIVERSITY  OF  COLORADO,  BOULDER,  COLO. 

Dr.  BowES.  Thank  you.  Senator  Bayh. 

Distinguished  members  of  the  committee,  as  an  American  phys- 
ician deeply  concerned  about  the  abortion  issue  and  its  effect  on 
the  lives  of  the  unborn,  it  is  a  great  privilege  to  welcome  to  this 
country  and  to  introduce  to  this  committee  two  of  the  most  prom- 
inent scientists  in  the  field  of  reproductive  medicine. 

Early  in  my  training  as  an  obstetrician-gynecologist  at  the  Uni- 
versity of  Colorado  Medical  Center,  I  was  called  upon  to  perform 
a  number  of  abortions  on  women  suspected  of  having  rubella  m 
early  pregnancy.  It  was  in  the  performance  of  these  abortions  that 
I  was  faced  with  the  realization  that  as  a  physician  I  was  treating 
a  disease  by  killing  the  patient  with  the  disease. 

It  required  only  minimal  reflection  to  be  reminded  of  the  enor- 
mous accumulation  of  unassailable  scientific  evidence  that  testifies 
to  the  humanity  of  the  fetus  in  utero.  For  at  precisely  the  same  time 
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we  were  called  upon  to  perform  abortions,  we  were  also  performing 
the  first  intrauterine  fetal  transfusions  in  Colorado  for  Rhesus  dis- 
ease, a  procedure  developed  by  Dr.  Liley,  who  is  with  us  today. 
How  was  I  to  rationalize  vigorous  efforts  to  treat  and  save  one 
human  fetus  with  a  congenital  disorder  on  one  day  and  on  the  next 
kill  the  fetus  with  a  congenital  disorder  that  I  could  not  correct? 

The  scientific  evidence  for  the  growth  and  development  of  human 
life  before  birth  is  incontrovertible.  Today  you  will  hear  that  evi- 
dence presented  by  two  outstanding  scientists  with  international  rep- 
utations in  their  fields. 

Dr.  Jerome  Lejeune  is  professor  of  fundamental  genetics,  faculty 
of  medicine,  at  the  Universite  Rene  Descartes  in  Paris.  His  many 
contributions  to  fundamental  human  genetics  are  recognized 
throughout  the  world.  His  descriptions  of  the  chromosome  abnor- 
malities in  Down's  Syndrome,  Mongolism,  were  instrumental  in  our 
understanding  of  chromosomal  disorders.  He  is  the  author  of  a 
widely  acclaimed  textbook  of  human  chromosomes,  as  well  as  in- 
numerable contributions  to  scientific  journals.  His  accomplishments 
have  been  acknowledged  by  awards  from  prestigious  societies,  both 
in  our  country  and  his  own,  including  the  Kennedy  Award  and  the 
"W'lUiam  Allen  Memorial  Medal  from  the  American  Society  of  Hu- 
man Genetics. 

I  have  known  Sir  William  Liley  since  1965  because  of  our  mutual 
interest  in  fetal  transfusion  for  the  treatment  of  Rhesus  affected 
infants.  Dr.  Liley  has  degrees  in  both  medicine  and  neurophysiology. 
He  is  perhaps  most  widely  known  for  having  first  successfully 
performed  a  transfusion  for  the  fetus  in  utero.  But  his  numerous 
contributions  in  the  field  of  human  fetal  physiology  have  enor- 
mously broadened  our  understanding  of  intrauterine  life.  Dr. 
Liley's  research  has  been  conducted  at  the  Postgraduate  School  of 
Medicine  in  Auckland,  New  Zealand,  from  which  have  come  his 
extensive  contributions  to  the  scientific  literature. 

It  is  a  great  pleasure  to  present  to  the  committee  Dr.  Jerome 
Lejeune  and  Dr.  William  Liley. 

Senator  Bayh.  Gentlemen,  have  you  decided  how  you  are  going 
to  proceed? 

Is  there  some  seniority  system  in  international  expertise  such  as 
is  represented  here? 

Dr.  BowES.  Senator  Bayh,  in  the  development  of  a  human  being, 
Dr.  Lejeune  comes  first. 

Senator  Bath.  All  right. 

STATEMENT  OF  DR.  JEROME  LEJEUNE,  PROFESSOR  OF  FUNDA- 
MENTAL GENETICS,  MEDICAL  COLLEGE  OF  PARIS,  PARIS, 
FRANCE 

Dr.  Lejeune.  Mr.  Chairman  and  members,  please  excuse  my  poor 
English. 

I  am  a  doctor  of  medicine,  and  I  take  care  of  disabled  children  in 
the  Sick  Children's  Hospital  in  Paris.  After  10  years  of  pure  sci- 
entific research,  I  became  professor  of  fundamental  genetics. 

I  am  a  human  geneticist,  and  that  is  the  reason  why  I  try  to  re- 
main human  when  I  am  dealing  with  genetics.  Having  found  with 
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my  coworkers  that  there  was  an  extra  chromosome  which  was  pro- 
ducing a  disease  called  mongolism,  I  had  the  great  honor  to  receive 
the  Kennedy  Award  here  in  this  country  from  the  late  President. 
And  also  I  had  the  great  honor  of  having  the  William  Allen  Memo- 
rial Medal  from  the  Society  of  Genetics  of  America.  That  is  one 
of  the  reasons  why  I  feel  that  I  am  here  trying  to  give  back  to  the 
United  States  some  scientific  data.  I  owe  so  much  to  your  country 
for  our  scientific  research.  .  .        -^1,^4.1, 

The  point  which  is  the  main  point  for  geneticists  is  that  tne 
transmission  of  life  is  a  very  paradoxical  phenomenon.  We  are  en- 
tirely sure  that  the  link  between  the  parents  and  the  children  is  at 
every  moment  material,  because  it  is  from  the  ovum  fertilized  by 
the  sprmatazoa  from  the  father  that  the  new  human  being  will 
emerge.  But  we  know  with  exactly  the  same  degree  of  certainty  that 
no  molecule,  no  particle  of  matter,  which  was  in  the  first  cell  will 
be  transmitted  to  the  next  generation.  Then,  obviously,  what  is 
transmitted  is  not  matter  by  itself,  but  is  something  which  is  sup- 
ported by  the  matter,  that  is,  bits  of  information. 

I  do  not  think  it  is  necessary  that  we  review  the  whole  machinery 
of  the  coded  molecule,  DNA,  ENA,  protein,  and  so  on,  to  under- 
stand that  this  paradox  of  reproduction  is  found,  not  only  m  liv- 
ing things  but  in  every  system  of  reproduction.  To  take  an  example, 
when  you  want  to  reproduce  a  statue,  during  the  process  of  casting, 
there  is  always  a  contiguity  of  molecules,  or  particles  of  matter, 
between  first  the  statue  and  the  cast,  and  secondarily  between  the 
cast  and  the  replica.  But  what  is  replicated?  It  is  not  the  matter, 
because  the  statue  was,  for  example,  of  marble  and  the  replica  will 
be  of  plastic.  What  is  replicated  is  a  form  that  the  genius  of  the 
sculptor  had  imprinted  on  the  matter. 

Another,  maybe  more  familiar  example,  would  be  to  look  at  what 
happens  when  we  record  a  symphony  on  a  magnetic  tape.  Let 
us  suppose  that  you  record  the  Little  Night  Music  of  Mozart  on 
a  tape.  If  you  put  the  tape  on  the  machine,  then  the  machine  will 
play  the  Little  Night  Music.  But  what  is  important  is  that  which  is 
on  the  tape ;  there  are  no  musicians  and  there  are  even  no  notes  of 
music.  What  is  there  is  just  a  minute  change  of  magnetism  making 
a  code  which  is  read  by  the  machine. 

And  it  is  exactly  in  that  same  way  that  the  human  existence  is 
played.  That  is,  once  the  full  information  is  in  the  system,  then 
the  system  is  triggered,  and  the  human  is  formed  in  perfect  con- 
formity to  its  own  program.  But  here,  this  analogy  vanished,  be- 
cause the  tape  which  dictates  all  our  specifications  is  incredibly 
small,  because  it  is  reduced  to  a  molecule  of  DNA.  To  give  an  idea 
of  this  minuteness,  we  should  remember  that  this  thread  is  1  yard 
long  but  is  coiled  so  tightly  that  it  would  fit  very  neatly  on  the 
point  of  a  needle. 

Nevertheless,  in  this  tape  is  written  all  our  characteristics.  It  we 
could  read  it  directly,  we  would  see,  for  example,  that  it  is  writ- 
ten: Thou  Shalt  be  blond;  thou  shalt  have  hazel  eyes;  and  thou  shall 
live,  say,  80  years,  if  no  road  accidents  end  it ;  and  so  on.  All  these 
instructions  give  the  full  description  of  a  human  being. 

To  give  you  a  physical  impression  of  this  minuteness,  I  could 
take  another  example.  If  we  had  all  the  threads  which  will  deter- 
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mine  every  one  of  the  qualities  of  every  person,  let  us  say  3  billion 
of  them,  this  quantity  of  matter  if  we  were  putting  it  on  the  table 
here  would  fit  neatly  in  one  aspirin  tablet. 

The  very  fact  that  we  develop  ourselves  during  9  months  under 
the  bodily  protection  of  our  mother  does  not  change  anything,  as 
you  could  immediately  notice  looking. at  the  egg  of  a  hen.  It  does 
not  matter  if  the  egg  is  incubated  by  the  fowl  or  by  an  electrically 
heated  device.  The  chicken  is  there,  and  it  is  the  same  chicken. 
That  means  that  if  someday  somebody  was  able  to  grow  a  human 
being  inside  a  test  tube,  the  test  tube  would  never  believe  that  it  is 
the  proprietor  of  this  tiny  human  being. 

Maybe  such  a  reduction  of  the  human  being  to  its  very  nature  does 
not  look  very  acceptable,  not  very  palatable,  and  maybe  not  intui- 
tively acceptable.  But  this  is  a  description  of  molecular  genetics ;  it  is 
not  a  pretension  of  the  scientist.  Let  us  suppose  that  a  new  student  has 
to  listen  to  the  Little  Night  Music  of  Mozart ;  then  he  must  listen  to  the 
whole  thing  in  order  to  understand  what  it  is  and  to  recognize  it.  But, 
now,  if  he  is  a  professional,  a  music  lover,  after  the  first  bar  he  will  say, 
"Oh,  that  is  Mozart,"  and  after  the  third  he  could  tell  you  the  title.  It  is 
exactly  the  same  with  scientists.  Because  they  know  the  human 
symphony,  they  can  recognize  it  at  its  first  actions,  even  if  it  needs 
a^  lot  of  various  movements  until  everybody  can  understand  it. 

Those  infinitesimal  threads  in  which  all  the  genetic  information 
of  every  human  being  is  carefully  spelled  out  are  coiled  tightly  in 
little  bodies  that  we  call  chromosomes,  exactly  like  a  magnetic  tape 
inside  the  cartridge  of  a  minicassette.  And,  let  us  say,  15  years  ago 
nobody  in  the  world  would  have  been  able  to  tell  the  difference 
between  a  cell  of  man  and  a  cell  of  a  chimpanzee.  Aroimd  10  years 
ago.  just  the  counting  of  the  chromosomes  would  have  told,  if  there 
are  46,  it  is  a  man ;  if  there  are  48,  it  is  a  chimpanzee.  But,  since  a 
year  ago,  we  are  able  to  decipher  inside  the  chromosome,  to  recog- 
nize their  particular  patterns.  To  give  you  a  simple  example,  if  a 
student  now  was  presented  a  dividing  egg,  at  the  first  division,  if 
the  preparation  was  good,  and  put  under  the  microscope,  he  should 
be  able  to  tell  this  one  is  a  human  being  and  this  one  is  a  chimpanzee. 
If  he  could  not  recognize  that,  he  would  not  be  licensed  as  a  good 
cytogeneticist.  That  was  not  true  10  years  ago,  but  it  is  true  now. 

But  can  we  say — and  it  is  possibly  the  most  important  point — 
that  this  tiny  human  being,  which  is  entirely  spelled  out  in  the 
genetic  code,  is  already  an  individual?  An  individual  can  be  de- 
fined by  two  qualtites ;  an  individual  is  one  in  the  sense  that  it  is  the 
same  individual  in  every  part  of  its  body ;  and  secondly,  an  individual 
is  unique  in  the  sense  that  no  one  else  in  the  world  is  so  identical  to  him 
that  he  could  replace  him  exactly. 

Then  we  have  to  ask  whether  this  unity  and  uniqueness  is  present 
at  the  beginning  of  the  human  being.  Obviously,  it  must  be  pres- 
ent, but  what  is  important  is  that  pathology  can  tell  us  what  hap- 
pens when  those  qualities  are  not  there.  We  know  that  very  rarely, 
maybe  once  in  every  million  births,  people  are  born  with  a  mixture 
of  cells.  Some  cells  are  of  the  male  type ;  they  have  X  and  Y  chromo- 
somes— we  can  recognize  them  safely — and  others  are  XX,  they  have 
two  X's,  they  are  the  female  type.  And  those  people  built  with 
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those  two  populations  of  cells  are  simultaneously  furnished,  if  I  can 
say,  with  the  male  attributes  of  Hermes  and  the  feminine  ones  of 
Aphrodite;  then  we  call  them  hermaphrodites. 

What  is  important  is  that  those  people  have  two  different  gen- 
etic contributions,  because  there  appears  to  have  been  the  fission  of 
two  fertilized  eggs,  one  which  would  have  given  a  boy,  one  which 
would  have  given  a  female. 

Now,  we  must  ask  at  what  moment  this  fission  of  two  different 
natures  in  one  individual  is  still  possible.  From  what  we  know  at 
the  moment  in  science,  we  are  reasonably  sure  that  this  accident  oc- 
curred in  man  at  the  moment  of  the  production  of  the  female  cell. 
And  instead  of  losing  a  tiny  cell  which  should  be  lost,  which  we 
call  the  polar  body,  the  first  primary  cell  splits  into  two  cells  of 
the  same  size  which  are  fertilized  each  by  different  spermatazoa; 
hence,  this  exception  to  unity  of  the  organism. 

The  contrary,  that  is  the  exception  to  uniqueness,  that  no  other 
is  like  him,  is  much  more  common,  like  the  one  of  the  twins.  Twins 
are  two  persons  coming  from  one  fertilized  egg  which  has  split  and 
given  two  individuals.  Now,  we  must  ask  at  what  moment  that  can 
still  occur.  We  know  for  sure  that  after  the  neural  crest,  which  is  the 
beginning  of  our  nervous  system,  has  been  delineated  in  the  embryo, 
no  splitting  of  the  embryo  into  two  embryos  is  possible.  That  puts 
the  latest  possibility  at  13  days  after  fecundation.  But  it  is  very 
likely  from  what  we  know  that,  in  fact,  the  splitting  occurs  much 
earlier  than  that.  It  is  very  likely  that  it  occurs  at  the  time  of  the 
two  or  four  cells  of  the  dividing  embryo;  that  means  24  hours  or 
maybe  2  days  after  fertilization. 

These  remarks  can  really  make  you  feel  that  it  is  too  theoretical. 
But  what  is  very  remarkable  is  that  human  beings  who  do  not  know 
anything  about  "genetics  can  feel  directly  those  realities  if  they  are 
in  special  situations.  For  example,  it  happens  sometimes  that  an  egg 
which  is  XY  and  is  bound  to  be  a  boy,  and  which  will  split  to  give 
two  twins — it  should  be  two  boys — it  happens  sometimes  that  at  the 
moment  of  the  splitting,  one  of  the  chromosomes  is  lost,  and  if  it  is 
a  Y  chromosome — the  one  which  gives  maleness — then  the  two  twins 
coming  from  the  same  cell  will  be  different.  One  will  be  a  boy,  as  it 
should,  and  the  other  will  lack  the  masculine  shift,  and  it  will  be  an 
imperfect  feminine  person,  which  we  call  the  Turner  syndrome. 
They  are  obviously  normal  individuals  as  far  as  their  intelligence  is 
concerned,  bodily  "development  is  concerned,  which  is  very  important. 

One  girl  affected  by  that  disease,  who  was  a  cotwin  of  a  normal 
boy,  was  suffering  from  a  very  curious  psychological  trouble.  She 
was  complaining  that  she  did  not  want  to  look  at  herself  in  a  mirror, 
because,  she  said,  "I  am  afraid  that  I  will  see  my  brother."  And  it 
was  not  a  kind  of  abnormality  of  mind;  she  had  an  extraordinary 
intuition,  and  a  very  typically  feminine  one,  because  she  was  really  a 
part  of  her  brother,  with  a  "Y  chromosome  excluded.  So  she  could 
feel  the  reality  of  her  own  history,  and  at  that  moment  nobody  in 
the  world  knew  how  those  extraordinary  twins  could  have  happened. 

That  proves  that  as  far  as  human  genetics  is  concerned,  we  know 
that  a  human  begins  at  the  beginning.  And  what  is  more  important, 
that  if  you  need  to  have  all  the  scientific  data  to  be  a  scientist  at  all 
to  know  it  with  certainty  a  little  later.  \ 
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I  will  take  an  example,  and  I  will  finish  with  that.  When  the  little 
human  being  is  2  months  old— that  is,  2  months  after  fecundation- 
its  length  from  the  head  to  the  rump  is  something  like  3  centimeters, 
half  of  my  thumb.  At  that  moment,  the  whole  individual  would  fit 
neatly  inside  a  nutshell.  If  I  had  it  in  my  fist  you  could  not  notice  I 
had  anything  in  my  fist,  and  I  could  even  squash  him  and  you  would 
not  see  it.  But  if  I  were  to  open  my  hand,  you  could  see  the  whole, 
tiny  human  being  there — hands,  feet,  head,  organs,  brain,  everything 
in  place.  If  you  looked  very  closely  at  this  very  tiny  fellow,  you  could 
look,  for  example,  at  the  palms,  you  could  detect  the  creases  of  the 
palms,  and  you  could  tell  the  fortune,  if  you  were  a  fortuneteller. 

Now,  if  you  looked  closer,  with  a  tiny  microscope,  you  would  detect 
the  fingerprints  as  if  you  were  Sherlock  Holmes.  That  means  that 
every  evidence  is  there  to  give  him  his  national  identity  card.  The 
very  fact  is  that  the  incredible  Tom  Thumb  is  not  an  invention  of 
fairy  tales.  Tom  Thumb  exists  really ;  not  the  one  of  the  tale,  the  one 
each  of  us  has  been,  because  it  is  from  that  true  story  that  the  fairy- 
tales have  been  invented.  And  if  the  story  of  Tom  Thumb  is  still 
amusing  for  all  the  children  and  for  all  the  grownups  they  have 
turned  into,  it  is  just  because  each  of  us  has  been  a  Tom  Thumb  in 
his  mother's  womb. 

But  you  could  ask  me,  do  the  scientists  really  believe  in  fairy  tales  ? 
The  very  fact  is  that  nature  does,  indeed,  believe.  For  instance,  abor- 
tion is  a  normal  process  in  some  low  mammals  that  we  call  mar- 
supials. They  are  called  marsupials  because  they  have  a  pouch  on 
the  abdomen  which  is  conveniently  provided  by  nature  so  that  they 
can  accommodate  the  little  ones.  For  example,  the  giant  kangaroo 
when  it  is  grown  up  is  roughly  the  size  of  a  man.  When  a  kangaroos 
has  its  normal,  its  physiological  abortion,  the  tiny  kangaroo  is  exactly 
the  same  size  as  the  Tom  Thumb  I  was  telling  you  about;  it  is 
around  3  centimeters.  It  has  no  eyes,  it  has  no  ears,  and  it  has  only  a 
big  mouth,  some  legs,  and  the  capability  to  suckle. 

What  is  really  bewildering  is  that  this  tiny  creature,  when  it  is 
just  outside  the  genitalia,  climbs  into  the  fur  of  the  mother  and  drops 
in  the  pouch.  And  what  is  a  surprise  is  that  the  female  kangaroo 
would  never  allow  any  other  animal  to  drop  in  but  will  carefully  let 
the  tiny  kangaroo  go  inside  the  pouch. 

Now,  when  you  see  that  nature  was  careful  enough  to  put  the  wir- 
ing in  the  very  poor  brain  of  the  kangaroo  complicated  enough  so 
that  the  female  kangaroo  can  understand  that  this  tiny  creature  is  a 
little  kangaroo  being,  there  is  no  wonder  that  geneticists  can  also 
understand  that  the  tiny  Tom  Thumb  is  a  true  human  being. 

From  what  we  know  of  molecular  genetics  to  comparative  repro- 
duction of  all  the  mammals,  nature  has  taught  us  that  from  its  very 
beginning,  the  thing  which  is  developed  in  the  womb  of  the  mother  is 
a  member  of  our  kin.  Being  by  its  own  virtue,  human  by  its  own 
nature,  never  a  tumor,  never  an  amoeba,  never  a  fish  or  a  quarduped, 
the  human  being  will  develop  by  itself  if,  and  only  if,  the  outside 
world  is  not  too  hostile  to  him.  And  the  sole  role  that  medicine  exists 
is  to  protect  from  its  beginning  to  its  end  this  human  being  develop- 
ing in  this  very  long  road,  very  long  and  very  dangerous  road,  that 
we  call  life. 

Thank  you,  sir. 
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Testimony  to  Subcommittee  on  Constitutional  Amendments  of  U.S.  Senate 

JuDiciABY  Committee 

Mr.  Chairman  and  Members :  My  name  is  Jerome  Lejeurte.  I  am  a  doctor  of 
medicine,  taking  care  of  disabled  children  at  the  Hopital  des  Enfants  Malades 
(Sick  Children's  Hospital).  I  have  spent  ten  years  in  full-time  scientific  re- 
search, and  am  now  Professor  of  Fundamental  Genetics  at  the  Universite  Rene 
Descartes  in  Paris.  Having  always  been  a  human  geneticist,  I  try  to  remain 
human  in  dealing  with  genetics — 

After  working  specifically  with  mongoloid  children,  I  demonstrated  that  this 
disease  was  due  to  an  extra  chromosome.  For  this  work,  I  had  the  great  honor 
of  receiving  the  Kennedy  award  from  the  late  President. 

Specializing  in  the  study  of  the  human  chromosomes,  I  have  frequently  vis- 
ited the  United  States,  and  had  the  honor  in  1970  of  receiving  the  William 
Allen  Memorial  Medal  in  San  Francisco  from  the  American  Society  of  Human 
Genetics. 

With  my  colleagues  in  Paris,  we  have  particularly  described  many  different 
chromosomal  conditions  in  man,  and  also  compared  the  chromosomes  of  man 
and  of  primates  like  the  great  apes. 

We  are  deeply  involved  in  new  techniques  of  analysis,  and  have  achieved 
specific  recognition  of  the  old  and  the  new  chromosomes  during  cell  divisions. 

We  are  also  working  on  the  effect  of  super-numerary  chromosomes.  In  mon- 
goloid children,  we  have  recently  demonstrated  an  excess  of  a  specific  enzyme, 
super  oxyde  dismutase.  The  eventual  relationship  between  this  trouble  and  the 
mental  retardation  of  the  affected  child  is  under  investigation. 

The  transmission  of  life  is  quite  paradoxical.  We  know  with  certainty  that 
the  link  which  relates  parents  to  children  is  at  every  moment  a  material  link, 
for  we  know  it  is  from  the  encounter  of  the  female  cell  (the  ovum)  and  the 
male  cell  (the  spermatozoa),  that  a  new  individual  will  emerge.  But  we  know 
with  the  same  degree  of  certitude  that  no  molecule,  no  individual  particle  of 
matter  enclosed  in  the  fertilized  egg,  has  the  slightest  chance  of  being  trans- 
mitted to  the  next  generation.  Hence,  what  is  really  transmitted  is  not  the 
matter  as  such,  but  a  specified  conformation  of  the  matter,  or  more  precisely, 
an  "information". 

Without  receiving  the  complex  machinery  of  coded  molecules  like  DNA,  RNA, 
proteins,  and  so  on,  which  are  the  vehicle  of  heredity,  we  can  see  that  this 
paradox  is  common  to  all  the  processes  of  reproduction,  whether  natural  or 
man-made.  For  example,  a  statue  must  be  built  out  of  some  material,  and 
could  not  exist  if  made  of  pure  void.  During  the  casting  process,  there  exists 
at  every  moment  a  contiguity  of  molecules  between  the  statue  and  the  cast, 
and  later,  between  the  cast  and  the  replica.  But,  obviously,  no  matter  is  re- 
produced, for  the  replica  could  be  plaster,  or  bronze,  or  anything  else.  What 
is  indeed  reproduced  is  not  the  matter  of  the  statue,  but  the  form  imprinted 
in  the  matter  by  the  genius  of  the  sculptor. 

Indeed,  the  reproduction  of  living  beings  is  infinitely  more  delicate  than  the 
reproduction  of  an  inanimate  form,  but  the  process  follows  a  very  similar  path, 
as  we  will  see  by  another  familiar  example.  On  the  magnetic  tape  of  a  tape 
recorder,  it  is  possible  to  inscribe  by  minute  alterations  of  local  magnetism,  a 
series  of  signals  corresponding,  for  example,  to  the  execution  of  a  symphony. 
Such  a  tape,  if  introduced  in  the  appropriate  machine,  will  play  the  symphony, 
although  there  are  no  musicians  in  the  machine  and  even  no  notes  written  on 
the  tape.  That's  the  way  existence  is  played  ! 

But,  in  this  analogy,  the  magnetic  tape  is  incredibly  thin,  for  it  is  reduced 
to  the  size  of  a  DNA  molecule,  the  miniaturization  of  which  is  bewildering.  To 
give  an  idea  of  this  minuteness,  we  should  remember  that  in  this  thread  every 
character  of  each  of  us  is  exactly  described.  Thou  shalt  have  blond  hair,  hazel 
eyes;  thou  shalt  be  six  feet  tall,  and  thou  shall  live  some  eighty  years,  if  no 
road  accidents  intervene!  All  these  instructions  giving  a  full  description  of  a 
man,  are  written  in  a  thread  one  yard  long.  But  the  thread  is  so  thin  and  so 
carefully  packed  inside  the  nucleus  of  the  cell,  that  it  would  stay  at  ease  on  the 
point  of  a  needle. 

To  give  another  impression,  if  we  were  to  reassemble  on  this  table  all  these 
threads  which  will  specify  each  and  every  quality  of  the  next  three  thousand 
million  men  who  will  replace  us  on  the  surface  of  this  planet,  this  quantity  of 
matter  would  fit  nicely  in  an  aspirin  tablet.  The  fertilized  egg  is  comparable 
to  a  tape  recorder  loaded.  As  soon  as  the  mechanism  is  triggered,  the  human 
work  is  lived,  instrict  conformity  to  its  program. 
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The  very  fact  that  we  have  to  develop  ourselves  during  nine  months  inside 
the  bodily  protection  of  our  mother  does  not  change  anything,  as  you  can 
easily  observe  by  looking  at  the  egg  of  the  hen,  from  which  the  chilcken  will 
emerge.  It  makes  no  difference  whether  he  was  incubated  by  the  fowl,  or  by 
an  electrical  heating  device !  The  chicken  is  still  a  chicken.  If  one  day  a  child 
can  be  entirely  grown  in  a  test  tube,  the  test  tube  will  never  believe  that  the 
child  is  its  property  ! 

Such  a  reduction  of  the  human  being  to  its  very  nature  may  not  be  very 
palatable,  or  intuitively  satisfactory,  but  it  accurately  reflects  the  present  state 
of  our  scientific  knowledge.  When  a  new  student  hears  for  the  first  time  a 
symphony,  let  us  say  the  Little  Night  Music  by  Mozart,  he  must  listen  to  the 
whole  in  order  to  know  it.  But  if  he  is  a  music  lover,  he  will  recognize  Mozart 
at  the  first  bars,  and  could  tell  the  title  at  the  second  or  third  bar.  It's  the  same 
with  the  human  symphony.  The  specialist  can  recognize  it  at  its  first  accents, 
even  if  a  great  number  of  various  movements  are  required  so  that  its  general 
form  becomes  evident  to  everyone. 

The  infinitesimal  threads  of  the  genetic  information  are  carefully  coiled  in 
little  rods,  the  chromosomes,  easily  visible  with  an  O'-dinary  microscope.  They 
are  something  like  the  magnetic  tape  inside  the  cartridge  of  a  minicassette. 
Some  twenty  years  ago,  nobody  could  have  told  the  cell  of  a  man  from  the  cell 
of  a  chimpanzee.  Ten  years  ago,  a  simple  counting  of  the  chromosomes  would 
have  given  the  answer,  46  if  a  chimp.  Since  last  year,  if  a  student  looking  at 
a  dividing  fertilized  egg  or  at  the  dividing  cell  of  a  blastocyst,  could  not  tell 
them  apart  saying,  "This  one  is  a  chimpanzee  being,  this  one  is  a  human  be- 
ing," he  would  fail  the  examination  for  his  license. 

But  can  we  say  that  the  early  human  being  is  an  individual  just  after  fe- 
cundation. Does  he  have  the  two  qualities  of  an  individual :  its  unity  and  its 
uniqueness?  Exceptions  to  unity  are  known:  maybe  once  in  every  million 
births,  some  subjects  carry,  side  by  side,  male  cells  (recognized  by  their  X  and 
Y  chromosomes)  and  female  cells  (recognized  by  their  two  X  chromosomes). 
Thus,  these  subjects  are  simultaneously  provided  with  the  masculine  attributes 
of  Hermes  and  those  feminine  of  Aphrodite,  hence  the  name  hermaphroditism. 
One  would  belive  that  two  fertilized  eggs,  one  bound  to  be  a  boy,  and  the  other 
bound  to  be  a  girl,  have  united  together  intimately,  and  it  is  quite  the  case. 
In  the  hermaphrodite,  the  mistake  is  extremely  precocious,  and  seems  to  hap- 
pen at  the  second  division  of  maturation  of  the  egg.  Two  reciprocal  cells  are 
produced,  the  ovum  and  its  polar  body,  which  would  be  here  just  as  voluminous 
as  the  ovum.  Both  of  them  are  simultaneously  fertilized,  each  one  by  a  dif- 
ferent spermatozoa.  Hence,  exceptions  to  unity  can  happen  very  rarely  at  the 
time  of  fecundation. 

Exception  to  uniqueness  is  more  common :  The  identical  twins,  coming  from 
the  same  fertilized  egg,  share  exactly  the  same  genetic  patrimony,  but  each  of 
them  is  obviously  an  individual  by  itself.  From  embryological  knowledge,  it 
seems  impossible  to  separate  one  nature  into  two  (or  more)  persons  after  the 
neural  crest;  that  is,  the  first  appearance  of  the  nervous  system,  has  differen- 
tiated. Hence,  after  the  13th  day,  no  twins  could  occur.  But,  by  inference,  for 
the  experimentation  is  not  at  hand  at  this  time,  it  seems  that  the  splitting 
must  be  extremely  precocious,  probably  at  the  moment  of  the  division  of  the 
first  few  cells  of  the  embryo;  that  is,  at  the  first  encounter  of  the  paternal 
and  maternal  sets  of  chromosomes. 

These  remarks  on  the  exceptions  of  the  individual  "one  and  unique"  corrob- 
orate the  notion  that  every  man  begins  at  his  very  beginning.  These  theoretical 
and  experimental  notions  can  sometimes  be  directly  felt  by  the  persons  them- 
selves in  exceptional  situations.  A  very  rate  accident  can  occur  at  the  moment 
the  identical  twins  are  formed.  From  an  XY  fertilized  egg,  bound  to  be  a  boy, 
two  cells  are  produced :  one  XY  will  continue  its  masculine  destiny,  the  other 
having  received  only  the  X  chromosome  (the  Y  being  lost  during  the  separation 
process)  will  develop  itself  as  an  imperfect  girl.  Two  X  chromosomes  are  re- 
quired for  a  complete  and  harmonious  femininity.  Hence,  the  identical  twins 
will  be  different :  one  normal  boy  and  one  frail  and  sterile  girl. 

In  the  first  case  we  observed  of  such  a  young  girl,  she  was  some  18  years 
old  and  complained  of  a  strange  trouble.  She  feared  to  look  at  herself  in  a 
mirror  because  she  pretended  she  was  seeing  her  brother.  Such  an  impression, 
far  from  anomalous,  was  an  extraordinary  intuition,  very  feminine  indeed,  of 
a  very  complex  situation  entirely  undetected  at  that  time.  At  the  exception  of 
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the  lost  Y  chromosome,  she  was  effectively  a  piece  of  her  brother  from  whom 
she  was  issued. 

These  facts  of  human  genetics  can  appear  a  little  too  theoretical,  and  the 
question  must  be  asked  whether  common  sense  can  recognize  as  such  a  tiny 
human  being.  If  very  early,  only  the  scientist  aided  by  refined  techniques,  can 
tell.  If,  let  us  say,  at  two  months  everybody  knows,  and  has  known  for  thou- 
sands of  years. 

At  two  months  of  age,  the  human  being  is  less  than  one  thumbs  length  from 
the  head  to  the  rump.  He  would  fit  neatly  into  a  nutshell,  but  everything  is 
there — hands,  feet,  head,  organs,  brain — all  are  in  place.  If  you  look  very 
closely,  you  would  see  the  palm  creases,  and  if  you  were  a  fortune  teller,  you 
could  read  the  good  adventure  of  that  person.  Looking  still  closer  with  a  micro- 
scope, you  could  detect  the  finger  prints  like  Sherlock  Holmes— every  document 
is  available  to  give  him  his  national  identity  card ! 

The  incredible  Tom  Thumb  really  does  exist.  Not  the  one  of  the  fairy  tale, 
but  the  one  each  of  us  has  been.  For  it  is  from  this  true  story  that  the  fairy 
tales  were  invented.  If  Tom  Thumb's  adventures  have  always  enchanted  the 
children,  if  they  can  still  evoke  emotion  in  grown-ups,  it  is  because  all  the 
children  of  the  world,  all  the  grown-ups  they  have  turned  into,  were  one  day  a 
Tom  Thumb  in  their  mother's  womb. 

But  can  we  scientists  accept  these  fairy  tales?  The  truth  is  indeed  that  Na- 
ture itself  does.  For  instance,  abortion  is  a  normal  process  in  imperfect  mam- 
mals called  marsupials.  They  have  a  special  pouch  n  othe  abdomen,  conve- 
niently accommodated  to  nurture  the  little.  In  the  giant  kangaroo,  the  abortion 
occurs"  at  the  same  stage  as  the  little  Tom  Thumb  in  man,  and  is  roughly  the 
same  size.  The  aborted  fetus  then  climbs  into  the  fur  of  its  mother  to  reach 
the  pouch.  The  bewildering  fact  is  that  the  kangaroo  mother  will  let  him  do 
so,  although  she  would  not  allow  any  other  kind  of  animal  drop  in !  If  the  poor 
brain  of  a  female  kangaroo  can  recognize  the  tiny  creature  as  a  kangaroo  be- 
ing, there  is  no  wonder  that  geneticists  can  safely  assure  you  that  Tom  Thumb 
is  indeed  a  true  human  being. 

From  molecular  genetics  to  comparative  reproduction,  nature  has  taught  us 
that  from  its  very  beginning  the  "thing"  we  started  with  is  a  member  of  our 
kin.  Being  its  own,  human  by  its  nature,  never  a  tumor,  never  an  amoeba,  fish 
or  quadruped,  it  is  the  same  human  being  from  fecundation  to  death.  He  will 
develop  himself  if  the  surrounding  world  is  not  too  hostile.  And  the  sole  role 
of  medicine  is  to  protect  the  individual  from  accidents  as  much  as  possible 
during  the  long  and  dangerous  road  of  life. 

Senator  Bayh.  Thank  you.  Dr.  Lejeune. 

[General  applause.] 

Senator  Bath.  For  the  sake  of  those  of  you  who  have  not  been 
here  before,  I  will  repeat  what  I  said  previously.  We  have  some  very 
intricate  matters  to  discuss.  They  are,  indeed,  matters  of  life  and 
death.  They  should  not  be  and  are  not  going  to  be  decided  by  an 
applause  meter,  A^Hiat  we  have  found  historically  in  committee  hear- 
ings, inasmuch  as  both  sides  of  this  issue  are  represented,  as  they 
should  be,  by  witnesses  and  by  members  of  the  audience,  that  in- 
sisted of  directing  our  attention  at  what  is  being  said  here  and  trying 
to  stimulate  our  intellect,  each  position  on  this  issue  tries  to  compete 
with  one  another  to  see  who  can  command  the  longest  and  loudest 
amount  of  applause. 

I  hope  that  that  observation  will  be  accepted  by  those  who  are  here, 
and  it  will  not  be  necessary  to  repeat  to  you  that  I  do  not  think  ap- 
plause helps  us  in  our  process  of  deliberation. 

Dr.  Lejeune,  we  appreciate  your  testimony. 

May  I  ask  that  we  get  Dr.  Liley's,  and  then  we  can  have  a  discus- 
sion back  and  forth  between  you  gentlemen  and  responses  to  questions 
from  my  colleagues  and  myself. 

Dr.  Liley. 
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STATEMENT  OF  DR.  ALBEKT  W.  LILEY,  KCMG,  POST  GRADUATE 
SCHOOL  OF  OBSTETRICS  AND  GYNECOLOGY,  UNIVERSITY  OF 
AUCKLAND,  NATIONAL  WOMEN'S  HOSPITAL,  AUCKLAND,  NEW 
ZEALAND 

Dr.  LiLET.  Thank  you. 

Mr.  Chairman  and  members,  my  name  is  Albert  William  Liley. 
I  hold  qualifications  and  have  been  trained  in  neurophysiology,  ob- 
stetrics, and  neonatal  pediatrics.  I  hold  the  appointment  of  research 
professor  in  perinatal  physiology  at  the  Postgraduate  School  of 
Obstetrics  and  Gynecology  in  Auckland. 

Like  Dr.  Lejeune,  I  also  owe  a  debt  to  the  United  States  of  Amer- 
ica, having  spent  a  year  of  sabbatical  leave  in  the  United  States  on  an 
international  post  doctoral  fellowship  of  the  U.S.  Public  Health 
Service  and  at  the  expense  of  the  American  taxpayer. 

For  17  years,  I  have  been  engaged  in  work  which  would  be  most 
accurately  described  as  fetal  pediatrics.  In  1963,  I  developed  a  tech- 
nique by  which  babies,  particularly  Rh  babies,  who  were  beyond  the 
aid  of  conventional  thrapy,  could  be  transfused  in  the  uterus  to  tide 
them  over  to  a  deliverable  maturity.  And  in  this  situation,  it  is  ap- 
parent that  the  fetus  may  be  ill,  can  receive  diagnosis  and  treatment, 
just  like  any  other  patient. 

I  regard  it  as  a  bitter  irony  that  just  when,  for  the  first  time,  the 
fetus  arrives  on  the  medical  scene  who  can  be  a  patient,  ill,  receive 
diagnosis  and  treatment,  just  like  any  other  patient,  there  should 
be  such  strenuous  efforts  to  make  him  a  social  nonentity.  And  I  would 
find  it  as  a  physician  extraordinarily  arbitrary  if  I  were  required  to 
regard  some  fetuses  as  patients  and  to  treat  them  properly  and  to 
deny  existence  to  others. 

The  diagnosis  and  treatment  of  fetal  illness  constitutes,  of  course, 
an  invasion  of  fetal  privacy,  but  it  has  presented  to  us  both  the  op- 
portunity and  the  techniques  to  observe  the  fetus  in  utero.  These 
observations,  initially  obtained  by  techniques  with  which  most  people 
are  not  particularly  familiar — for  instance,  ultrasound,  electrical  re- 
cording, X-rays  and  so  on.  But  this  does  not  for  a  moment  deny  the 
reality  any  more  than,  for  instance,  the  fact  that  one  of  us  here 
today  might  have  tuberculosis  or  cancer  would  be  any  less  real  for 
the  fact  that  it  required  a  microscope  or  X-ray  to  diagnose  it. 

The  techniques  we  developed  for  diagnosis  and  treatment  of  one 
particular  illness  in  the  fetus  have  now  been  extended  to  other  dis- 
eases, to  sorting  out  an  assortment  of  problems  in  fetal  and  preg- 
nancy physiology,  as  I  have  mentioned  have  allowed  us  to  build  up  a 
picture  of  fetal  environment  and  fetal  behavior.  I  must  concede  im- 
mediately that  the  majority  of  observations  have  been  made  after 
about  16  weeks  of  gestation. 

This  has  been  forced  upon  us  by  two  considerations.  First,  this  has 
been  the  range  in  which  our  present  state  of  knowledge  or  ignorance 
of  fetal  medicine  has  meant  that  we  have  been  able  to  offer  something 
to  the  fetus  in  the  way  of  active  treatment  of  illness.  And  it  has  also 
been  forced  upon  us  by  limtiations  of  current  techniques  of  investi- 
gation, for  instance  X-ray. 

Now,  however,  we  do  have  at  our  command  other  diagnostic  tech- 
niques, for  instance  ultrasound,  which  are  applicable  before  X-ray  is 
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suitable.  And  also,  we  have  been  able  to  observe  fetuses.  There  are 
classic  studies  in  the  United  States,  for  instance,  by  Davenport 
Hooker  on  the  short  life  of  the  miscarried  baby.  And  it  is  apparent 
that  the  observations  we  have  made  in  mid-pregnancy  and  late  preg- 
nancy are  but  part  of  a  spectrum  which  starts  earlier  in  pregnancy. 
Where  appropriate,  I  will  refer  to  what  we  know  of  earlier  fetal  life. 

On  the  physiological  side,  the  picture  that  emerges  is  very  different 
from  the  traditional  idea  that  the  fetus  in  utero  is  a  placid,  de- 
pendent, fragile,  nerveless  vegetable.  There  is  no  doubt  whatsoever 
that  in  physiological  terms  the  fetus  is  in  command  of  the  pregnancy. 
It  is  the  fetus  who  is  responsible  for  the  endocrine  or  hormonal  suc- 
cess of  pregnancy.  It  is  the  fetus  who  solves  the  homograft  problem. 

In  any  outbreed  population,  such  as  the  human  population,  mother 
and  her  fetus  are  inevitably  immunological  foreigners  who  could  not 
exchange  skin  grafts,  who  could  not  be  safely  given  a  blood  transfu- 
sion one  from  the  other.  Yet  for  the  whole  of  pregnancy,  they  must 
tolerate  each  in  a  paiabiosis  rather  than  a  parasitic  state,  and  it  is 
the  fetus  who  is  responsible  for  this  solution  of  this  homograft  prob- 
lem, which  I  could  point  out  in  terms  of  surgical  transplantation  of 
organs  is  one  of  the  major  challenges  to  surgical  physiologists. 

It  should  be  a  satisfaction  to  all  of  us,  Mr.  Chairman,  that  we  indi- 
vidually solved  this  problem  ourselves  before  we  were  born,  or  we 
would  not  be  here  now. 

The  fetus  is  also  responsible  for  the  initiation  of  labor.  In  other 
words,  the  onset  of  labor  is  a  unilateral  decision  by  the  fetus,  that 
we  each  chose  our  own  birthdays,  unless  our  mother's  doctor  with 
good  cause  thought  he  had  better  reason  than  we  did  to  know  when 
we  should  be  born.  I  could  say,  in  an  idiom  perhaps  more  familiar  to 
Americans,  that  the  onset  of  labor  is  a  unilteral  declaration  of  inde- 
pendence of  the  fetus. 

But  independence,  of  course,  immediately  raises  the  question  of 
whether  fetal  life  is  dependent,  whether  it  is  self-sustaining,  or  is 
only  a  partial  existence  because  it  is  not  truly  independent.  Of  course, 
all  the  state  of  the  fetal  world  demonstrates  is  that  it  is  life  in  one 
particular  physiological  state  of  circumstances,  just  as  with  adults 
the  physiological  environment  in  which  we  can  live  is  ridiculously 
circumscribed.  We  think  that  humans  have  conquered  the  poles  and 
space  and  so  on ;  in  fact,  all  they  have  developed  is  the  technology  to 
take  a  small  parcel  of  their  own  environment,  their  own  life  support 
system  with  them.  So  also  the  fetus  has  his  own  life-support  system 
before  birth,  his  membranes  and  placenta  which,  when  he  no  longer 
needs  them,  at  birth,  in  a  different  physiological  environment,  they 
are  discarded. 

The  picture  we  have  built  up  of  fetal  behavior  also  differs  very 
much  from  the  traditional  picture  of  a  dark  and  silent  world,  with 
perhaps  some  aimless  kicking  that  begins  about  the  16th  or  20th  week 
of  pregnancy.  This  movement  in  itself  is  interesting.  It  is  known  in 
English  and  American,  also,  I  think,  Mr.  Chairman,  as  "quicken- 
ing," coming  from  the  old  Anglo-Saxon  "quick,"  meaning  alive  or 
living. 

But,  in  point  of  fact,  this  quickening  is  only  a  perception  of  move- 
ments by  the  motlier  rather  than  the  beginning  of  fetal  movement. 
The  fetus  has  been  moving  ever  since  he  had  muscles  and  arms  and 
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legs  to  move,  about  42  to  46  days  of  gestation.  But  as  these  kicks  are 
not  felt  in  the  uterus  but  only  on  the  abdominal  wall,  it  is  not  until 
some  16  to  20  weeks  of  gestation  that  these  movements  are,  in  fact, 
first  perceived  by  the  mother. 

We  know  that  the  early  fetus  is  in  continuous  movement  in  the 
uterus.  He  is  far  irom  lying  still.  He  is  very  active.  But,  as  I  said, 
these  movements  are  not  perceived  by  mother.  We  know  that  the  fetus 
is  responsive  to  touch.  His  pattern  of  movement  changes  throughout 
pregnancy,  but  he  is  responsive  to  touch,  and  that  in  late  pregnancy 
it  is  the  fetus  who  dtjtermines  which  way  he  will  present  in  preg- 
nancy, or  lie  in  pregnancy  and  present  in  labor.  In  other  words, 
fetal  comfort  determines  fetal  position. 

Now  in  obstetrics  we  have  abandoned  the  technique  of  version,  or 
changing  babies  into  what  obstetrically  might  be  a  more  convenient 
position,  because  now  we  are  not  so  arrogant  as  before  as  to  think  we 
know  better  than  the  fetus  how  he  is  most  comfortable.  So,  in  select- 
ing a  position  of  comfort  in  late  pregnancy,  the  fetus  may  have 
chosen  a  position  which  is  difficult  or  dangerous  or  impossible  for 
delivery,  and  in  this  regard  may  be  accused  of  lack  of  foresight.  But 
this,  of  course,  is  a  trait  not  unknown  in  adults. 

The  fetus  is  also  responsive  to  pain.  We  from  time  to  time  for  diag- 
nostic and  therapeutic  procedures  have  to  stick  needles  into  fetuses  to 
inject  cold  and  concentrated  solutions.  The  fetus  reacts  violently  to 
these  stimuli,  which  we  know  are  painful  in  adults,  which  we  know 
are  painful  in  children,  and  to  judge  from  his  behavior  are  also  pain- 
ful to  the  newborn.  And  I  think  it  is  at  least  charitable  to  consider 
that  they  are  also  painful  for  the  fetus. 

We  also  know  that  the  contractions  of  labor  produce  violent  reac- 
tion from  the  fetus.  But  it  is  an  interesting  measure  of  the  manner  in 
which  one  can  be  adultocentric,  if  there  is  such  a  word,  in  one's  view 
of  these  problems,  to  remember  that  in  all  the  discussions  that  have 
taken  place  on  pain  relief  in  labor,  the  only  pain  that  has  ever  been 
considered  has  been  that  of  mother.  The  question  of  whether  the  fetus 
might  also  be  better  for  some  pain  relief  in  labor  has  not  been  con- 
sidered. 

The  fetus  is  responsive  to  temperature  change  in  its  surroundings 
before  birth.  Although  normally  the  range  of  temperature  change  is 
small,  if  we  irrigate  the  cavity  of  fluid  in  which  he  lives  with  cold 
saline  solution,  the  fetus  shows  appropriate  motor  and  circulatory 
responses. 

Nowhere  does  the  idea  of  the  fetal  life  being  a  time  of  quiescence 
die  harder  than  in  the  idea  that  the  inside  of  a  pregnant  uterus  is  a 
dark  and  silent  world.  In  point  of  fact,  neither  of  these  is  true,  and 
the  fetus  is  responsive  to  both  light  and  sound  before  birth.  As  great 
a  neurophysiologist  as  Sir  Charles  Shearington  could  speak  of  the 
miracle  of  the  human  eye  developing  in  darkness  for  seeing  in  light, 
and  the  miracle  of  the  human  ear  developing  in  silent  water  for 
hearing  in  vibrant  air.  Both  of  these,  in  fact,  are  quite  fallacious. 

It  is  possible  using  fiber-optic  conduit  and  photomultiplier  to 
measure  light  intensities  in  the  uterus  and  the  change  in  light  inten- 
sity when  ordinary  room  lights  are  switched  on.  And  we  now  suspect 
that  the  diurnal  rhythm  in  the  onset  of  labor  or  rupture  of  mem- 
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branes — the  fact  that  more  women  go  into  labor  at  night  than  by 
day  may,  in  fact,  be  a  fetal  rhythm  determined  by  the  effect  of  light 
on  the  fetal  hypothalamus  through  his  eyes. 

We  also  know  that  the  fetus  is  responsive  to  sound  before  birth,  that 
if  we  have  a  baby  lined  up  under  an  image  intensified  for  some  diag- 
nostic or  therapeutic  procedure,  when  somebody,  mother  included, 
speaks,  or  somebody  drops  something  on  the  floor,  this  will  startle 
the  fetus  in  utero,  just  as  it  does  the  baby  after  birth  in  the  incubator. 
And,  in  fact,  we  have  had  the  fetuses  of  deaf-mute  mothers,  perhaps 
with  deaf-mute  husbands — such  people  tend  to  be  thrown  together, 
common  sympathy.  And,  then,  of  course,  the  serious  question  arises, 
mother  and  father  very  concerned  as  to  can  their  baby  hear.  We  have 
been  able  to  reassure  such  couples  as  early  as  25  weeks  gestation — we 
simply  have  not  looked  earlier — ^but  we  have  been  able  to  reassure 
them  that  the  fetus  was,  in  fact,  responsive  to  sound,  that  he  could 
hear. 

Just  out  of  interest,  the  loudest  sound  levels  to  which  the  fetus  in 
utero  is  exposed  are  up  around  th  85  to  90  decibel  mark,  which  is 
about  the  intensity  of  sound  in  a  busy  city  street. 

We  know  that  babies  swallow  their  amniotic  fluid  before  birth, 
that  they  do  this  from  at  least  as  early  as  8  weeks'  gestation,  and  that 
if  we  make  their  fluid  taste  pleasant  or  taste  nasty  with  oily  contrast 
medium,  the  babies  very  decidedly  drink  less.  They  quit  drinking  if 
you  make  their  fluid  taste  unpleasant,  and  if  their  fluid  is  sweetened 
with  saccharin,  they  usually  double  their  swallowing  rate,  the  rate  at 
which  they  drink  their  fluid,  although  interestingly  a  small  minority 
of  babies  drink  decidedly  less  after  their  fluid  is  sweetened  with 
saccharin. 

We  are  interested  to  follow  these  children  up,  because  there  are 
some  people,  myself  included,  who  do  not  find  saccharin  in  concen- 
tration sweet  but  intensely  bitter.  This  is  a  well  known  trait,  and  we 
suspect  that  we  have  already  observed  this  in  utero  already,  but  we 
are  interested  to  follow  these  children  until  they  are  older  and  check 
this  phenomenon. 

It  is  not  at  all  uncommon  on  antenatal  radiology,  on  X-ra^^s,  to 
notice  fetuses  sucking  their  thumbs.  We  have  demonstrated  this  by 
X-ray  as  early  as  25  weeks'  gestation.  And,  of  course,  some  sucking 
has  been  photographed  in  the  9-week  abortus. 

It  is  also  apparent  that  behavior  traits  that  are  apparent  after 
birth  have  also  been  demonstrated  before  birth.  For  instance,  every- 
one knows  that  some  babies  after  birth  are  simple  and  easy  to  feed ; 
they  are  vigorous  feeders  on  the  breast  or  the  bottle,  where  there  are 
other  babies  that  very  much  irritate  nursing  staff  and  new  mothers 
by  being  dainty,  tedious,  and  slow  feeders.  We  have,  in  fact,  been 
measuring  fetal  swallowing  rates  in  pregnancy.  Some  babies  drink  at 
a  much  higher  rate  than  others  and  some  at  a  much  slower  rate.  And 
interestingly  enough,  these  rates  correlate  very  well  with  inde- 
pendently assessed  feeding  performance  in  the  nursery  after  birth. 
In  other  words,  the  babies  who  are  the  good  drinkers  out  of  the  uterus 
were  good  drinkers  in  it,  and  the  ones  who  were  the  tedious  feeders 
out  of  it  were  the  tedious  feeders  in  it. 

It  is  apparent  to  me,  Mr.  Chairman,  that  from  my  care,  the  re- 
sponsibility I  have  for  the  care  of  babies  before  birth,  and  from  the 
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observations  I  have  made  of  babies  bfore  birth,  that,  as  Sigmund 
Freud  remarked,  the  human  life  is  a  continuum  with  an  caesura 
before  birth,  that  distinctions  between  embryos  and  fetuses,  between 
pre  viable  and  postviable  fetuses,  and  even  between  the  fetus  and  the 
newborn  are  just  semantic  distinctions  and  somewhat  arbitrary,  just 
as  we  would  distinguish  born  people,  children,  adolescents,  adults, 
and  the  elderly. 

That  is  all  I  have  to  say,  Mr.  Chairman. 

Testimony  to  Subcommittee  on  Constitutional  Amendments  of  U.S.  Senate 

Judiciary  Committee 

Mr.  Chairman  and  members :  My  name  is  Albert  "William  Liley.  I  am  a  regis- 
tered medical  practitioner  in  New  Zealand.  I  hold  the  appointment  of  Research 
Professor  in  Perinatal  Physiology  at  the  Post-graduate  School  of  Obstetrics  and 
Gynecology  of  the  University  of  Auckland,  New  Zealand.  I  have  trained  in  neu- 
rophysiology, obstetrics,  and  pediatrics,  and  clinically  I  have  worked  as  a  fetal 
pediatrician  for  most  of  the  last  seventeen  years.  This  work  began  with  the 
development  of  techniques  for  the  antenatal  diagnosis  of  the  severity  of  Rh 
hemlytic  disease,  and  in  1963,  I  developed  a  method  by  which  Rh  babies  beyond 
the  aid  of  conventional  therapy  could  be  given  transfusions  in  utero  to  tide 
them  over  to  a  deliverable  maturity.  This  situation  has  highlighted  the  fact 
that  we  are  dealing  with  the  same  baby  before  and  after  birth  and  our  clinical 
approach  to  these  children  is  simply  a  matter  of  whether  we  can  look  after 
them  more  safely  and  adequately  in  the  uterus  or  out  of  it.  The  techniques  we 
developed  for  the  diagnosis  and  supervision  and  treatment  of  Rh  babies  before 
birth  have  now  been  widely  exploited  for  the  investigation  of  other  problems 
and,  further,  they  have  provided  an  opoprtunity  to  invade  the  privacy  of  the 
fetus  and  to  make  many  observations  of  a  variety  of  aspects  of  fetal  life  and 
behavior.  I  would  like  to  submit  in  written  testimony  an  article  entitled  "The 
Foetus  as  a  Personality"  from  the  Australia-New  Zealand  Journal  of  Psychiatry. 

Several  important  points  emerge  from  the  experience  I  have  had  in  the  field 
of  perinatal  medicine.  Firstly,  it  is  obvious  that  the  fetus  can  need  and  receive 
diagnosis  and  treatment  just  like  any  other  patient.  As  one  who  has  to  look 
after  babies  before  birth,  I  would  find  it  extraordinarily  arbitrary  to  be  asked 
to  consider  that  one  baby  was  important  and  should  be  cared  for  properly,  arid 
that  another  was  unimportant  and  that  his  existence  should  be  denied.  Secondly, 
physiological  observations  and  investigations  demonstrate  that  the  fetus  is  not 
a  placid,  dependent,  fragile,  nerveless  vegetable,  but  very  much  in  command 
of  his  own  environment  and  destiny  with  a  tenacious  purpose.  It  is  the  fetus 
who  is  responsible  for  the  endocrine  success  of  pregnancy,  who  solves  the 
homograft  problem  in  pregnancy,  who  determines  how  he  will  lie  in  pregnancy 
and  present  in  labor,  and  who  determines  the  duration  of  the  pregnancy.  Nor- 
mally, the  onset  of  labor  is  a  unilateral  decision  by  the  fetus.  Thirdly,  it  is 
apparent  that  the  classical  picture  of  fetal  life  as  a  time  of  quiescence,  of 
quietly  and  blindly  developing  structures  in  anticipation  of  a  life  and  function 
to  begin  at  birth  is  completely  erroneous.  Development  of  structure  and  devel- 
opment of  function  go  hand-in-hand ;  the  fetal  environment  is  not  a  dark  and 
silent  world,  and  the  fetus  does  not  live  in  a  state  of  sensory  deprivation.  The 
picture  we  have  built  up  of  fetal  environment  and  fetal  behavior  is  described 
in  the  article  which  I  have  submitted  for  testimony. 

My  own  practice  in  medicine  makes  it  very  clear  that  in  modern  obstetrics, 
we  are  caring  for  two  individuals,  mother  and  baby.  Indeed,  it  may  be  more 
than  two  individuals,  as  in  a  multiple  pregnancy,  and  in  this  situation,  we  have 
found  it  clinically  necessary  to  identify  unmistakably  and  keep  track  of  each 
of  the  babies  in  a  multiple  pregnancy  before  birth.  Not  only  is  it  apparent  that 
an  illness  such  as  Rh  disease  may  represent  the  same  problem  for  the  same 
patient  before  and  after  birth,  but  a  similar  continuity  is  demonstrable  for 
behavior  traits.  For  instance,  measurement  of  fetal  swallowing  rate  in  utero 
shows  considerable  variation  from  one  baby  to  another,  but  these  rates  corre- 
late closely  with  the  independently-assessed  feeding  performance  of  the  newborn 
in  the  nursery.  Further,  some  babies  such  their  thumbs  in  utero  and  some  do 
not ;  but  we  liave  never  observed  a  baby  who  sucked  his  thumb  in  utero  who 
was  not  also  a  thumb-sucker  after  birth.  We  have  x-ray  evidence  of  thumb- 


223 

sucking  in  utero  at  24-weeks  gestation,  but  thumb-sucking  has  also  been  photo- 
graphed in  the  9-week  abortus. 

The  fetus  is  also  responsive  to  experimental  modification  of  the  taste  of  am- 
niotic fluid.  Injection  of  oily  contrast  media  (a  foul-tasting  iodinated  poppy 
seed  oil)  causes  the  fetus  to  quit  drinking  or  swallowing;  conversely,  artifi- 
cially sweetening  the  amniotic  fluid  with  saccharine  usually  causes  an  approx- 
imate doubling  of  fetal  swallowing  rate,  although  a  minority  drink  decidedly 
less  after  saccharine  injection.  We  are  interested  in  following  these  children 
and  checking  saccharine  testing  when  they  are  older,  as  it  is  well-known  that 
to  some  people  saccharine  in  concentration  is  not  tasted  as  sweet,  but  intensely 
bitter. 

The  fetus  is  responsive  to  touch  and  pressure,  and  sustained  pressure  will 
produce  evasive  action  which  in  fact  can  be  utilized  when  we  wish  to  modify 
fetal  position  for  diagnostic  or  therapeutic  purposes.  The  fetus  responds  vio- 
lently to  painful  stimuli,  for  instance,  needle  puncture  and  the  intrafetal  in- 
jection of  cold  or  concentrated  solutions.  Our  observations  of  many  of  these  as- 
pects of  fetal  behavior  have  been  made  after  18-weeks  gestation  for  two  reasons : 
1)  this  has  been  the  timespan  when  the  clinical  problems  with  which  we  deal 
have  permitted  us  to  invade  fetal  privacy;  and  2)  many  of  our  diagnostic  tech- 
niques, for  instance,  x-ray  and  fetal  electrocardiography,  are  applicable  only  in 
later  pregnancy.  However,  new  techniques  such  as  the  use  of  ultra-sound  are 
enabling  us  to  push  these  observations  back  into  the  first  half  of  fetal  life.  In 
any  case,  the  fact  that  these  fetal  responses  were  already  intact  by  the  time 
our  former  techniques  of  observation  were  applicable  shows  that  these  responses 
must  have  developed  earlier,  and  indeed  from  brief  observations  on  the  early 
miscarried  fetus,  such  as  the  classical  studies  in  the  United  States  by  Daven- 
port Hooker,  we  know  that  early  fetal  responsiveness  was  only  quantitatively, 
and  not  qualitatively  difiCerent,  from  the  early  to  the  later  stages  of  pregnancy. 

Senator  Bath.  Senator  Fong,  do  you  have  any  questions  to  ask  of 
the  witnesses? 

Senator  Fong.  Yes. 

Dr.  Lejeune,  you  talk  about  13  weeks  after  fecundation.  You  say 
that  the  child  is  about  the  size  of  a  thumb,  and  you  can  see  the  fingers 
and  you  can  see  the  thumbprints  and  so  forth.  That  is  at  a  period  of 
how  many  weeks? 

Dr.  Lejeune.  Two  months,  sir. 

Senator  Fong.  Two  months? 

Dr.  Lejeune.  Two  months  since  fecundation. 

Senator  Fong.  And  prior  to  that  what  have  you  seen  ? 

Dr.  Lejeune.  Prior  to  that,  I  think  you  had  better  ask  Dr.  Liley, 
who  is  more  specialized  than  I.  But  prior  to  that,  at  1  month  you  will 
find  that  there  is  a  broach  of  the  beginning  of  arms,  legs,  head,  and 
brain.  But  the  Tom  Thumb  I  was  talking  about  appears  at  2  months. 
But  the  first  happening  is  at  3  weeks ;  that  is,  1  week  after  the  miss- 
ing period,  the  first  beat  of  the  heart. 

Senator  Fong.  Now,  Dr.  Liley,  you  have  described  some  of  the 
actions  of  the  fetus,  for  example,  the  reaction  to  saccharin,  and  the  re- 
action to  noise. 

At  what  period  of  its  life  would  you  say  that  occurs  ? 

Dr.  Liley.  All  I  can  quote,  sir,  is  the  earliest  that  we  have  observed 
such  traits,  which  is  insofar  as  are  already  intact  at  this  time,  it  fol- 
lows that  they  must  have  appeared  in  an  earlier  stage  of  develop- 
ment, and  as  J  have  mentioned,  just  how  early  these  phenomena  start, 
the  data  is  fragmentary  because  it  is  dependent  on  the  chance  of  ob- 
servation. For  instance,  fetal  responsivness  to  sound,  we  have  dem- 
onstrated as  early  as  23  weeks.  We  have  simply  not  investigated  the 
phenomenon  earlier  than  this.  We  have  proposed  to  do  so.  We  know 
how  early  the  fetus  starts  moving,  is  about  42  to  46  days  from 
conception. 
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We  know  that  fetal  swallowing  begins  at  about  8  weeks,  or  at  least 
is  already  established  by  8  weeks  from  conception.  But  for  a  number 
of  other  functions,  for  instance,  taste,  we  have  not  investigated  earlier 
than  26  weeks  gestation,  simply  because  we  have  not  had  the  oppor- 
tunity to  invade  fetal  privacy,  and  with  these  measurements  for  the 
phasic  behavior  like  swallowing,  it  is  necessary  to  carry  out  obser- 
vations over  24,  48  hours  to  allow  for  variation  in  the  rate  of  swal- 
lowing, to  get  a  reliable  figure,  and  clearly,  a  very  early  miscarried 
fetus  does  not  live  long  enough  for  suck  observations  to  be  reliably 
made. 

Senator  Fong.  Thank  you. 

Senator  Bath.  Senator  Burdick? 

Senator  Burdick.  First  of  all  I  would  like  to  thank  the  two  doctors 
for  their  contributions  here  today. 

One  of  the  nagging  questions  that  confront  us  in  this  whole  prob- 
lems is  that  of  the  imperfect  child.  I  first  of  all  address  this  to  Dr. 
Liley. 

Have  you  had  any  experience  with  children  born  of  an  incestuous 
union  ? 

Dr.  LiLET.  A  very  limited  experience,  yes,  sir. 

Senator  Burdick.  Very  limited. 

What  can  you  tell  me  about  it? 

Dr.  Liley.  These  children  by  chance,  Mr.  Chairman,  have  been 
normal.  It  is  well  known,  of  course,  that  with  close  inbreeding,  one 
does  have  a  higher  risk  of  genetic  abnormality  because  of  a  concen- 
tration of  possible  deleterious  factors.  One  also  knows,  of  course,  from 
things  like  the  great  and  glittering  18th  dynasty  in  Egypt  that  in- 
breeding may  concentrate  beneficial  as  well  as  deleterious  factors,  but 
I  would  prefer  to  defer  to  our  expert  geneticist  here  on  this  topic. 

Senator  Burdick.  Well,  the  incidence  of  deleterious  effects  would 
be  greater  from  an  incestuous  union  than  from  a  normal  union. 

Do  you  agree  to  that? 

Dr.  Liley.  Yes. 

Dr.  Lejeune.  May  I  answer. 

Senator  Burdick.  Do  you  agree  with  that,  Doctor  ? 

Dr.  Lejeune.  Yes,  sir ;  it  is  very  simple  to  answer.  If  you  compare 
a  first  cousin  marriage  and  you  look  at  their  children,  and  if  you 
now  look  at  the  children  born  from  incestuous  union  between  father 
and  daughter,  and  between  brother  and  sister,  you  will  find  that  the 
number  of  disabled  children  is  four  times  higher  among  incestuous 
marriage  than  among  first  cousin  marriage.  The  difference  is  four 
times,  that  is  from,  let's  say,  4  persons  to  16  persons,  but  there  are 
perfectly  normal  children  which  are  also  born. 

Senator  Burdick.  That's  all  I  have,  Mr.  Chairman.  Thank  you. 

Senator  Bayh.  Senator  Cook? 

Senator  Cook.  Thank  you,  Mr.  Chairman. 

I  wish  to  thank  both  of  you  for  appearing  here  today,  and  as  you 
know — by  the  way,  Mr.  Chairman,  both  of  our  distinguished  guests, 
as  a  part  of  the  record,  have  submitted  their  lectures,  one  of  them  a 
paper,  one  of  them  a  lecture,  and  I  would  like  to  ask  that  these  be 
put  into  the  record  and  made  a  part  of  the  record. 

Senator  Bayh.  Yes.  We  will  put  them  in  the  record. 

[The  information  referred  to  follows :] 
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THE      WILLIAM     ALLAN     MEMORIAL     AWARD      LECTURE— ON     THE 

NATURE  OF  MEN 

Jebome  Lejeune  ^ 

To  kill  or  not  to  kill,  that  is  the  question.  [Unknown] 

The  correlation  between  chromosomal  errors  and  their  phenotypic  conse- 
quences is  sufficiently  well  established  to  allow  us  to  decipher,  however  par- 
tially, the  destiny  of  an  individual  just  by  looking  at  his  chromosomes.  For  ex- 
ample, if  we  know  that  a  subject  will  be  developing  from  a  fertilized  egg  carry- 
ing an  extra  chromosome  21,  we  know  for  sure  that  the  individual  will  exhibit 
later  all  the  characteristics  of  the  21-trisomy  syndrome,  including,  among  other 
abnormalities,  severe  mental  deficiency.  Hence  the  very  practical  point  has  been 
repeatedly  advanced  that  if  early  detection  of  a  chrgmosomal  condition  could  be 
achieved  (such  as  made  possible  by  analysis  of  the  cells  floating  in  the  amniotic 
fluid),  a  decision  could  be  taken  whether  such  a  pregnancy  would  be  allowed 
to  go  to  term  or  would  be  interrupted  by  an  induced  abortion.  Such  a  problem 
is  so  close  to  us  and  so  obviously  important  that  it  has  become  one  of  the 
possible  immediate  consequences  of  recent  advances  in  theoretical  knowledge 
and  technical  capabilities.  Without  proposing  to  elaborate  a  new  philosophy  of 
the  human  condition,  it  seems  appropriate  that  human  geneticists  realize  that 
the  question  "to  kill  or  not  to  kill,"  is  by  no  means  purely  practical  or  tech- 
nological. I  will  deliberately  leave  out  of  the  discussion  the  ethical  aspects, 
because  I  think  human  geneticists  are  no  better  qualified  in  ethics  than  are  any 
other  scientists.  On  the  contrary,  I  would  focus  our  attention  on  the  biological 
aspects  related  to  a  mere  observation :  "What  do  we  know  about  the  time  at 
which  a  new  human  being  comes  into  existence  ?" 

Such  a  query  is  not  new,  and  here  the  geneticist  is  very  similar  to  Diogenes 
coming  out  of  his  barrel  and  looking  for  a  man.  The  only  difference  is  that  our 
lantern  has  been  modernized  into  a  microscope,  and  I  would  propose  that  we 
consider  this  quest  for  a  man  in  the  light  of  cytogenetical  findings. 

THE  KAEYOTYi'E  OF  MANKIND 

Our  first  statement  is  such  a  commonplace  observation  that  we  generally  do 
not  pay  enough  attention  to  it.  All  human  beings  now  living  on  this  planet  share 
the  same  karyotype.  More  precisely,  apart  from  the  XX  and  XY  sexual  di- 
morphism, every  chromosomal  pair  is  morphologically  identical  in  all  of  us  with- 
in the  degree  of  uncertainty  inherent  in  present  methods.  On  the  other  hand, 
the  continuous  recurrence  of  "de  novo"  chromosomal  rearrangements  (like  tri- 
somies, monosomies,  or  various  kinds  of  translocations)  exemplifies  the  tre- 
mendous mutational  pressure  exerted  upon  the  human  karyotype.  Furthermore, 
the  heavy  and  painful  tribute  paid  by  each  generation  to  meiotic  or  mitotic 
mistakes  shows  at  what  cost  the  constancy  of  the  human  karyotype  is  preserved. 

If  karyotypes  other  than  the  standard  human  chromosomal  constitution  were 
equally  good  or  even  better,  human  races  should  have  split  from  each  other, 
forming  multiple  karyotypic  systems.  This  has  not  happened  in  our  species  al- 
though many  examples  can  be  found  in  other  mammals.  Conversely,  fortuitous 
convergence  of  other  karyotypic  constitutions  toward  the  human-type  pattern 
becomes  exceedingly  improbable.  We  are  then  left  with  the  interesting  but  aca- 
demically uncomfortable  conclusion  that  speciation  in  plants  and  animals  is  a 
very  different  process  from  human  race  formation,  and  we  are  obliged  to  use 
quotation  marks  when  we  speak  about  "Darwinian  evolution  of  man." 

No  matter  how  we  tackle  the  problem,  it  follows  from  the  actual  findings 
that  the  present-day  human  karyotype  must  have  appeared  first  in  an  extremely 
small  group,  even  as  small  as  one  couple,  and  must  have  maintained  itself  con- 
stant, simply  because  it  was  the  very  best  solution.  It  follows  also  that  man- 
kind is  a  biological  unit  of  which  races  are  variations  with  no  precise  bound- 
aries. Hence  the  old  idea  that  human  beings  are  brothers  is  not  an  ethical  hy- 
pothesis or  a  purely  moral  goal,  but  simply  a  correct  expression  of  plain  reality. 
The  recognition  of  such  brotherhood  is  very  comforting,  but  increases  our  con- 
cern as  human  geneticists  for  the  destiny  of  those  unfortunate  children  who  do 
not  share  equitably  our  chromosomal  heritage. 


Presented  on  the  occasion  of  receiving  the  William  Allan  Memorial  Award  at  the 
meeting  of  the  American  Society  of  Human  Genetics  at  San  Francisco,  October  2-4.  1969. 

1  Chaire  de  Genetique  Fondamentale,  Institut  de  Progenese,  15,  rue  de  PBcole  de 
Medecine,  Paris-6». 
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THE  DISINHERITED  CHILDBEN 

As  we  first  noted,  a  question  is  thus  raised :  Should  these  variants  of  the 
human  condition  be  allowed  to  live? 

Here,  to  try  to  simplify  the  problem,  we  could  first  dismiss  the  problems 
raised  by  grown-up  individuals  or  even  newborns.  No  doubt  exists,  I  suppose, 
that  to  suppress  the  life  of  an  adult,  an  infant,  or  even  a  newborn,  is  to  be 
classified  as  homicide,  no  matter  how  severely  affected  the  patient  should  be. 

Indeed  it  could  be  remarked  that  some  conditions  like  13  trisomy,  for  exam- 
ple, are  not  compatible  with  a  prolonged  extrauterine  life.  An  argument  could 
thus  be  presented  that  their  suppression  would  be  only  equivalent  to  premature 
euthanasia.  Without  discussing  the  particular  topic  of  euthanasia,  a  very  strong 
difference  must  be  stressed  here :  the  purpose  of  euthanasia  is  to  spare  seem- 
ingly unnecessary  suffering  to  the  patient,  while  the  goal  of  the  suppression  of 
a  disabled  child  is  to  prevent  suffering  to  Ms  family  and  to  society. 

If  we  definitely  are  not  concerned  about  the  finished  individual,  what  about 
the  beginning  of  life?  When  the  future  human  being  is  still  a  conglomerate  of 
cells,  apparently  not  yet  differentiated,  should  we  consider  him  as  a  human  be- 
ing or  not?  Should  we  reject  this  cell  mass  if  it  does  not  fit  our  specifications, 
or  should  we  respect  him  and  protect  him  in  all  possible  ways?  Such  a  ques- 
tion, directly  raised  by  the  possible  detection  of  a  chromosomal  error  in  a 
young  embryo,  has  to  be  faced  by  human  geneticists.  Surely  the  answer  must  be 
based  upon  scientific  grounds  and  be  as  free  as  possible  from  emotional  or  op- 
portunistic reactions. 

The  necessity  of  assuming  this  duty  is  imperative.  Geneticists  cannot  play 
Pontius  Pilate  and  wash  their  hands,  saying,  "The  parents  will  choose."  Parents 
are  generally  not  cytogeneticists,  but  are  always  deeply  emotionally  involved. 
How  then  could  they  judge  ? 

THE  TECHNICAL  APPEOACH 

Challenged  with  this  problem  we  can  try  a  "technical"  approach.  Just  for  a 
moment  let  us  suppose  that  the  question  of  being  a  man  or  not  is  either  irrele- 
vant or  already  solved,  and  look  for  a  "technical"  solution.  Although  the  matter 
seems,  and  indeed  is,  considerably  simplified  by  such  a  bold  statement,  not  all 
diflficulties  have  vanished.  We  must  first  consider  that  the  phenotypes  determined 
by  chromosomal  aberrations  cover  an  extremely  broad  spectrum. 

At  one  extreme  we  can  locate — apart  from  the  13  trisomy  already  men- 
tioned— the  18  trisomy,  the  pure  triploidies,  and  a  few  other  conditions  which 
are  practically  incompatible  with  prolonged  extrauterine  life.  A  second  cs^'igory 
includes  severe  conditions  like  trisomy  21  or  Cri  du  Chat  syndrome,  which  are 
entirely  compatible  with  a  long  life  expectancy  but  inflict  severe  physical  im- 
pairments and  a  mental  deficiency,  although  varying  appreciably  from  subject 
to  subject.  In  technical  terms,  we  must  stress  that  our  predictions  are  quite  ac 
curate  but  are  only  negative.  For  example,  the  presence  of  an  extra  chromosome 
21  in  a  fertilized  egg  gives  us  the  following  information :  the  children  who  will 
develop  from  this  egg  will  never  attend  a  high  school  and  will  not  be  able  to 
live  independently.  Remarkably  enough,  we  do  not  know  whether  the  affected 
individual  will  be  abel  to  read,  write,  or  count  and  achieve  a  mental  age  of 
seven  or  eight  years,  or  whether  he  will  have  an  extremely  poor  development, 
with  an  IQ  below  20.  Obviously  the  human  geneticists  looking  at  chromosomes 
have  not  yet  reached  the  cleverness  of  the  fairies  who  could  predict  everything 
just  by  looking  at  a  baby  in  his  cradle.  However,  our  "misfortune-telling"  is 
precise  enough  to  know  that  the  child  will  never  be  self-supporting  in  everyday 
life. 

The  other  extreme  of  the  spectrum  is  much  more  troublesome.  For  example, 
an  XO  woman,  although  sterile  and  slightly  physically  abnormal,  can  spend  an 
interesting  life  found  worthwhile  by  herself  as  well  as  by  others.  I  have  in  mind 
the  case  of  an  excellent  technician  I  met  years  ago  in  a  laboratory  of  human 
biochemical  genetics.  The  case  of  an  XXY  Klinefelter  is  still  more  ambiguous. 
Apart  from  sterility,  a  kind  of  built-in  permanent  contraception,  an  XXY  sub- 
ject can  have  a  quite  normal  life  and  even  can  become  a  highly  reputable  sur- 
geon— to  cite  another  individual  case. 

Finally  we  find  quite  normal  conditions,  like  triplo-X  mothers,  fortuitously 
detected,  or  XYY  individuals  who  can  enjoy  a  perfectly  decent  and  respectable 
life.  Indeed  we  know,  statistically,  that  the  XXX  condition  is  far  more  frequent 
among  inmates  of  institutions  for  mentally  retarded  persons,  and  we  are  quite 
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convinced  that  the  risk  of  delinquency  is  greater  for  an  XYY  man  than  for  a 
"normal"  XY  (although  not  greater  than  for  an  "abnormal"  XY).  But  what 
about  the  condition  of  translocation  carriers,  not  suffering  any  detectable  ge- 
netic damage  themselves  but  able  to  give  birth  to  children  suffering  from  an 
imbalanced  karyotype?  And  what  about  complex  translocations  which,  due  to 
aneusomie  de  recornbinaison,  can  occur  in  two  different  although  morphologi- 
cally identical  karyotypes,  one  entirely  balanced,  leading  to  perfectly  normal 
adults,  the  other  severely  imbalanced,  and  sometimes  lethal  or  dramatically 
dysmorphogenic. 

Intermingled  with  all  the  preceding  cases  is  the  cumbersome  problem  of  mo- 
saicism. Every  human  being  is  a  mosaic  due  to  some  mitotic  malsegregation  in 
some  part  of  the  body;  the  dividing  line  between  normal  and  pathologic  is  a 
matter  of  percentage :  if  50%  of  abnormal  karyotype  is  considered  as  deleteri- 
ous, what  about  40%,  20%,  5%,  and  what  about  topographical  distributions? 
Obviously  here  some  "technical"  judgment  has  to  be  made  about  the  human 
qualities  resulting  from  a  given  constitution,  and  careful  analysis  of  the  burden 
imposed  upon  affected  individuals,  their  families,  and  society  must  be  made. 

The  burden  to  the  individual  himself  is  very  diflScult  to  assess  because  only 
the  affected  person  can  tell  us  about  it.  The  overwhelming  majority  of  patients 
suffering  from  a  genetic  disease  (and  able  to  express  their  feelings)  do  regret 
their  auction  but  do  not  regret  being  themselves  and  alive.  The  social  burden 
possibly  could  be  easier  to  estimate,  but  the  suffering  of  the  family  will  stay  out- 
side of  any  "technical"  evaluation.  Nevertheless,  many  precise  but  very  complex 
questions  must  be  solved.  For  example:  is  the  Turnerian  way  of  life  to  be 
accepted?  is  the  21-trisomic  way  of  life  to  be  protected?  .  .  .  ,  and  the  like. 
Willy-nilly  we  come  to  the  conclusion  that  such  a  diflBcult  matter,  that  of  decid- 
ing what  is  desirable  and  should  be  respected  and  what  is  undesirable  and  should 
be  rejected,  deals  with  considerable  "technical"  intricacies.  In  such  situations 
the  common  practice  is  not  to  leave  the  decision  to  unprepared  or  to  directly 
involved  persons,  but  to  resort  to  some  jurisdiction,  or  some  body  of  counselors. 

Thus  the  time  is  ripe  to  see  what  kind  of  facility  for  research  and  applied 
eugenics  should  be  constituted  to  manage  these  problems.  Indeed,  there  would 
be  no  reason  whatsoever  to  limit  the  competence  of  this  facility  merely  to 
chromosomal  aberrations,  but  its  terms  of  reference  should  include  all  inborn 
errors,  either  genie  or  chromosomal.  In  order  to  work  out  entirely  this  "techni- 
cal" approach,  let  us  read  the  minimal  statutes  that  such  a  facility  should  have. 

Elements  of  the  Statutes  of  a  New  Facility  for  Research  and  Applied  Eugenics 

Article  I 

Considering  the  disputed  issue  of  mankind's  betterment,  noting  the  burden  im- 
posed upon  society  by  genie  and  chromosomal  diseases,  and  recognizing  the 
limitation  of  the  available  solutions,  a  special  Institution  for  Research  and 
Applied  Eugenics  is  created:   "THE  NATIONAL   INSTITUTE   OF  DEATH." 

Article  II 

Under  the  scientific  scrutiny  of  a  board  of  specially  appointed  advisors,  the 
NATIONAL  INSTITUTE  OF  DEATH  will: 

A.  Decree  on  undesirable  genes  or  chromosomes. 

B.  Deliver  unhappy  parents  from  unwanted  pregnancies. 

C.  Discard  embryos  not  fitting  standard  requirements. 

D.  Dispose  of  newborns  not  reaching  minimal  specifications  of  normalcy. 

E.  And  generally,  destroy,  delete,  or  decry  any  human  condition  voted  against 
by  the  above-mentioned  board  of  advisors  of  the  NATIONAL  INSTITUTE  OF 
DEATH. 

Article  III 

To  prevent  any  possible  error,  concern,  or  prejudice,  the  advisors  shall  be 
chosen  from  among  knowledgeable  persons  not  belonging  to  any  philosophy,  so- 
ciety, or  race. 

THE  INDIVIDtrAL  APPBOACH 

Leaving  the  board  of  advisors  of  the  NATIONAL  INSTITUTE  OF  DEATH 
to  its  intrinsic  "technicalities,"  we  have  to  remember  that  we  have  set  aside 
the  core  of  the  problem:  when  does  man  begin?  To  make  a  short  story  long 
(for  the  beginning  of  life  is  just  the  brief  instant  of  egg  fertiUzation),  we  can 
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investigate  at  what  stage  of  development  the  future  human  being  can  be  con- 
sidered as  an  individual.  The  available  information  is  spread  over  many  fields 
of  biology  but  can  be  summarized  under  the  two  headings  defining  an  individ- 
ual, that  is,  unity  and  uniqueness.  It  is  actually  impossible  to  state  firmly  at 
what  time  these  two  qualities  appear,  although  we  know  for  sure  that  it  is 
after  fertilization.  But  it  is  possible  to  delineate  with  the  aid  of  pathological 
findings,  the  time  a^ter  which  these  qualities  cannot  be  appreciably  changed. 

Unity  and  Chimeras 

According  to  the  classical  rules  of  human  genetics,  every  individual  is  con- 
structed out  of  one  cell,  the  fertilized  egg.  This  formal  statement  had  no  ex- 
ception until  the  discovery  of  human  chimeras  in  hermaphroditism.  For  exam- 
ple, in  the  constitution  XX/XY,  careful  analysis  of  blood  groups  shows  that  the 
red  cells  are  composed  of  two  subpopulations,  each  of  them  carrying  a  particu- 
lar array  of  genes  coming  from  the  parents.  The  primary  mechanism  of  these 
chimeras  is  poorly  under.stood  but,  broadly  speaking,  it  can  be  asserted  that 
two  fraternal  twin  zygotes  have  collaborated  to  build  together  one  embryo  in- 
stead of  two.  Speculations  about  simultaneous  fertilization  of  a  reduced  egg 
and  of  one  of  its  polar  bodies  have  been  made,  and  diploid/triploid  mosaics 
seem  to  owe  their  origin  to  a  rather  similar  type  of  accident.  Although  other 
mechanisms  could  as  well  be  postulated,  the  moment  at  which  the  process  can 
occur  is  very  early  in  development. 

First,  these  events  happen  at  the  same  ovulation  period,  for  embryos  a 
month  apart  could  not  fuse  into  one.  Second,  to  realize  the  almost-perfect 
mixture  of  the  two  kinds  of  cells  found  in  every  tissue,  the  symbiosis  must  es- 
tablish itself  well  ahead  of  the  first  general  organization  of  the  future  embryo. 
This  leaves  us  with  a  period  of  uncertainty  not  exceeding  weeks  and,  quite 
likely,  as  short  as  a  few  days  or  hours  if  the  polar  body  is  involved.  This 
problem  of  the  unity  of  an  individual  of  chimeric  origin  is  intriguing.  Com- 
pound animals  can  be  artificially  produced,  like  the  mouse  manufactured  from 
blastocysts  of  different  embryos,  thus  having  many  mothers  and  many  fathers. 
Such  a  monstrosity  fortunately  is  not  to  be  feared  too  much  in  our  species,  at 
least,  as  long  as  the  good  old  manners  of  reproduction  will  be  in  use!  Never- 
theless, it  seems  likely  that  natural  chimeras  in  our  species  are  about  twice 
as  frequent  as  XX/XY  hermaphrodites.  The  reason  is  that  if  two  fraternal 
zygotes,  both  XX  or  both  XY,  fuse,  the  individual  will  be  perfectly  healthy  and 
never  examined.  It  is  entirely  possible  that  some  here  are  not  the  pure  clone 
they  believe  themselves  to  be,  but  are  harmonious  chimras  resulting  from  the  full 
integration  of  two  cellular  races.  Is  it  entirely  chimerical  to  think  that  such  a 
fruitful  and  peaceful  coexistence  between  populations  of  cells,  carrying  differ- 
ent tables  of  the  law  of  life,  hopefully  could  be  a  model  for  human  societies? 

Uniqueness  and  Twins 

The  uniqueness  of  each  man  is  also  an  old  rule  of  genetics.  Without  develop- 
ing any  statistical  demonstration,  it  can  safely  be  assessed  that  the  precise  ge- 
netic constitution  of  every  fertilized  egg  is  unique,  has  never  been  realized 
before,  and  will  never  occur  again.  But  at  what  moment  is  this  uniqueness  defi- 
nitely established?  Monozygous  twins  show  that  two  or  sometimes  more  indi- 
viduals can  emerge  from  the  same  primordial  genetic  information.  Nobody,  I 
venture,  would  seriously  argue  that  identical  twins  are  not  individual  persons 
although  they  share  the  very  same  nature.  The  splitting  in  two  embryos  surely 
can  occur  at"  the  first  cleavage  of  the  egg,  but  what  about  the  latest  stage  pos- 
sible? The  observation  of  double  monsters  demonstrates  that  complete  separa- 
tion cannot  take  place  after  the  finalization  of  the  neural  crest.  Hence,  we  are 
left  again  with  an  indeterminate  period  of  assuredly  less  than  one  month  and 
probably  of  two  or  three  weeks  at  most. 

Incidentally,  again  to  break  one  of  the  old  rules,  twins  coming  from  the  same 
egg  are  not  necessarily  alike.  If  a  chromosomal  error  intervenes  during  or  just 
after  cleavage,  identical  twins  can  be  different.  If  a  chromosome  21,  for  example, 
is  present  in  triplicate  in  one  twin  and  normally  diploid  in  the  other,  the  twin 
set  will  be  composed  of  a  typical  21-trisomic  individual  and  of  his  normal  co- 
twin,  identical  but  for  the  21  trisomy  condition.  If  the  accident  prevents  the 
transmission  of  the  Y  chromosome  to  one  of  the  twins  there  will  be  one  normal 
male  (XY)  and  a  female  identical  twin  with  Turner's  syndrome  (XO).  In  a 
case  of  this  type,  the  XO  girl  apparently  suffered  from  a  very  Strang  psycho- 
logical disturbance  which  greatly  intrigued  the  psychiatrists:  she  pretended 
she  was  seeing  her  brother  when  she  looked  at  herself  in  a  mirror.  For  the 
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geneticist,  such  an  intuitive  knowledge  of  a  complex  situation  was  not  at  all 
troublesome,  but  a  mere  affirmation  of  the  facts.  But,  coming  back  to  our  tim- 
ing problem,  in  what  way  can  all  these  remarks  help  us  in  answering  our  basic 
question  :  "when  does  a  human  being  begin?" 

THE  MOLECULAB  APPROACH 

During  the  transmission  of  life,  the  link  between  parents  and  infants  is  con- 
tinuous. Without  reviewing  the  complex  machinery  of  moded  molecules,  from 
DNA  and  RNA  to  ribosomes  and  proteins,  we  can  safely  assume  that  at  every 
moment  this  link  between  generations  is  material.  Nevertheless,  with  exactly 
the  same  degree  of  certainty,  we  know  that  no  one  molecule,  no  one  individual 
atom  actually  present  in  the  fertilized  egg,  will  have  the  slightest  chance  of 
being  transmitted  to  the  next  generation.  Obviously  what  is  "transmitted"  is  a 
form,  an  accident  of  the  matter,  and  not  matter  itself  as  such.  This  apparent 
paradox  is  the  very  basis  of  any  reproductive  process.  For  example  a  statue 
cannot  be  built  out  of  void;  it  needs  a  material  substrate  such  as  marble  or 
clay.  During  reproduction  by  molding,  the  link  between  the  statue  and  its  repli- 
cate is  at  every  instant  a  material  one ;  but  what  is  reproduced  is  definitely  not 
the  marble  or  the  plaster  but  the  form,  or,  more  precisely,  the  information  im- 
printed on  matter  by  the  genius  of  the  sculptor. 

Applied  to  biology,  this  principle  of  information  transfer  is  perfectly  relevant 
because  we  know  that,  if  not  disturbed  and  if  not  deprived  of  nutrient  supply, 
the  fertilized  egg  on  its  own  will  produce  a  full-blown  individual  by  an  ex- 
tremely complex  but  entirely  deterministic  mechanism.  In  utero  relations  be- 
tween the  mother  and  the  fetus  do  not  affect  at  all  this  fundamental  deter- 
minism, as  is  clearly  demonstrated  by  the  egg  of  the  hen.  By  such  reasoning, 
the  information  specialist  reaches  the  conclusion  that  the  more  deterministic 
and  materialistic  his  conception  of  life,  the  earlier  a  human  constitution  is 
entirely  spelled  out.  If  can  is  considered  as  an  accretion  of  matter  such  that  his 
very  nature  is  entirely  dictated  by  the  information  imprinted  in  these  materials, 
then  a  new  man  begins  at  the  precise  point  the  necessary  and  sufficient  informa- 
tion is  gathered,  that  is,  at  the  very  beginning. 

Even  interpretation  of  his  theory  in  philosophical  terms  will  not  lead  the  in- 
formation specialist  any  further.  Indeed,  it  could  be  argued  that  all  nuclear 
and  cytoplasmic  information  included  in  the  fertilized  egg  is  only  describing 
the  "essence"  of  the  future  man,  not  his  "existence."  But  this  reserve  vanishes 
immediately  if  we  accept  the  fact  that  existence  is  essence  in  action.  Hence 
since  any  transmission  of  information  is  the  action  of  its  essence,  the  future 
man  effectively  exists  either  at  the  first  RNA  synthesis  or,  if  we  need  a  more 
ostensible  starting  point,  at  the  first  cell  cleavage.  Whether  or  not  we  find  that 
reducing  man  to  the  genetic  and  organistic  information  of  his  primordial  cell 
is  intuitively  satisfactory,  no  clear  direction  seems  open  to  pursue  the  argument. 

THE  PBACTICAL  APPEOACH 

Many  would  consider  that  we  have  spent  enough  time  on  pure  and  unproduc- 
tive speculations  and  would  stop  here,  saying,  "Wait,  let  us  be  practical  and 
SGG  tlic  mere  f&cts." 

At  the  early  stages  of  embryonic  development  there  are  only  conglomerated 
cells,  rapidly  dividing.  This  little  mass  even  does  not  look  at  all  like  a  man; 
it  is  just  a  piece  of  flesh,  a  very  precious  flesh  because  a  human  being  could 
sprout  out  of  it — a  fact  imposible  from  an  ordinary  tissue  culture  or  from  any 
somatic  part  of  the  body.  But  there  is  no  "humanity"  there,  just  human  cells. 
In  this  approach,  different  landmarks  can  be  used  in  deciding  that  "humanity" 
has  been  acquired  by  the  "thing."  Some  will  hold  that  organs  must  have  differ- 
entiated ;  others  will  require  some  development  of  the  brain ;  and  others  will 
wait  until  certain  reactions  to  stimuli  occur  in  the  fetus  or  until  any  other 
specified  step  is  attained.  It  follows  that  the  time  factor  we  are  interested  in 
varies  largely  with  this  approach,  for  example  from  fertilization  to  viability, 
or,  when  the  disputation  is  entirely  worked  out,  to  the  time  at  which  the  "grow- 
ing thing"  will  finally  be  able  to  pretend  that  he  is  a  man.  Generally  the  process 
of  birth  is  accepted  as  a  convenient  term  for  the  discussion,  but  this  separation 
from  the  mother  is  not  relevant  whatsoever  to  the  logic  of  the  argument. 

When  viewed  scientifically,  this  difficulty  in  spelling  out  "practically"  at  what 
precise  time  a  mass  of  cells  becomes  a  man  is  not  surprising  at  all  and  definitely 
is  not  to  be  ridiculed.  If  we  dissect  the  intellectual  pathway  followed  here,  it 
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is  clear  that  regardless  of  the  circumlocutions  used,  what  the  "practical"  view 
is  looking  for  is  in  plain  words:  is  there  some  kind  of  human  "soul"  or  not? 
Ensoulment  theory  has  been  vividly  discussed  by  theologians  but,  to  the  best 
of  my  knowledge,  never  solved.  Thus,  it  is  no  wonder  that  "practical"  discus- 
sants cannot  beat  specialists  on  their  own  ground.  Curiously  enough,  we  have 
seen  the  "molecular  theoretician"  coming  out  with  a  pure  information  theory, 
very  akin  to  physical  representation  of  the  "incarnation  of  the  logos"  and  the 
"pragmatist"  discussing  the  first  symptoms  of  the  existence  of  the  "human 
soul."  It  could  very  -veil  be  that  such  an  apparent  confusion  of  disciplines 
stems  from  the  fact  that  we  all  tried  to  solve  an  incomplete  problem. 

For  the  sake  of  simplification,  we  have  devoted  ourselves  to  the  particular 
query:  "When  does  man  begin?"  It  appeared  to  be  quite  a  clear-cut  question. 
But  should  we  not  have  been  better  inspired  to  start  with  the  necessary  ques- 
tion :  "What  is  a  man  ?"  No  dictionary  and  even  no  legislation  of  any  country 
or  civilization  has  ever  fully  answered  this  question.  Depending  upon  what 
different  specialists  look  for  in  man^his  quality,  his  individuality,  his  mole- 
cules, or  his  internal  or  external  life — the  "technician,"  the  "personalist,"  the 
"information  specialist,"  and  the  "pragmatist"  have  given  their  own  answers 
not  to  the  question  we  asked  them,  "When  does  man  begin?"  but  to  the  un- 
spelled  challenge,  "What  is  a  man?"  Certainly  this  is  the  crux  of  the  matter, 
but  such  a  crux  is  possibly  too  heavy  to  be  carried  by  a  human  mind. 

Here  are  we  left,  exactly  at  the  same  point  we  started  two  thousand  years 
ago.  The  Diogenes-geneticist  returns  to  his  barrel  after  turning  ofE  his  micro- 
scopic lantern.  He  has  not  discovered  when  and  where  man  could  be  found ! 
Conclusions  from  such  a  circular  trip  are  not  straightforward !  Nevertheless 
we  human  geneticists  have  to  face  everyday  reality :  disabled  children  and  dis- 
tressed parents  exist.  No  formal  demonstration  being  at  hand,  each  of  us  has  to 
face  the  challenge,  and  I  believe  our  response  must  be  guided  by  two  senti- 
ments only^ — humility  and  compassion.  Humility  because  we  must  recognize  we 
have  no  ready-made  answers,  because  geneticists  have  not  broken  the  secret  of 
the  human  condition,  and  because  scientific  arguments  are  of  little  help  in 
ethical  issues ;  compassion  because  even  the  most  disinherited  belongs  to  our 
kin,  because  these  victims  are  poorer  than  the  poorest,  and  because  the  sorrow 
of  the  parents  cannot  be  consoled  by  science.  But  should  we  capitulate  in  the 
face  of  our  own  ignorance  and  propose  to  eliminate  those  we  cannot  help? 

For  millennia,  medicine  has  striven  to  fight  for  life  and  health  and  against 
disease  and  death.  Any  reversal  of  the  order  of  these  terms  of  reference  would 
entirely  change  medicine  itself.  It  happens  that  nature  does  condemn.  Our  duty 
has  always  been  not  to  inflict  the  sentence  but  to  try  to  commute  the  pain.  In 
any  foreseeable  genetical  trial  I  do  not  know  enough  to  judge,  but  I  feel  enough 
to  advocate. 

The  Foetus  as  a  Personaxity 

(A.  W.  LileyS  C.M.G.,  D.Sc(Hon.),  Ph.D.,  M.B.,  Ch.B.,  B.Med.Sc,  Dip.Obst., 
F.R.S.N.Z.,  F.R.C.O.G.) 

I  did  not  choose  the  title  of  this  presentation.  Had  I  done  so,  I  would  have 
been  more  careful  in  my  selection  of  words.  The  foetus  is  part  of  my  province 
of  medical  practice,  and  personality  is  part  of  yours.  But  whereas  I  am  sure 
that  you  could  all  define,  describe  and  even  recognize  a  foetus,  I  am  not  so 
confident  that  I  can  define  personality.  One  dictionary  offers  'what  constitutes 
an  individual  as  a  distinct  person,'  but  does  not  define  what  the  'what'  is. 
Another  dictionary  asserts  'the  state  of  existing  as  a  thinking  intelligent 
being.'  This  definition  might  lead  to  the  inference  that  personality  increases 
pro  rata  with  intelligence,  or  that  some  people  may  not  have  a  personality  at 
all  if  we  followed  Bertrand  Russel's  dictum  that  'most  people  would  rather 
die  than  think  and  many,  in  fact,  do !' 

My  copy  of  the  late  Ken  Stallworthy's  Manual  of  Psychiatry  is  more  help 
with  the  definition  that  'personality  is  the  individual  as  a  whole  with  every- 
thing about  him  which  makes  him  different  from  other  people,'  because  we 
can  certainly  distinguish  foetuses  from  each  other  and  from  other  people. 
With  the  next   sentence — 'personality  is   determined  by  what  is  born  in  the 


land. 


*  Presented  at  the  8th  Annual  Congress,   A.N.Z.C.P.,  Auckland,   October,   1971. 

1  Professor,  Postgraduate  School  of  Obstetrics  and  Gynaecology,   University  of  Auck- 
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individual  in  the  first  place  and  by  everything  v?hich  subsequently  happens  to 
him  in  the  second'— we  are  really  in  business.  Not  only  can  I  tell  you  what  is 
apparent  of  what  is  born  in  the  foetus,  but  I  can  also  describe  the  environment 
in  which  he  lives,  the  stimuli  to  which  he  is  exposed,  and  the  responses  which 
he  displays.  Therefore  it  might  have  been  more  apt  to  title  this  presentation  'A 
day  in  the  life  of  the  foetus,'  and  together  we  can  revisit  a  stage  of  life  which 
we  all  experienced  but  which,  superficially  at  least,  none  of  us  remembers. 

Such  a  journey  is  justified  for  several  reasons.  For  many  centuries  interest 
in  foetal  life  was  restricted  to  anatomical  studies  by  embryologists  or  to  me- 
chanical problems  in  delivery  as  they  presented  to  the  accoucheur.  The  legacies 
of  this  era  are  well  known — particularly  the  attitude  that,  apart  from  some 
aimless  kicking  which  began  in  the  fifth  month,  the  foetus  was  a  placid,  de- 
pendent, fragile  vegetable  who  developed  quietly  in  preparation  for  a  life 
which  started  at  birth.  In  the  present  century,  many  disciplines  have  extended 
their  interests  to  include  the  foetus,  but  in  fields  from  surgery  to  psychiatry 
the  tendency  has  been  to  start  with  adult  life  and  work  backwards — knowing 
what  the  adult  state  was,  one  worked  back  to  what  seemed  a  reasonable  start- 
ing point  to  reach  that  goal.  Therefore,  in  fields  from  physiology  and  bio- 
chemistry to  education  and  psychology,  there  has  grown  up  the  habit  of  regard- 
ing the  foetus  and  the  neonate  as  a  poorly  functioning  adult  rather  than  as  a 
splendidly  functioning  baby. 

Until  recently,  the  human  foetus  in  situ  was  inaccessible  to  study  and  this 
seclusion  has  had  two  further  unfortunate  results.  First,  much  reliance  has 
been  placed  on  animal  experiment  in  spite  of  the  fact  that  there  is  more 
variation  throughout  the  mammalian  order  in  reproductive  physiology  than  in 
the  physiology  of  any  other  body  function.  Second,  for  want  of  experimental 
verification  or  repudiation,  theories  have  flourished  without  serious  challenge. 
As  a  consequence,  at  one  extreme,  J.  J.  Rousseau  and  his  pupils  could  regard 
the  foetus  as  a  witless  tadpole  with  a  mind  like  a  cleanly  washed  slate — the 
tabula  rasa— and  at  the  other  extreme  some  interpreters  of  dreams  considered 
the  foetus  a  skilled  voyeur,  spying  on  his  parents  having  intercourse— a  sort 
of  'what  the  butler  saw'  through  the  cervix. 

If,  with  regret,  we  must  abandon  such  fascinating  conjecture,  I  hope  that 
we  can  replace  it  with  equally  interesting  fact,  because  recent  advances  in 
foetal  diagnosis  and  therapy  have  provided  both  the  technology  and  oppor- 
tunity to  piece  together  a  new  picture  of  the  foetus.  Far  from  being  an  inert 
passenger  in  a  pregnant  mother,  the  foetus  is  very  much  in  command  of  the 
pregnancy.  It  is  the  foetus  who  guarantees  the  endocrine  success  of  pregnancy 
and  induces  all  manner  of  changes  in  maternal  physiology  to  make  her  a  suit- 
able host.  It  is  the  foetus  who,  singlehanded,  solves  the  homograft  problem- 
no  mean  feat  when  we  reflect  that,  biologically,  it  is  quite  possible  for  a  woman 
to  bear  more  than  her  own  body  weight  of  babies,  all  immunological  foreigners, 
during  her  reproductive  career.  It  is  the  foetus  who  determines  the  duration 
of  pregnancy.  It  is  the  foetus  who  decides  which  way  he  will  lie  in  pregnancy 
and  which  way  he  will  present  in  labour.  Even  in  labour  the  foetus  is  not 
entirely  passive — neither  the  toothpaste  in  the  tube  nor  the  cork  in  the  cham- 
pagne bottle,  as  required  by  the  old  hydraulic  theories  of  the  mechanics  of 
labour.  Much  of  the  behavior  of  the  neonate  and  infant  can  now  be  observed 
in  utero  and,  by  corollary,  a  better  understanding  of  the  foetus  and  his  environ- 
ment puts  the  behaviour  and  problems  of  the  neonate  in  better  perspective. 

In  his  warm  and  humid  microclimate,  the  foetus  is  in  neither  stupor  nor 
hypoxic  coma.  From  the  few  electroencephalographic  studies,  he  appears  to 
show  cyclical  activity,  the  lighter  periods  of  which  correspond  in  the  neonate 
to  a  drowsy  wakefulness  from  which  he  is  readily  aroused  by  a  variety  of 
stimuli.  Like  all  internal  organs,  the  uterus  is  insensitive  to  touch,  indeed,  to 
all  stimuli  except  stretch.  Hence  foetal  movements  are  not  felt  in  the  uterus 
but  in  the  maternal  abdominal  wall,  which  explains  why  quickening  is  not 
apparent  until  16  to  22  weeks  of  gestation.  The  foetus  has  ,been  moving  his 
limbs  and  trunk  since  about  8  weeks,  but  some  10  or  more  weeks  elapse  .before 
these  movements  are  strong  enough  to  be  transmitted  to  the  abdominal  wall. 
In  some  40  per  cent  of  pregnancies,  an  additional  cushion,  the  placenta,  is  on 
the  anterior  uterine  wall,  and  this  phenomenon  plus  variation  in  foetal  posi- 
tion explains  why  maternal  account  or  external  palpation  may  be  a  very  er- 
ratic guide  to  foetal  vigour  and  welfare. 

Foetal  comfort  determines  foetal  position,  but  comfort  presents  no  problem 
in  the  first  half  of  pregnancy  when  the  foetus  inhabits  a  relatively  large  and 
globular  cavity.  He  is  under  no  restriction  and  has  no  axis  of  stability.  Occa- 
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sionally  these  conditions  still  prevail  in  late  pregnancy — in  the  presence  of 
polyhydramnios,  or  with  a  uterine  cavity  truncated  by  a  fundal  or  praevia 
placenta — and  then  we  see  an  unstable  lie.  Normally,  however,  in  the  second 
half  of  pregnancy,  the  uterine  cavity  is  no  longer  globular  but  becomes  pro- 
gressively more  ovoid  with  the  lower  pole  narrower,  and  the  foetus  elongates 
more  rapidly  than  the  uterus.  Therefore  the  foetus  tends  to  be  corralled  into 
a  longitudinal  lie.  However,  amniotic  fluid  volume  reaches  a  maximum  at  about 
28  to  32  weeks,  and  until  this  time  the  foetus  is  far  from  cramped  and  under 
no  obligation  to  lie  well  flexed.  As  amniotic  fluid  volume  diminishes  and  foetal 
bulk  increases  from  32  weeks  to  term,  comfort  becomes  more  diflScult  to  achieve. 
If  he  chooses  to  flex  his  knees,  the  foetus  will  present  by  the  vertex  as  his 
head  forms  a  smaller  pole  than  his  back,  thighs,  calves  and  feet,  and  this  dis- 
position corresponds  to  the  polarity  of  the  uterine  cavity.  If  however  he  elects 
to  extend  his  knees,  he  will  fit  in  best  as  a  breech  since  his  tapering  trunk 
and  thighs  form  a  smaller  pole  than  his  head,  calves  and  feet. 

Variations  of  uterine  contour,  unusual  size  or  location  of  the  placenta,  and 
the  presence  of  another  foetus  may  all  present  further  challenges  to  foetal 
comfort  and  ingenuity  and  produce  stable  malpresentations.  Foetal  position, 
whether  he  lies  with  his  spine  anterior,  posterior  or  lateral,  is  determined  by 
other  influences.  In  late  pregnancy,  the  most  important  of  these  are  the  loca- 
tion of  the  placenta,  which  converts  the  circular  cross  section  of  the  uterus  to 
an  oval,  the  tone  of  mother's  uterine  and  abdominal  wall,  the  shape  of  the 
maternal  lumbar  lordosis,  and  the  inclination  of  the  pelvic  brim.  Maternal 
movement  and  change  of  maternal  position,  Braxton-Hicks  contractions,  and 
external  palpation  all  disturb  the  foetus  and  may  provoke  him  to  seek  a  new 
position  of  comfort.  He  will  repeatedly  and  purposefully  seek  to  avoid  the 
sustained  pressure  of  a  microphone  or  phonendoscope  or  of  a  knuckle  on  prom- 
inences. 

The  mechanisms  by  which  the  foetus  changes  ends  in  the  uterus  is  simple — he 
propels  himself  around  by  his  feet  and  legs.  The  mechanism  by  which  he 
changes  sides  is  more  subtle — he  employs  an  elegant  longitudinal  spiral  and  at 
the  midpoint  of  his  turn  has  a  180°  twist  in  his  spine.  He  first  extends  his 
head  and  rotates  it,  next  his  shoulders  rotate  and  finally  his  lumbar  spine 
and  legs — in  fact,  he  is  using  his  long  spinal  reflexes.  Insofar  as  this  is  the 
obvious  way  to  turn  over,  there  would  be  onthing  remarkable  about  it  except 
that  according  to  textbooks  of  neonatal  and  infant  locomotor  function  the  baby 
does  not  roll  over  using  his  long  spinal  reflexes  until  14  to  20  weeks  of  extra- 
uterine life.  However,  we  have  unequivocal  films  of  the  foetus  using  this 
mechanism  at  least  as  early  as  26  weeks  gestation,  and  it  is  apparent  that  the 
reason  we  do  not  see  this  behavior  in  the  neonate  is  not  that  he  lacks  the 
neural  co-ordination  but  that  a  trick  which  is  simple  in  a  state  of  neutral 
buoyancy  becomes  diflicult  under  the  new-found  tyranny  of  gravity. 

The  very  early  embryo  develops  in  flexion,  but  beyond  this  stage  there  is 
little  evidence  to  justify  the  traditional  assumption  that  flexion  is  fundamental 
in  foetal  musculoskeletal  development.  In  midpregnancy  with  plenty  of  room, 
neutral  buoyancy  and  intervertebral  discs  virtually  synovial  joints,  he  can 
assume  postures  difficult  or  impossible  for  the  child  or  adult.  In  late  preg- 
nancy, as  the  foetus  elongates  more  than  the  uterus,  he  must  fold  to  fit  in. 
Commonly  the  attitude  is  again  one  of  fiexion,  but  sometimes  he  elects  to  lie 
with  neck,  trunk  or  limbs  extended  and  sometimes  grossly  hyperextended,  a 
preference  he  will  continue  to  express  as  his  position  of  comfort  after  birth, 
particularly  in  sleep,  if  nursed  naked  in  a  warm  environment. 

Foetal  movement  is  necessary  for  the  proper  development  of  foetal  bones 
and  joints.  The  foetus  without  muscles — amyotrophia  congenita — has  the 
slender  bone  structure  more  familiar  in  the  victim  of  paralytic  poliomyelitis. 
From  the  characteristic  and  uniform  angulations  in  different  limb  segments, 
it  is  apparent  that  the  fractures  in  the  foetus  with  fragilitas  osseum,  the  'bat- 
tered baby  in  utero,'  are  self-inflicted  by  the  baby's  own  muscles.  The  foetus 
who  is  severely  constrained  in  utero  like  a  pound  of  deep  frozen  sausages 
with  extreme  oligohydramnios  presents  an  assortment  of  compression  deformi- 
ties with  severe  restriction  of  joint  range  of  movement. 

The  realization  that  the  foetus  himself  determines  the  way  he  will  lie  in 
pregnancy  and  present  in  labour  by  making  the  best  he  can  of  the  space  and 
shape  available  to  him  puts  the  practice  of  version  in  new  perspective,  and 
nowadays  fewer  obstetricians  assume  that  they  know  better  than  the  foetus 
how  he  will  be  most  comfortable.  Of  course,  in  selecting  a  position  of  comfort 
in  late  pregnancy,  the  foetus  may  have  chosen  a  position  which  is  diflScult  or 
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impossible  for  vaginal  delivery.  In  this  regard  he  may  be  accused  of  lack  of 
foresight,  but  this  is  a  trait  not  unknown  in  adults. 

The  foetus  is  responsive  to  pressure  and  touch.  Tickling  the  foetal  scalp  at 
survical  induction  of  labour  provokes  movement,  stroking  the  palm  of  a  pro- 
lapsed arm  elicits  a  grasp  reflex,  and  to  plantar  stimulation  the  footling  breech 
obliges  with  an  upgoing  toe.  Being  totally  immersed,  the  foetus  does  not  feel 
wet  nor  cough  or  choke  with  his  airway  full  of  fluid.  The  peripheral  sensation 
of  wetness  and  the  irritation  of  fluid  in  the  airways  are  dependent  on  surface 
tension  effects  at  gas/fluid  interfaces,  and  normally  wetness  is  a  new  experi- 
ence at  birth.  That  this  experience,  however,  may  be  startling  if  not  uncom- 
fortable for  the  foetus  is  suggested  by  the  one  recorded  case  of  air  amniography 
where  the  presence  of  a  substantial  volume  of  intraamniotic  air  led  to  pro- 
longed loud  foetal  crying. 

Since  the  foetus  lacks  an  external  surface  of  his  own,  his  temperature  in- 
evitably cannot  be  less  than  his  mother's.  Among  many  other  functions,  the 
placenta  is  his  heat  exchanger  and  its  performance  may  be  gauged  by  the 
fact  that  foetal  temperature  is  normally  0.5-1.5  °C  above  maternal  core  tem- 
perature. If  mother  runs  a  fever  the  foetus  must  also.  The  walls  of  the  foetal 
world  are  probably  not  thermally  homogeneous,  as  thermography  shows  that 
the  areas  of  the  maternal  abdominal  wall  over  the  placental  site  are  several 
degrees  hotter  than  areas  over  the  chorion  laeve.  Although  the  range  of  am- 
bient temperature  to  which  the  foetus  is  exposed  is  limited,  his  awareness  of 
and  reactions  to  thermal  stimulation  are  intact  before  birth.  If  cold  saline  is 
run  into  the  amniotic  cavity,  he  shows  appropriate  motor  and  circulatory  re- 
sponses. ,    ^      ^T. 

The  foetus  responds  with  violent  movement  to  needle  puncture  and  to  the 
intramuscular  or  intraperitoneal  injection  of  cold  or  hypertonic  solutions.  Al- 
though we  would  accept,  rather  selfishly,  that  these  stimuli  are  painful  for 
adults  and  children  and,  to  judge  from  his  behaviour,  painful  for  the  neonate, 
we  are  not  entitled,  I  understand,  to  assert  that  the  foetus  feels  pain.  In  this 
context  I  think  Bertrand  Russell's  remark  in  his  Human  Knowledge,  its  Scope 
and  Limitations  rather  apt— he  relates  'A  fisherman  once  told  me  that  fish  have 
neither  sense  nor  sensation  but  how  he  knew  this  he  could  not  tell  me.'  It  would 
seem  prudent  to  consider  at  least  the  possibility  that  birth  is  a  painful  ex- 
perience for  a  baby.  Radiological  observation  shows  foetal  limbs  flailing  dur- 
ing contractions,  and  if  one  attempts  to  reproduce  in  the  neonate  by  manual 
compression  a  mere  fraction  of  the  cranial  deformation  that  may  occur  in  the 
course  of  a  single  contraction  the  baby  protests  very  violently.  And  yet,  all 
that  has  been  written  by  poets  and  lyricists  about  cries  of  newborn  babies 
would  suggest  that  newborn  babies  cried  for  fun  or  joie  de  i;i'i;re— which  they 
never  do  afterwards — and  in  all  the  discussions  that  have  ever  taken  place  on 
pain  relief  in  childbirth  only  maternal  pain  has  been  considered.  Karelitz  in 
New  York  has  shown  that,  as  judged  by  the  strength  of  stimuli  required  to 
arouse  them,  the  first  sleep  of  neonates  is  more  profound  than  any  subsequent 
sleep,  and  this  is  perhaps  hardly  cause  for  surprise  when  we  know  that  labour 
may  represent  very  prolonegd  stimulation  and  interference  with  normal  foetal 
activity  cycles. 

The  foetus  drinks  amniotic  fluid  in  a  phasic  pattern  throughout  pregnancy, 
and  measurement  by  isotopic  techniques  shows  that  his  consumption  has  an 
effective  rate  of  interquartile  range  15  to  40  ml  per  hour  in  the  third  trimester. 
Now  the  foetus  has  a  much  larger  number  and  a  much  wider  distribution  of 
taste  buds  in  his  oral  cavity  than  the  child  or  adult,  but  no  one  knows— or  can 
recall — whether  the  taste  or  flavour  of  amniotic  fluid  varies  much  or  if,  for 
instance,  meconium  stained  fluid  tastes  worse  than  normal  fluid.  However, 
experienced  modification  of  the  taste  of  amniotic  fluid  produces  dramatic  re- 
sults. Foetal  drinking  rates  crash  after  the  injection  of  the  contrast  medium 
Lipiodol  ©—an  iodinated  poppy  seed  oil  which  tastes  foul  to  an  adult  or  child 
and  which  causes  a  neonate  to  grimace  and  cry.  Conversely,  de  Snoo  (1937) 
claimed  that  saccharin  stimulated  foetal  swallowing,  and  our  isotopic  measure- 
ments support  this  claim  with  usually  an  approximate  doubling  of  rate.  How- 
ever, some  foetuses  drink  less  after  saccharin  injection  and  perhaps,  like  the 
author,  they  find  saccharin  in  concentration  bitter  rather  than  sweet. 

Foetal  swallowing  appears  the  major  if  not  the  only  route  of  disposal  of  am- 
niotic fluid  colloid  and  hence,  especially  in  the  second  half  of  pregnancy,  has 
an  increasingly  important  effect  on  amniotic  fluid  homeostasis  and  volume. 
The  foetus  who  cannot  swallow,  for  example  with  oesophageal  or  duodenal 
atresia,  has  a  polyhydramnios.  Since  foetal  swallowing  powerfully  influences  if 
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not  regulates  amniotic  fluid  volume,  what  influences  or  regulates  foetal  swal- 
lowing? Now  the  foetus  gains  nourishment  from  amniotic  fluid,  for  he  digests 
the  constituents  of  amniotic  fluid.  His  calorie  intake  from  this  source  may 
reach  40  calories  per  day  and  the  foetus  who  cannot  swallow  is  'small  for 
dates.'  Traditionally  it  has  been  assumed  that  hunger  is  a  brand  new  sensa- 
tion after  birth,  that  in  utero  an  obliging  mother  and  faithful  placenta  have 
supplied  baby's  every  need.  However,  the  sight  of  babies  with  gross  intra- 
uterine malnutrition  makes  it  rather  hard  to  believe  that  every  foetus  lives  in 
a  metabolic  Nirvana.  Could  foetal  hunger  be  the  stimulus  to  foetal  swallowing? 
Rather  contrary  to  expectation  on  this  hypothesis,  in  general,  large,  well- 
nourished  babies  swallow  at  a  high  rate  and  small,  grossly  malnourished  babies 
at  a  very  low  rate.  We  could  of  course  suggest  that  the  malnourished  child 
has  passed  beyond  the  hunger  pangs  and  into  the  state  of  apathy  and  anorexia 
known  from  extrauterine  starvation.  However,  the  fact  that  the  large,  well- 
nourished  foetus  has  a  bulimia  and  the  small  malnourished  ofetus  an  anorexia 
accords  well  with  endocrine  evidence  that  much  of  what  has  been  called  tradi- 
tionally placental  insuflSciency  is  in  fact  primarily  foetal  and  of  hypothalamic 
origin. 

Foetal  hiccups  are  common  and  often  can  be  induced  by  irrigating  the  am- 
niotic cavity  with  cold  solutions.  Foetal  hiccups  are  easily  recognized,  and 
mother  should  be  reassured,  for  some  have  misgivings  about  these  episodic 
series  of  clonic  movements,  especially  if  there  is  an  epileptic  somewhere  in 
the  family  cupboard. 

The  foetus  is  not  only  experienced  in  swallowing,  but  also  in  many  cases 
in  suckling.  In  the  neurological  examination  of  the  neonate,  the  'seeking'  or 
'rooting'  reflex  is  elicited  by  stroking  the  circumoral  area.  The  baby  opens  his 
mouth  and  turns  to  the  stimulus.  This  reflex  is  clearly  the  mechanism  by  which 
baby  homes  on  the  nipple  and  underlines  the  tremendous  importance  of  feed- 
ing to  the  neonate.  Indeed  his  face  and  mouth  are  the  only  part  of  his  body 
the  neonate  can  reliably  locate  in  space  and  the  mouth  remains  one  of  the  chief 
tools  of  exploration  in  infancy.  Since  the  foetus  is  often  lying  with  hands  and 
feet  in  close  proximity  to  his  face,  he  may  readily  elicit  a  seeking  reflex  him- 
self. Accordingly,  it  is  not  uncommon  in  obstetric  radiology  to  detect  the  foetus 
sucking  thumbs,  fingers  or  toes,  and  thumbsucking  has  been  photographed  in 
the  9-week  abortus.  Incidentally,  the  common  observation  in  neonates  of 
clenched  fists,  which  would  appear  to  preclude  thumbsucking,  is  not  a  feature 
of  babyhood  really  but  of  high  thermal  tone  in  muscle.  Careful  examination  of 
hand  position  in  x-rays  shows  that  usually  the  foetus  with  his  low  thermal 
tone  in  his  warm  environment  has  his  hands  relaxed  and  his  thumbs  protrud- 
ing. 

Perhaps  nowhere  does  the  notion  of  foetal  life  as  a  time  of  quiescence,  of 
patient  and  blind  development  of  structures  in  anticipation  of  a  life  and  func- 
tion to  begin  at  birth,  die  harder  than  in  the  concept  of  the  pregnant  uterus 
as  a  dark  and  silent  world.  Indeed  even  as  great  a  neurophysiologist  as  Sir 
Charles  Sherrington  (1951)  could  speak  of  'the  miracle  of  the  human  eye  de- 
veloping in  darkness  for  seeing  in  light  and  the  miracle  of  the  human  ear 
developing  in  silent  water  for  hearing  in  vibrant  air.'  As  anyone  familiar  with 
a  phonendoscope  knows,  a  pregnant  abdomen  is  not  silent,  and  the  uterus  and 
amniotic  cavity,  especially  with  any  degree  of  polyhydramnios,  may  be  readily 
transilluminated  with  a  torch  in  a  darkened  room.  Given  a  naked  abdomen 
in  sunshine,  light  intensities  would  be  much  higher.  With  a  fibre  optic  light 
conduit  and  photomultiplier,  not  only  can  the  intrauterine  illumination  pro- 
duced by  an  external  tungsten  or  quartz  iodide  lamp  be  recorded,  but  the 
shadow  cast  by  the  foetus  is  detectible. 

Now,  for  activation  of  visual  pathways,  there  is  strictly  no  threshold,  for 
the  visual  rods  respond  individually  to  single  photons.  Sure  enough,  Smythe 
(1965)  at  University  College  Hospital  found  that  flashing  lights  applied  to  the 
maternal  abdominal  wall  produced  fluctuations  in  foetal  heart  rate.  However, 
with  the  high  attenuation  in  tissue,  the  abnormal  spectral  composition  and 
the  boring  view,  what  the  foetus  lacks  is  adequate  illumination  and  a  worth- 
while image  for  practice  in  cone  or  macular  vision.  At  birth  he  can  see  but  does 
not  know  what  he  is  looking  at.  Confident  recognition  of  familiar  people  and 
reassurance  from  the  sight  alone  of  mother  takes  some  4  to  7  months  of  extra- 
uterine life  to  acquire.  However,  before  this  age  the  baby  can  be  reassured  by 
a  familiar  voice  alone  in  the  dark,  and  we  have  to  argue  either  that  auditory 
recognition  of  patterns  matures  more  rapidly  than  visual  recognition,  or  that 
auditory  experience  began  earlier.  The  latter  seems  more  likely. 
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Sudden  noise  in  a  quiet  room — the  dropped  gallipot  or  maternal  voice — startles 
the  foetus  lined  up  under  an  image  intensifier,  and  from  at  least  25  weeks  the 
foetus  will  jump  in  synchrony  with  the  tympanist's  contribution  to  an  orches- 
tral performance.  By  applying  intermittent  pure  tones  by  hydrophone  or  air 
microphone  to  the  maternal  abdominal  wall,  foetal  audiometric  curves  may 
be  constructed  by  recording  the  abrupt  changes  in  foetal  heart  rate.  There  is 
dispute  among  the  professionals  as  to  sound  energy  levels  reaching  the  foetus 
(a  given  sound  energy  produces  higher  sound  pressure  levels  in  fluid)  and 
naturally  the  state  of  foetal  wakefulness  and  the  maintenance  of  attention 
span  are  very  hit  and  miss.  Nevertheless,  averaging  of  foetal  electroencephalo- 
graphic  records  with  repeated  stimuli  shows  sound  evoked  cortical  potentials 
and  demonstrates  as  does  experience  with  deaf  mothers  that  the  foetus  is  re- 
sponding directly.  Both  habituation  and  conditioning — dare  we  say  learning? — 
have  been  noted. 

With  tympanic  membranes  damped  by  fluid  in  both  middle  and  external 
ears,  the  foetus  could  be  expected  to  have  a  relative  high-tone  deafness,  but 
higher  frequencies  suffer  less  loss  than  low  frequencies  in  transmission  through 
tissues  and  fluid.  Therefore,  it  is  probably  that  with  sound,  unlike  light,  intra- 
uterine spectra  are  similar  to  extrauterine.  Further,  it  is  worth  noting  that, 
unlike  most  foetal  organs  which  start  off  in  miniature,  the  structures  of  the 
inner  ear  are  very  nearly  of  adult  size  from  initial  development.  This  magni- 
tude of  course  is  necessary  because  cochlear  spectral  response  obeys  simple 
physical  laws  dependent  on  cochlear  dimensions.  If,  for  instance,  the  cochlear 
grew  in  proportion  to  the  rest  of  the  body,  babies  and  children  would  hear  in 
a  different  frequency  range  from  adults  and  the  communication  gap  between 
would  be  even  wider  than  it  is  already. 

However,  it  is  not  only  external  sound  which  bombards  the  foetus.  The 
pregnant  uterus  or  abdomen  is  itself  a  very  noisy  place.  The  loudest  sounds  to 
reach  the  foetus  or  an  intrauterine  phonocatheter  are  maternal  borborygmi 
peaking  to  85  decibels.  Reaching  and  below  55  db  the  content  is  richer  in  pat- 
tern and  meaning — the  intermittent  voice  and  the  all  pervading  bruits,  pulsing 
in  synchrony  with  maternal  heart  beat,  of  blood  in  the  great  arteries  supply- 
ing the  uterus  and  placental  bed.  Does  this  long  exposure  explain  why  a  baby 
is  comforted  by  holding  him  to  your  chest  or  is  lulled  to  sleep  by  the  old  wives' 
alarm  clock,  or  the  modern  magnetic  tape  of  a  heart  beat?  Does  this  experience 
explain  why  the  tick  of  a  grandfather  clock  in  a  quiet  study  or  library  can 
be  a  reassurance  rather  than  a  distraction,  why  people  asked  to  set  a  metro- 
nome to  a  rate  which  'satisfies'  them  will  usually  choose  a  rate  in  the  50-90 
beat  per  minute  range — and  twins  show  a  strong  concordance  in  independent 
choice?  Elias  Carnetti  points  out  that  all  the  drum  rhythms  in  the  world 
belong  to  one  or  other  of  two  basic  patterns — either  the  rapid  tattoo  of  animal 
hooves  or  the  measured  beat  of  a  human  heart.  The  animal  hoof  pattern  is 
easy  to  understand  from  the  ritual  and  sympathetic  magic  of  hunting  cultures. 
Yet,  interestingly,  the  heart  beat  rhythm  is  more  widespread  in  the  world — 
even  in  groups  like  the  plains  Indians  who  hunted  the  great  herds  of  bison. 
Is  this  rhythm  deeply  imprinted  on  human  consciousness  from  foetal  life? 

Not  only  do  the  human  eye  and  ear,  therefore,  not  develop  in  darkiness  and 
silence,  but  there  is  also  good  reason  to  believe  from  experimental  work  and 
comparative  physiology  that  they  would  not  develop  properly  in  these  condi- 
tions anyway.  As  with  other  foetal  organs,  development  of  structure  and  de- 
velopment of  function  go  hand  in  hand.  And  if  the  function  cannot  be  sub- 
served without  the  development  of  the  structure,  equally  the  stimulus  of  the 
function  is  necessary  for  the  proper  maturation  of  the  structure. 

The  mechanism  by  which  a  concept  of  sensory  space  develops  has  long  been 
a  troublesome  topic  for  psychologists.  However,  for  the  amateur  dabbler,  the 
subject  has  received  some  much-needed  simplification  by  the  evidence  that  the 
various  sensory  modalities  all  feed  and  share  a  common  space,  and  that  this 
space  in  fact  is  the  effective  motor  space.  This  synthesis  certainly  has  logical 
simplicity  to  anyone  who  compares,  say,  the  tunnel  vision  of  the  jet  pilot  or 
freeway  driver  with  the  short  cone  extending  just  a  few  yards  ahead  of  the 
walker  on  rough  ground  and  encompassing  the  field  of  the  next  few  paces. 
Parallels  in  auditory  function  are  easily  drawn.  When  does  such  a  concept  of 
space  begin?  Refined  experiment  on  the  neonate  suggests  that  his  sensory  space 
is  a  little  ball,  that  although  he  may  receive  visual  and  auditory  signals  from 
more  distant  sources  he  is  not  much  interested  in  anything  outside  a  sphere 
which  extends  just  beyond  his  toes — a  restriction  which  very  neatly  cor- 
responds to  his  recently  vacated  home. 
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This  then  is  our  picture  of  the  foetus.  He  does  not  live  in  a  padded,  un- 
changing cocoon  in  a  state  of  total  sensory  deprivation,  but  in  a  plastic,  reac- 
tive structure  which  buffers  and  filters,  perhaps  distorts,  but  does  not  elimi- 
nate the  outside  world.  Nor  is  the  foetus  himself  inert  and  stuporose,  but  active 
and  responsive. 

Since  on  the  one  hand  the  foetus  is  exposed  to  a  variety  of  stimuli,  and  on 
the  other  hand  can  sense  and  respond  to  them,  presumably  we  have  the  pre- 
requisites for  learning  of  some  sort.  Is  there  in  fact  any  evidence  or  sugges- 
tion that  the  foetus  has  learned  anything  in  uterof  Study  is  understandably 
difiicult,  for  not  only  are  nature  and  nurture  at  least  as  intricately  entangled 
in  intrauterine  life  as  in  extrauterine  life,  but  for  good  measure  any  but  the 
briefest  observation  and  tests  after  birth  may  be  compromised  by  the  high  rate 
of  learning  in  the  neonate.  For  instance,  babies  who  have  had  as  few  as  10 
heel  punctures  for  blood  samples  in  the  first  72  hours  after  birth,  for  weeks 
or  months  afterwards  will  promptly  cry  if  you  thoughtlessly  grasp  their  foot. 

That  lecognition  by  voice  precedes  recognition  by  sight  and  the  world  pref- 
erence in  drum  rhythms  is  suggestive  of  foetal  learning,  or  at  least  imprinting. 
What  of  circadian  rhythms?  It  is  known  that  there  is  not  one  physiological 
clock  but  numbers  of  relatively  independent  clocks,  some  more  stubborn  than 
others.  Bloreover,  that  such  rhythms  are  modified,  if  not  determined,  by  activity 
cvcles  rather  than  of  cosmic  origin  is  strongly  suggested  by  the  evidence  that 
the  diurnal  rhythms  of  the  inhabitants  of  fishing  villages,  living  by  the  tides, 
are  lunsr  not  solar  in  periodicity.  In  this  context,  it  is  interesting  to  recon- 
sider the  claim,  at  least  of  young  parents,  tliat  the  one  thing  that  shows  the 
foetus  iR  utterly  stupid  is  that  many  neonates  do  not  seem  to  appreciate  that 
nieht  is  a  time  for  sleep. 

We  know  that  maternal  movement  and  change  of  position  provoke  foetal 
movement,  that  if  we  want  a  foetus  lying  still  and  unsuspecting  for  some 
diaenostic  or  therapeutic  procedure  it  is  necessary  to  have  mother  lying  still 
and  comfortable  for  15  to  20  minutes  to  allow  the  foetus  to  find  a  position  of 
comfort.  Futher,  we  must  avoid  last  minute  palpations  and  ausculations.  Com- 
pare these  precautions  with  the  performance  and  restlessness  of  many  pregnant 
women  in  bed — with  the  leg  cramps  and  heartburn,  the  subcostal  and  pelvic 
girdle  discomfort,  and  for  variation  a  trip  or  two  to  the  bathroom.  The  neonate 
could  perhaps  be  forgiven  if,  as  a  foetus,  he  had  gained  the  impression  that 
night  was  anything  but  a  time  for  rest. 

A  similar  cri  de  coeur  concerns  those  young  babies  who  cussedly  elect  to 
have  their  briefest  rest  periods  and  shortest  intervals  between  feeds  in  the 
late  afternoon  and  at  dinner  time  just  when  it  would  be  most  helpful  if  they 
would  sleep.  For  the  breast  fed  baby,  a  ready  explanation  arises  from  the  fact 
that  there  is  a  striking  diurnal  variation  in  the  fat  content  of  human  milk — 
from  as  high  as  9  percent  in  the  early  morning  to  as  low  as  1  percent  in  the 
afternoon.  Hence  the  breast  fed  baby  may  be  shortchanged  on  calories  on  his 
afternoon  feeds.  However,  precisely  the  same  pattern  may  be  seen  in  the  bottle- 
fed  baby,  and  we  are  left  with  the  suspicion  that  the  foetus  may  have  been 
conditioned  to  the  fact  that  this  time  of  day  represents  peak  activity  for  mother 
and  peak  uproar  in  many  households. 

A  question  very  commonly  asked  is  whether  maternal  emotion — elation,  fear, 
anxiety,  may  be  communicated  to  or  influence  the  foetus.  Certainly,  with  mon- 
itored foetal  hearts,  there  may  be  abrupt  changes  in  rate  with  sudden  maternal 
emotion.  Such  responses  could  be  mediated  indirectly  by  changes  in  maternal 
arterial  pressure,  or  directly  by  substances,  for  instance  catecholamines,  which 
cross  the  placenta.  It  has  been  argued  that  since  the  foetus  experiences  only 
the  consequences  and  not  the  cause  of  the  emotion  itself  the  experience  would 
mean  nothing  to  him.  More  recently  this  view  has  been  challenged  on  the  evi- 
dence that  the  pharmacological  induction  of  the  physiological  responses  to  fear 
and  anxiety  induces  the  sensation  of  fear  and  anxiety  also — but  this  may  be 
just  a  learned  response. 

It  is  apparent  that  many  more  questions  may  be  asked  but  as  yet  few  answers 
given.  What  I  have  tried  to  do  is  to  provide  a  background,  so  that  by  asking 
the  right  questions  in  the  right  way  we  might  some  time  get  the  right  answers. 
We  may  not  all  live  to  grow  old  but  we  were  each  once  a  foetus  ourselves. 
As  such  we  had  some  engaging  qualities  which  unfortunately  we  lost  as  we 
grew  older.  We  were  physically  and  physiologically  robust.  We  were  supply  and 
not  obese.  Our  most  depraved  vice  was  thumbsucking,  and  the  worst  consequence 
of  drinking  liquor  was  hiccups  not  alcoholism. 
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When  our  cords  were  cut,  we  were  not  severed  from  our  mothers  but  from 
our  own  organs — our  placentae — which  were  appropriate  to  our  old  environ- 
ment but  unnecessary  in  our  new  one.  We  do  not  regard  the  foetal  circulatory 
system,  different  as  it  is  from  the  child's  or  adult's,  as  one  big  heap  of  con- 
genital defects  but  as  a  system  superbly  adapted  to  his  circumstances.  We  no 
longer  regard  foetal  and  neonatal  renal  function,  assymetric  as  it  is  by  adult 
standards,  as  inferior,  but  rather  entirely  appropriate  to  the  osmometric  con- 
ditions in  which  it  has  to  work.  Is  it  too  much  to  ask  therefore  that  perhaps 
we  should  accord  also  to  foetal  personality  and  behaviour,  rudimentary  as  they 
may  appear  by  adult  standards,  the  same  consideration  and  respect? 
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Senator  Cook.  Because  we  are  here  for  the  purpose  of  determining 
the  role  of  Government  in  the  right  of  life  or  the  right  of  an  indi- 
vidual to  determine  whether  by  any  standards  that  shall  not  occur, 
I  want  to  ask  you  some  questions  so  that  we  can  get  your  answers  into 
the  record. 

Now,  at  no  time  or  for  any  reason  would  you  support  abortion. 

Is  that  correct? 

Both  of  you. 

Dr.  Lejeune.  Certainly  I  would  not  accept  abortion,  but  if  the  life 
of  the  mother  cannot  sustain  the  pregnancy,  so  that  both  mother  and 
child  will  be  killed  by  the  disease,  it  is  the  only  instance  in  which 
medicine  can  save  only  one  life,  and  it  has  to  do  that.  But  it  is  only  if 
the  danger  to  the  physical  life  of  the  mother  is  really  immediate,  and 
I  must  say  that  this  case  was  occurring  50  years  ago.  But  with  the 
progress  of  renal  reanimation,  of  cardiac  reanimation,  and  of  the 
general  medical  progress,  those  cases  ar  reducing  every  year,  and  it 
means  that  medicine  is  making  progress.  They  are  quite  vanishing. 

Senator  Cook.  Well,  now,  that  is  very  helpful  to  us,  may  I  say, 
Mr.  Chairman,  because  there  is  a  distinction  between  the  proposed 
amendment  submitted  by  Senator  Buckley  and  the  proposed  amend- 
ment submitted  by  Senator  Helms. 

Doctor,  would  you  answer  that  same  question  ? 

Dr.  LiLEY.  I  will  answer  that  question  exactly  in  a  similar  vein,  Mr. 
Chairman.  These  circumstances  are  exceptionally  rare,  and  ^  even 
though  in  the  case  of  classical  conditions  in  which  one  felt  the  life  of 
the  mother  was  in  greater  jeopardy  with  continuing  pregnancy  than 
without  it,  for  instance,  heart  disease,  diabetes,  and  kidney  disease, 
but  now  in  modern  obstetrics  we  can  care  for  both  mother  and  baby. 

However,  there  may  remain  exceptionally  rare  mechanical  cir- 
cumstances, in  labor,  for  instance,  the  impacted  head  and  so  on,  where 
as  a  matter  of  a  life-saving  emergency,  not  just  the  doctor,  but  even 
the  midwife  could  find  themselves  in  the  position  of  having  to  carry 
out  a  destructive  procedure.  These  circumstances  are  exceptionally 
rare. 

Senator  Cook.  Thank  you. 

Let  me  ask  again,  both  of  you  doctors,  what  if  any  experiments 
have  you  been  a  part  of  that  have  been  performed  on  aborted  fetuses? 
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Have  you  performed  any  experiments  at  all  ? 

Dr.  LiLEY.  No,  sir. 

Senator  Cook.  Not  at  all? 

Dr.  LiLET.  Well,  only  those  could  I  say,  Mr.  Chairman,  in  an  at- 
tempt to  secure  the  survival  of  the  aborted  fetus.  In  our  own  hospital 
there  have  been,  in  former  days,  terminations  carried  out  for — termi- 
nations of  pregnancy,  for  instance,  in  renal  disease  in  the  mother, 
in  which  in  fact  the  fetus  has  survived  and  the  mother  was  very 
pleased,  too.  She  had  not  particularly  wanted  to  be  rid  of  it  in  the 
first  place.  It  was  only  strongly  on  the  advice  of  her  medical  advisers 
that  this  pregnancy  was  terminated  at  just  over  24  weeks,  and  the 
survival  of  the  fetus 

Senator  Cook.  Was  then  attempted  ? 

Dr.  LiLEY.  Was  then  attempted,  and  successfully. 

Senator  Cook.  And  succeeded? 

Dr.  LiLEY.  Yes.  We  have  another  one  at  just  over  26  weeks  in  sim- 
ilar circumstances. 

Senator  Cook.  Would  either  one  of  you  explain  to  me  the  medical 
situation  called  the  tubular  pregnancy? 

Dr.  LiLEY.  Yes. 

The  tubular  pregnancy,  Mr.  Chairman,  left  to  itself,  of  course  nor- 
mally tends  to  be  a  self -terminating  procedure,  but  not  invariably. 
Some  ruptured  tubal  pregnancies  do  proceed  without  the  death  of 
the  fetus,  and  develop  as  a  so-called  abdominal  or  extra-uterine  preg- 
nancy, and  of  course,  in  some  instances  this  does  result  in  the  birth 
of  a  live  baby.  They  are  not  strictly  delivered  by  Caesarian  section. 
You  don't  have  to  incise  the  uterus  because  the  baby  is  not  even  in  it, 
but  you  do  have  to  open  the  abdominal  cavity  to  deliver  such  babies. 

Normally,  the  treatment,  however,  of  the  ruptured  tubal  pregnancy 
is  associated  with  the  management  of  massive  hemorrhage,  and  we 
are  very  much  in  the  situation  we  mentioned  before  that  what  is  es- 
sentially a  destructive  procedure  on  this  conception  may  be  necessary 
to  preserve  the  life  of  the  mother. 

Senator  Cook.  Do  you  agree  with  that.  Doctor? 

Dr.  Lejetjne.  In  that  case  the  destructive  procedure  is  not  done 
against  the  fetus  at  all,  but  it  is  because  you  fight  against  the  hem- 
orrhage of  the  mother,  and  you  are  obliged  to  clamp  the  arteries 
which  now  reach  the  fetus,  and  if  you  do  not  do  that,  the  mother  dies. 
So  you  have  no  choice.  The  fetus  died,  but  you  have  not  killed  him. 
You  have  saved  the  mother. 

Dr.  LiLEY.  Yes;  I  would  make  a  very  clear  distinction  here  also, 
Mr.  Chairman.  In  this  situation  the  fetus  just  happens  to  get  in  the 
way  of  an  act  performed  to  achieve  some  greater  good,  which  is  not 
the  normal  goal  in  abortion  in  which  the  whole  aim  and  purpose  of 
the  exercise  is  to  take  the  life  of  the  fetus. 
Senator  Cook.  Thank  you,  Mr.  Chairman. 

Senator  Bayh.  Gentlemen,  in  listening  to  your  testimony  and  in- 
deed the  questions  of  my  colleagues,  I  am  impressed  once  again  with 
the  intricacies  and  the  miracle  nature  of  the  quality  of  birth  and 

creation.  •       •       •      i. 

Dr.  Lejeune,  at  least  a  significant  part  of  your  contribution  m  the 
study  of  the  development  of  life  has  involved  a  thorough  study  of 
the  mongoloidal  tendencies  of  infants.  Is  that  not  right? 
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Dr.  LEJEU^^J.  Yes,  sir,  right,  sir. 

Senator  Bayh.  At  what  stage  can  this  trait  or  tendency,  as  you 
might  describe  it,  be  detected  in  your  chromosomic  study? 

Dr.  Lejeune.  It  happens  at  fecundation. 

Senator  Bayh.  Pardon  me?  .       . 

Dr.  Lejeune.  At  fecundation.  From  the  beginning,  the  child  is 
normal  or  mongoloid.  You  ask  me  at  what  moment  can  we  recognize 
it  by  a  kind  of  research.  That  can  be  done  by  amniotic  puncture  and 
studying  the  cells  of  the  fetus  which  are  floating  in  the  liquid.  This 
can  "be  achieved  roughly  at  the  16th  week  after  fecundation  because 
earlier  it  is  quite  difficult  to  localize  the  fetus  and  to  have  enough 
fluid,  and  roughly,  let's  say  at  4  months  of  pregnancy,  it  is  possible 
to  take  fluid,  to  look  at  the  cells,  and  to  look  at  the  cells  of  the  XY 
chromosome,  and  in  that  case,  the  diagnosis  of  the  disease  of  the  child 
is  rather  sure. 

I  must  say  rather  sure.  We  are  never  sure  if  we  don't  have  the  piece 
of  the  child  himself,  but  I  would  say  99  percent  sure. 

Senator  Bayh.  At  16  weeks? 

Dr.  Lejeune.  16  weeks,  sir,  something  of  that  kind. 

Dr.  LiLEY.  Mr.  Chairman,  I  was  going  to  say,  perhaps  to  amend 
that  figure  to  13  to  15  weeks,  because  it  depends  on  amniotic  fluid 
reaching  a  volume  at  which  you  can  reliably  sample,  and  this  in  ef- 
fect occurs  at  about  13  to  15  weeks. 

Dr.  Lejeune.  Well,  the  order,  the  order  of  time. 

Dr.  LiLEY.  Yes,  it  is  just  the  order. 

Senator  Bayh.  In  the  whole  genetic  pattern  of  new  life,  are  other 
abnormalities  present  at  the  beginning?  They  do  not  develop  later  on? 
They  are  there  at  the  point  of  fertilization.  Is  that  accurate  ? 

Dr.  Lejeune.  You  mean,  sir,  that  there  are  other  diseases  which 
could  be  diagnosed  that  way  ? 

Senator  Bayh.  Other  deformities. 

Dr.  Lejeune.  Yes? 

Senator  Bayh.  Are  they  there  at  the  beginning? 

Dr.  Lejeune.  It  depends  on  the  kind  of  deformity,  but  many  are 
in  the  beginning,  even,  for  example,  a  genetic  disease  which  is  called 
the  Huntington's  disease,  gives  a  very  severe  brain  degeneration,  but 
it  happens  only  at  the  age  of  40  years,  middle  life.  And  this  is  a 
genetic  disease,' and  it  is  very  likely  that  it  will  be  recognized  in  utero 
soon.  We  do  not  know  for  the  moment,  but  we  know  enough  of  the 
biochemistry  to  consider  that  it  will  be  recognized. 

Senator  Bayh.  Dr.  Liley  mentioned  in  his  statement  that  tests  at 
I  think  age  25  weeks  could  detect  hearing  problems. 

Is  that  a  genetic  function  or  malfunction  that  results  in  say  a  mute 
child  being  created  or 

Dr.  Lejeune.  Sir,  I  think  we  have  to  be  clear.  I  think  that  when 
Dr.  Liley  said  he  could  detect  hearing  so  early,  it  does  not  mean  that 
he  could  detect  loss  of  hearing. 

Dr.  Liley.  We  can. 

Dr.  Lejeune.  It  is  very  different. 

Dr.  Liley.  Now,  could  I  modify  that,  Mr.  Chairman,  in  f act^  not 
as  early  as  25  weeks,  but  certainly  "in  utero  we  have  demonstrated  odd 
responsiveness  to  sound,  which  is  correlated  very  closely  with  inde- 
pendent tests  of  hearing  on  the  newborn  infant  by  for  instance  our 
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Department  of  Health  Audiometric  Unit.  We  have  observed  the 
same  pattern  of  response,  the  baby  ignoring  middle  frequencies  but 
responding  to  higher  and  lower  frequencies  of  sound. 

If  I  could,  Mr.  Chairman,  just  perhaps  attempt  to  answer  your 
question,  this  one  on  what  could  be  demonstrated  of  genetic  disposi- 
tion as  Professor  Lejeune  pointed  out  that  some  genetic  traits  dem- 
onstrate their  effects  very  early  in  life.  Others,  for  instance,  condi- 
tions such  as  Tay-Sachs  disease,  severe  urinal  disorder,  and  another 
one,  phenylketonuria,  which  is  now  fortunately  manageable  by  a 
suitable  diet,  are  not  apparent  at  birth  just  to  ordinary  physical, 
clinical  examination  of  the  child.  They  declare  themselves  some 
months  or  a  year  or  so  later  in  infancy.  In  other  conditions,  like 
Huntington's  chorea,  mentioned  by  Professor  Lejeune,  you  carry 
^he  genetic  coding  for  this  phenomenon  while  you  do  riot  in  fact 
demonstrate  the  disease  until  middle  life,  and  in  this  regard,  there 
are  some  physicians  who  would  maintain  all  disease  has  a  genetic 
basis  because  even  if  you  take  something  completely  arbitrary  like  a 
sentitivity  to  penicillin,  most  people  do  not  develop  penicillin  sensi- 
tivities, but  some  do,  and  presumably,  if  you  were  one  of  the  people 
who  were  going  to  do  this,  this  information  must  be  coded  genetically 
somewhere.  But  if  you  were  going  to  be  one  of  the  people  who  get 
cancer  as  a  result  of  smoking  as  distinct  from  those  that  do  not, 
then  presumably  this  must  be  coded  somewhere  genetically. 

So  in  these  terms  it  is  possible  to  at  least  philosophically  maintain 
that  all  disease  is  genetically  determined. 

Senator  Cook.  Would  the  Chairman  yield? 

Senator  Bath.  Could  I  ask  Dr.  Lejeune  just  one  question  to  fol- 
lowup  here,  and  then  I  will  be  glad  to  yield. 

Do  you  concur  in  what  Dr.  Liley  said  about — let's  not  go  so  far  as 
smoking  and  cancer,  but  some  of  the  other 

Dr.  Lejeune.  I  would  say  that  most  of  our  constitutional  traits 
are  genetically  imprinted  from  the  very  beginning,  that  that  sensi- 
tivity^ to  disease,  resistance  to  moral  stress  and  so  on  are  really  geneti- 
cally produced. 

Senator  Bath.  So,  if  you  are  going  to  have  a  disease  that  we  would 
call  a  genetic  disease  which  is  detectable  at  age  14,  it  would  in  most 
cases,  be  imprinted  at  the  beginning  on  your  chromosomes,  is  that 
right? 

Dr.  Lejettne.  Right.  But  it  is  rare.  Most  of  the  genetic  disease  can 
be  seen  on  the  early  life  between,  let  us  say  birth  and  a  few  years.  It 
is  rare  that  they  are  found  only  at  the  age  of  14  or  40.  But  indeed, 
the  gene  which  produces  them  was  present  at  fecundation,  there  is  no 
doubt  about  that. 

Senator  Bath.  Senator  Cook? 

Senator  Cook.  Dr.  Liley,  I  wish  you  would,  for  the  record,  explain 
Tay-Sachs  Disease,  because  I  was  of  the  opinion  that  it  was  in  indi- 
vidual that  could  not  sustain  itself  outside  of  the  womb.  And  yet, 
I  heard  you  talk  about  middle  life,  so  just  for  my  own  benefit,  I  wish 
you  would  explain  Tay-Sachs  Disease  for  the  record. 

Dr.  LiLET.  Tay-Sachs  Disease,  Mr.  Chairman,  is  a  disease  which 
clinically  is  associated  with  severe  brain  neurological  degeneration, 
declaring  itself  in  infancy.  In  point  of  fact,  a  biochemical  abnorm- 
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ality  which  constitutes  this  disease  can  really  be  demonstrated  on 
cells  in  culture  from  the  amniotic  fluid. 

Before  such  biochemical  diagnosis  became  available,  neither  the 
obstetrician  delivering  this  baby,  the  pediatrician  caring  for  it  in 
its  immediate  neonatal  period,  or  the  child's  parents  would  suspect 
anything  whatsoever  were  wrong,  because  it  was  only  apparent 
months  or  years  later  that  something  was  desperately  amiss.  During 
uterine  life  and  during  neonatal  life  and  early  infancy,  in  fact,  these 
children  appear  normal,  which  makes  the  tragedy  greater  by  and  by. 
But  at  least  for  a  short  period  of  their  life,  in  fact  they  would  pass 
for  normal  babies. 

Senator  Cook.  How  long  a  period,  to  give  me  kind  of  an  idea? 

Dr.  LiLET.  Perhaps  8  months,  perhaps  18  months,  2  or  3  years.  Its 
present  in  early  childhood,  late  infancy,  early  childhood. 

Senator  Cook.  It  can  be  detected  during  pregnancy  ? 

Dr.  LiLET.  It  can  be  detected  during  pregnancy.  The  child  is  not 
born  deformed  or  abnormal  to  any  normal  human  observation. 

Senator  Bath.  Back  to  the  question  posed.  We  got  an  identical, 
unequivocal  answer  from  both  of  you : 

If  Tay-Sachs  has  that  ultimate  impact  on  human  life  and  if  you 
could  make  that  assessment  early  in  the  point  of  development  of  the 
yet  unborn  child,  would  there  be  any  circumstances  under  which  you 
might  recommend  an  abortion  for  that  particular  kind  of  disease? 

Dr.  LiLEY.  Mr.  Chairman,  I  have  always  been  a  strong  proponent 
of  early  diagnosis  of  genetic  or  other  disorder,  on  the  grounds  that 
given  early  accurate  diagnosis  and  perhaps  a  little  advance  in  medi- 
cal treatment,  we  might  well  be  able  to  presently  offer  some  improve- 
ment on  the  present  alternatives  of  abnormality  and  abortion.  There 
are  a  number  of  conditions — connectors  damaged  to  the  brain  of  the 
new  born,  from  jaundice  to  retrolental  fibroplasia,  blindness  from 
these  premature  babies.  They  used  to  suffer  phenylketonuria,  biolog- 
ical abnormality  which  the  newborn  also,  like  Tay-Sachs  would  be 
abnormal,  but  which  I  mentioned  can  now  be  managed  throughout 
life  and  these  people  can  live  a  normal  lifespan  with  a  suitable  diet. 

Given  an  understanding  of  the  nature  of  these  conditions,  one 
could  well  be  in  a  position  presently  to  offer  some  therapy.  At  the 
moment,  I  think  one  must  distinguish  very  clearly  between  antenatal 
diagnosis  and  the  action  which  is  taken  on  that  diagnosis,  which  is 
not  treatment  for  the  patient.  And  my  approach  to  the  person  who 
genetically  might  develop  illness  in  infancy  or  childhood  or  ado- 
lescence is  no  different  from  the  genetic  coding  which  might  deter- 
mine that  somebody  would  develop  high  blood  pressure  or  become  a 
diabetic  in  middle  age. 

Senator  Fong.  How  accurate  would  you  say  the  diagnosis  could  be? 

Could  you  be  wrong? 

Dr.  LiLEY.  This  is  always  one  thing  that  one  has  to  be  careful  of  in 
any  age  group  of  life,  Mr.  Chairman. 

Senator  Bayh.  Dr.  Lejeune? 

Dr.  Lejettne.  Mr.  Chairman,  I  must  say  that  Tay-Sachs  Disease  is 
a  very  rare  disease.  There  are  very,  very  few  cases  each  year  in  the 
United  States.  And  for  the  moment,  if  they  are  detected  in  utero,  no 
treatment  can  follow,  and  some  people  propose  to  kill  the  patient.  I 
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would  not  make  that  proposal  because  medicine  has  a  veiy  simple 
possibility  to  prevent  entirely  the  Tay-Sachs  Disease,  which  is  to 
recognize  the  trait  among  the  parents  and  to  tell  to  people  that  carry 
that  trait,  that  genetic  trait,  not  to  marry  a  partner  who  has  the  same 
genetic  trait. 

Senator  Bath.  Is  that  possible  to  do  now? 

Dr.  Lejetine.  Yes,  it  is  perfectly  possible  to  do  now,  sir.  And  it  is 
done  now  to  try  to  detect  what  kind  of  family  could  possibly  be  at 
risk,  and  it  is  very  simple,  because  these  genes  are  not  spread  over  in 
the  population,  but  is  only  located  in  a  tiny,  subgroup  of  the  popula- 
tion, essentially  the  Jewish  people  coming  from  the  Ashkenazi  coun- 
tries, not  from  the  Sephatic  countries.  So  that  the  group  at  risk  knows 
itself  is  at  risk,  and  in  the  next  generation  no  Tay-Sachs  Disease  will 
appear.  Just  the  parents  are  told,  you  are  carrying  that  risk.  Then, 
before  marrying  just  ask  your  partner  if  she  has  got  that  examina- 
tion. Then  we  can  expend  the  disease  without  killing  any  person. 

Senator  Bath.  Has  the  state  of  the  art,  as  far  as  geneticists  are 
concerned,  arrived  at  the  point  where  you  can  talk  to  Mary  and  John 
before  they  are  married  and  tell  them  what  the  probabilities  are  that 
Tay-Sachs,  Mongoloidism  or  other  genetic  diseases  are  present  ?_ 

Dr.  Lejeune.  I  must  say,  sir,  that  if  I  put  forward  this  idea  it  is 
because  it  is  already  done  "by  Mr.  Kaback  in  this  country,  and  he  is 
going  in  those  communities  and  testing  every  person  and  telling,  you 
have  nothing,  you  have  the  gene.  And  then  the  people,  knowing  they 
have  the  gene,  could  really — exactly  the  same  way  you  ask  for  your 
Rhesus  blood  group.  In  France  you  are  bound  to  be  examined  for 
your  Rhesus  blood  group  before  getting  married.  Anyway,  you  can 
go,  even  if  you  are  not  compatible.  But  at  least  this  examination  must 
be  performed.  Then,  in  those  particular  instances  of  rare  diseases 
which  are  located  in  populations,  we  can  really  expel  every  danger 
if  we  do  it  carefully,  without  killing  anybody.  That  is  really  what 
genetics  is  for,  that"  it  is  to  prevent  a  disease,  to  fight  against  a  dis- 
ease, but  never  to  fight  against  a  patient. 

Senator  Fong.  Is  it  possible  to  have  a  person  examined,  and  the 
next  generation  that  trait  should  appear,  whereas  it  did  not  appear 
in  the  father? 

Dr.  Lejeune.  If  it  was  only  present  in  one  of  the  parents  the  trait 
will  be  transmitted  to  half  of  the  children,  but  none  of  the  children 
will  be  affected  by  the  disease.  They  will  have  the  possibility  to  trans- 
mit the  trait,  the  characteristics,  but  not  the  disease. 

Senator  Fong.  Would  that  trait  skip  one  generation  ?  ^ 

Dr.  Lejeune.  As  far  as  we  know;  no,  sir.  That  trait  is  followed 
from  generation  through  generation. 

Senator  Fong.  What  would  it  cost  to  have  a  diagnosis  like  this? 

Say  a  couple  wants  to  get  married  and  the  prospective  bride  and 
groom  came  to  you  and  said,  I  want  an  examination  so  that  you  can 
tell  me  all  of  the  defects  we  may  have. 

What  kind  of  an  examination 

Dr.  Lejeune.  No,  sir.  The  examination  is  only  possible  for  one 
disease  that  we  want  to  search  for.  But  it  would  be  impossible  to 
look  at  all  of  the  potential  diseases  that  somebody  can  carry  for  each 
American  citizen.  The  whole  fortune  of  the  United  States  would  not 
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pay  for  that  war.  It  is  only  possible  for  one  particular  disease,  and 
in  that  case,  in  Tay-Sachs  Disease,  I  think  the  one  examination  is  10 
dollars  or  something  of  that  kind.  It  is  not  an  enormous  amount  of 
money,  and  it  is  already  done. 

Senator  Cook.  Excuse  me. 

Not  all  of  the  children  born  of  this  union  will  have  Tay-Sachs  Dis- 
ease, though,  will  they? 

Dr.  LiLET.  One  in  four. 

Dr.  Lejetjne.  One  in  four. 

Senator  Cook.  Oh,  so  not  every  one. 

Dr.  Lejeune.  Not  every  one.  Three  out  of  four  will  be  normal. 

Senator  Bayh.  If  it  is  not  possible  to  examine  every  American 
genetically  even  with  the  U.S.  budget— and  I  do  not  know  if  you 
have  looked  at  the  size  of  it  lately— is  it  possible  for  all  to  be  exam- 
ined for  half  a  dozen  or  10  most  prevalent  genetic  defects? 

Dr.  Lejeune.  Yes,  it  is  theoretically  possible,  but  practically  it 
would  be  very  difficult  because  of  the  cost  of  the  examination.  If  we 
were  to  exaniine  the  chromosome,  for  example,  which  will  detect  a 
very  small  risk  for  the  next  generation,  it  would  cost  around— I  must 
calculate  in  French.  Excuse  me.  sir.  It  would  cost  something  like  $100 
per  person  to  get  that  examination.  Then  I  think  it  is  an  enormous 
amount  of  money  for  detecting  a  tiny  part  of  the  risk,  so  honestly, 
we  cannot  say  that  genetics  can  now  foresee  everything  for  every- 
body. .  1     .i 

But  for  very  tiny  groups  in  which  there  is  a  particular  risk,  then 
the  amount  of  work  really  is  worth  it  because  it  prevents  damage 
and  it  does  not  cost  too  much  to  the  community. 

Senator  Bath.  I  just  had  one  question  enter  my  mind  that  is  not 
on  target,  but  is  not  totally  irrelevant.  Seldom  do  we  in  the  Senate 
have  a  chance  to  get  personal  expert  opinion  of  such  international 
medical  men  as  yourselves. 

Have  either  of  you  gentlemen  had  a  chance  to  personally  examine 
some  of  the  studies  or  some  of  the  assertions  that  are  made  relative  to 
chromosomal  damage  by  use  of  marihuana? 

Dr.  Lejeune.  I  have  not  worked  personally  on  that,  sir.  From 
the  data  I  have  analyzed  and  checked,  it  seems  that  the  risk  is  not 
on  the  chromosomal  level.  Marihuana  has  a  risk  on  the  brain  level. 
T  mean  on  the  mental  efficiency  of  the  people,  not  that  much  in  deteri- 
orating their  chromosomes.  I  do  not  believe  it  is  exactly  a  real  danger. 

Senator  Bath.  Have  I  not  read  somewhere  in  a  recent  study  the 
suggestion  that  in  the  event  of  a  mother  who  had  chromosome  breaks, 
the  damage  would  not  be  manifested  until  the  next  generation? 

Dr.  Lejeune.  That  is  right,  sir. 

Senator  Bath.  Is  that  in  the  brain  or  the  chromosome? 

Dr.  Lejeune.  It  is  in  the  chromosome  that  they  have  something 
wrong.  You  can  break  the  human  chromosome  with  many  other 
things.  If  vou  rise  yourself,  for  example,  and  you  put  a  few  drops  of 
your  morning  coffee  in  the  tissue  culture  you  will  get  chromosomal 
breakage. 

Senator  Bath.  You  will  get  what  ? 

Dr.  Lejeune.  You  will  break  your  chromosomes. 

Senator  Bath.  Just  by  drinking  coffee? 
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Dr.  Lejeune.  No.  If  you  put  drinking  coffee  on  your  tissue  culture, 
on  the  vessel  in  which  you  have  made  your  experiment,  in  which 
you  have  the  cell,  then  we  will  spoil  the  chromosome  of  the  cell.  It 
means  that  from  what  we  know  for  the  moment,  to  try  to  be  as  clear 
as  I  can,  the  marihuana  does  not  represent  a  great  danger  for  the 
chromosome  as  such.  If  marihuana  is  dangerous,  it  is  because  of  its 
psychological  effect  on  people.  It  is  naturally  that  much  because  we 
can  break  sometimes  the  chromosomes.  Indeed,  it  does,  but  that  is  not 
the  real  danger. 

Senator  Bath.  As  far  as  that  damage  is  concerned,  you  are  con- 
cerned about  the  damage  on  the  user,  not  the  children  of  the  user, 
is  that  it  ? 

Dr.  Lejeune.  Or  if  a  child  is  developing  and  the  mother  is  using 
marihuana  during  pregnancy,  then  there  could  be  effect.  But  I  think 
Dr.  Liley  would  be  more  specialized  than  I. 

Senator  Bayh.  I  do  not  want  to  get  totally  off  the  subject. 

Dr.  Liley.  The  only  comment  I  would  have  on  this,  Mr.  Chairman, 
is  rather  in  connection  with  LSD,  rather  than  marihuana,  in  which 
one  of  our  psychiatrists  in  Auckland,  aware  of  observations  of 
chromosomal  breaks  in  tissue  culture  with  LSD,  is  currently  carrying 
out  a  survey  of  malformation  because  he  knows  who  all  the  LSD 
users  are  in  our  city. 

I  could  mention  in  passing  that  so  far,  I  don't  think  anything  has 
come  out  of  the  survey,  but  then  our  drug  scene  is  relatively  trivial 
compared  with  that  in  some  other  countries. 

Senator  Fong.  To  give  me  an  examination,  a  chromosome  examina- 
tion, what  do  you  take  from  me? 

Dr.  Lejeune.  We  would  take  eight  drops  of  blood  on  your  finger, 
sir. 

Senator  Fong.  That  is  sufficient? 

Dr.  Lejeune.  That  is  sufficient. 

Senator  Cook.  One  last  question,  Mr.  Chairman,  and  then  I  am 
through,  and  I  ask  this  to  both  of  you  gentlemen. 

If  there  is  Tay-Sachs  present  in  the  amniotic  fluid  detected  early, 
can  you  save  that  child  totally  ? 

Dr.  Lejeune.  We  can  say  that  this  child  will  have  the  disease,  will 
develop  the  disease,  in  6  months,  10  months,  1  year.  Yes,  sir. 

That  was  your  question? 

Senator  Cook.  Then  it  will  die? 

Dr.  Lejeune.  Then  it  will  what? 

Senator  Cook.  It  will  live  for  how  long? 

Dr.  Lejeune.  Maybe  5  years. 

Senator  Cook.  Doctor,  do  you  agree  with  that  ? 

Dr.  Liley.  Yes,  sir. 

Senator  Cook.  What  kind  of  a  death  does  that  child  have  at  the 
end  of  that  period? 

Dr.  Lejeune.  Oh,  something  which  is  very  similar  to  degeneration 
of  the  brain.  That  is,  it  will  progressively  lose  many  cells  of  the  brain. 
Then  it  will  have  in  the  beginning  a  neurological  symptom,  and 
finally  it  will  form  progressively  the  deterioration  which  is  close  to 
a  kind  of  coma,  if  you  wish,  which  can  last  for  quite  a  while. 

Senator  Cook.  Thank  you  very  much. 
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Senator  Bath.  Dr.  Lejeune,  may  I  ask  you  to  return  to  the  mongo- 
loid situation  in  which  you  have  significant  expertise? 

You  say  you  can  predict  that  trait  at  about  what  age? 

Dr.  Lejuene.  About  16  to  20  weeks,  between  there. 

Senator  Bath.  In  light  of  your  study,  can  you  predict  any  possible 
medical  discoveries  or  genetic  discoveries  that  could  result  in  curing 
mongoloidism  ? 

Dr.  Lejeune.  Sir ;  I  cannot  answer  your  question  because  we  have 
not  yet  found  the  treatment.  If  you  ask  me  whether  I  do  believe  the 
treatment  is  possible,  my  answer  is  directly,  yes.-  But  we  have  not  yet 
achieved  it.  For  the  moment  we  must  say  that  there  is  no  treatment 
available  to  counteract  the  mental  deficiency  of  mongoloid  children. 
But  to  say  that  it  will  be  impossible  in  the  next  few  years  would  be 
a  scientific  mistake. 

Senator  Bath.  Could  I  ask  both  of  you  to  define  for  our  record 
just  exactly  what  conception  is  and  when  it  occurs? 

When  does  life  begin? 

That  is,  of  suppose,  the  most  important  question  that  we  are  trying 
to  answer. 

In  technical  terms,  when  does  it  actually  all  happen  ? 

Dr.  Lejeune.  For  geneticists,  the  beginning  of  life  occurs  at 
fecundation,  that  is  at  the  putting  together  of  the  two  chromosomal 
patrimony  coming  from  the  mother  and  from  the  father. 

Senator  Bath.  Is  that  the  same  as  fertilization? 

Dr.  Lejeune.  That  is  what  you  would  call  fertilization  and  it  hap- 
pens at  one  moment,  at  the  moment  the  two  cell  nuclei  will  fuse.  I 
would  say  very  simply,  sir,  that  before  abortion  was  discussed,  no 
scientist  had  any  discussion  about  what  was  fertilization,  at  what 
moment  it  was  taking  place.  It  is  taking  place  at  the  beginning  of 
life,  which  is  fusion  of  the  first  parental  cells. 

Senator  Bath.  You  mentioned  that  the  development  of  twins 
occurs  when  two  sperms 

Dr.  Lejeune.  For  the  ordinary  twins,  there  are  different  eggs. 
They  are  just  brothers  and  sisters.  There  are  two  eggs,  two  sperm- 
atazoa,  and  two  people  from  the  very  beginning.  For  the  identical 
twins,  they  come  from  the  first  egg,  which  split  in  two  cells,  and  in- 
stead of  the  two  cells  continuing  to  collaborate  together  to  make  one 
individual,  each  of  the  cells  continues  for  herself  and  builds  another 
individual. 

Senator  Bath.  Two  separate  sperms  always? 

Dr.  Lejeune.  No,  no,  with  one  sperm. 

Senator  Bath.  One  egg,  one  sperm? 

Dr.  Lejeune.  One  egg,  one  sperm,  divided  into  two  cells,  and  each 
cell  gives  an  individual.  But  that  is  an  extremely  early  process. 

Senator  Bath.  Let  me  ask  either  or  both  of  you  gentlemen  to  dis- 
cuss what  legal  or  moral  problem  we  might  have  relative  to  certain 
types  of  contraceptive  substances  or  devices  that  are  used  by  women 
that,  at  least  according  to  some  testimony  we  have  heard,  affect 
implantation  ? 

Dr.  Ltlet.  Well,  I  would  agree  entirely  with  Professor  Lejeune, 
that  human  life  begins  at  conception,  and  this  has  never  been  seri- 
ously disputed,  or  was  not  until  the  abortion  controversy,  a  hot  one. 
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Indeed,  we  do  have  several  antenatal  teach-films  which  portray  this 
event,  or  early  start  out  by  pointing  out  this  the  exact  moment  in 
which  a  new  human  life  begins.  Of  course  this  is  not  an  externally 
verifiable  fact  until  implantation  occurs,  so  that,  if  I  could  say  my 
wife  has  had  five  children  and  no  miscarriages,  strictly  I  do  not  know 
how  many  children  she  has  conceived  that  we  did  not  know  of  be- 
cause they  did  not  implant.  And  insofar  as  I  am  not  sure  of  the 
situation  in  America  at  all,  but  in  any  other  country  if  one  is  going 
to  sustain  the  charge  of  killing,  one  has  got  to  produce  a  body. 
Normally  there  is  an  interval  between  fertilization  and  implantation, 
when  strictly  one  does  not  know  when  there  is  anything  there  or  not 
at  that  stage. 

I  would  agree  in  these  terms  that  there  is  a  grey  area  for  the 
opponent  of  abortion,  one  could  say  that  it  is  morally  not  the  inten- 
tion to  interfere  with  something  if  it  is  there.  It  is  just  as  bad,  if 
there  were  something  there.  But  on  the  other  hand,  this  grey  area 
is  limited  to  the  space  of  perhaps  at  most  8  or  10  days  very  early  in 
gestation.  It  is  not  nearly  as  large  as  the  grey  area  that  extends  at 
the  other  end,  when  one  sees  T^^hether  abortion  is  to  be  prescribed 
after  12  weeks,  18  weeks,  20  weeks,  24  weeks,  28  weeks  and  so  on. 
There  is  a  grey  area  in  which  one  is  not  sure  whether  in  fact  a  preg- 
nancy or  a  conception  has  occurred,  because  this  is  not  an  externally 
verifiable  fact  until  implantation  and  various  tests  are  available.  _ 

Dr.  Lejeune.  If  I  understand  your  question,  Mr.  Chairman,  it 
was  whether  we  consider  that  if  the  human  being  begins  at  fecunda- 
tion, any  prevention  of  fetus  implantation  would  be  killing  that 
human  being.  Then  the  answer  is  yes,  it  would  be  killing  a  very  tiny 
human  being. 

The  other  side  of  the  answer  would  be  that  we  do  not  know  how, 
for  example,  intrauterine  devices  work,  and  some  people  say  it  pre- 
vents implantation.  It  is  obvious  that  in  many  cases,  at  least  in  one 
experiment  done  in  monkeys,  it  prevented  fertilization.  Then,  I  think 
that  at  the  actual  stage  of  scientific  knowledge,  no  legal  rule  could 
be  made  just  because  we  do  not  have  the  scientific  evidence,  and  you 
cannot  base  any  legal  proposal  on  a  scientific  basis  if  the  scientific 
basis  is  not  there. 

Senator  Bayh.  What  has  been  your  experience  in  those  pregnancy 
studies  that  you  are  aware  of  about  the  earliest  time  during  the 
period  of  gestation  that  life  can  survive  outside  the  mother's  womb, 
and  how  frequent  are  those  instances? 

Dr.  LiLEY.  I  would  say,  Mr.  Chairman,  that  there  is  a  considerable 
spectrum  of  stages  at  which  life  may  be  possible  for  a  fetus  without 
its  intrauterine  life-support  system,  and  part  of  this,  the  confusion 
is  made  a  great  deal  worse,  of  course,  always  by  possible  uncertainty 
in  maturity  of  a  fetus.  And  then,  for  good  measure,  it  is  made  more 
uncertain  because  of  the  variable  rate  of  maturation  in  individual 
babies.  In  other  words,  just  as  we  do  not  expect  every  girl  to  have 
immediately  her  first  period  on  her  12th  birthday,  it  is  spread  over 
quite  a  spectrum. 

And  similarly,  we  do  not  expect  every  woman  to  be  menopausal 
at  45.  It  is  spread  over  quite  a  range.  Similarly,  we  do  not  expect 
every  baby  to  be  born  exactly  283  days  from  the  first  day  of  the  last 
menstrual  period.  Nor  does  it  follow  that  every  baby  is  able  to  live 
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outside  the  uterus  at  28  weeks.  Some  do  not  make  a  very  good  job 
of  it  at  34,  35  weeks,  and  some  do  at  24,  25. 

To  my  knowledge,  the  earliest  reasonably  substantiated  case  of 
extrauterine  survival  was  in  a  child  just  under  23  weeks.  But  ob- 
viously, this  in  turn  is  very  much  predicated  by  the  life-support 
system  available  to  that  baby  as  soon  as  it  is  born. 

Dr.  Lejeune.  Mr.  Chairman,  I  am  not  a  specialist  on  fetus,  but 
I  would  like  to  stress  a  very  simply  analogy.  A  fetus  inside  this 
ambiotic  thing  is  very  comparative  to  a  cosmonaut  in  a  space  cap- 
sule. Now,  you  send  a  cosmonaut  to  the  moon  and  he  has  his  catheter 
and  he  has  a  whole  supply  to  survive.  Now,  if  you  opened  this 
catheter,  the  cosmonaut  on  the  moon  would  not  live.  But  nobody 
would  believe  that  this  cosmonaut  is  not  viable.  It  just  means  that 
he  can  live  on  the  moon  if  you  respect  his  space  suit. 

It  is  exactly  the  same  thing  with  the  human  fetus.  No  matter  how 
big  it  is,  it  will  survive  if  you  do  not  break  his  survival  sy stern.  That 
he  is  viable  from  the  very  beginning  under  the  normal  conditions. 

Senator  Bayh.  Dr.  Liley,  you  are  with  the  support  system. 

Do  you  anticipate  perfection  in  that  support  system  that  will  move 
that  age  down  from  34  weeks,  where  you  say  it  has  a  pretty  good 
chance,  to  32,  where  there  have  been  examples,  on  down  to  an  earlier 
age,  22? 

Dr.  LiLET.  I  would  be  completely  confident,  Mr.  Chairman.  Just 
because  we  happen  to  be  at  the  forefront  of  medical  science  in  this 
field,  we  are  certainly  not  arrogant  enough  to  assume  we  are  at  the 
pinnacle  of  it. 

Senator  Bayh.  Any  question,  gentlemen? 

Thank  you,  gentlemen.  I  appreciate  your  being  with  us. 

Our  next  panel  will  be  comprised  of  Dr.  Gerald  M.  Edelman,  pro- 
fessor at  Kockefeller  University  in  New  York;  Dr.  Norton  Zinder, 
professor  of  genetics,  Kockefeller  University  in  New  York ;  and  Dr. 
John  D.  Biggers,  professor  of  physiology,  laboratory  of  human  re- 
production and  reproductive  biology,  Harvard  University  School  of 
Medicine  in  Boston. 

May  I  inquire  for  the  record,  is  it  Dr.  Biggers,  Dr.  Zinder,  Dr. 
Edelman  ? 

Gentlemen,  I  hate  to  say  this,  but  we  have  just  been  alerted  that 
there  is  a  vote  going  on.  Rather  than  get  started  and  have  to  inteif- 
rupt  in  about  5  minutes,  I  think  it  would  be  better  for  you  and  for 
us  if  we  ask  you  to  forgive  us.  We  will  be  back  as  quickly  as  we  can. 

[A  brief  recess  was  taken.] 

Senator  Bayh.  May  we  reconvene  our  hearings,  please? 

Professor  Edelman,  I  understand  that  you  are  going  to  be  the 
leadoff  witness. 

STATEMENT  OF  GERALD  M.  EDELMAN,  M.D.,  PH.  D.,  PROFESSOR, 
ROCKEFELLER  UNIVERSITY 

Dr.  Edelman.  Mr.  Chairman  and  members  of  the  subcommittee, 
I  am  pleased  to  have  this  opportunity  to  testify  in  these  hearings. 
Perhaps  I  should  begin  by  identifying  my  fields  of  expertise  and  by 
briefly  discussing  my  background.  Although  I  am  a  professor  at  the 
Rockefeller  University  in  New  York,  I  do  not  represent  that  institu- 
tion here. 
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Rather,  I  speak  as  a  scientist  with  some  experience  in  cell  biology 
and  in  molecular  biology,  and  also  as  a  concerned  citizen.  My  main 
fields  of  scientific  inquiry  are  immunology — or  how  the  body  dis- 
tinguishes self  from  not-self — and  various  areas  of  cell  biology,  par- 
ticularly cell  growth  and  division,  and  the  analysis  of  the  structure 
of  spermatozoa,  including  those  from  human  beings. 

I  was  first  educated  as  a  physician  and  after  a  year  of  medical 
training  at  the  Massachusetts  General  Hospital,  spent  2  years  in 
general  practice,  including  obstetrics,  as  a  Captain  in  the  United 
States  Army.  Subsequent  to  that,  I  obtained  a  doctoral  degree  in  pro- 
tein physical  chemistry.  For  the  last  14  years,  I  have  spent  most  of 
my  time  doing  medical  research.  In  1972,  I  was  the  recipient  of  the 
Nobel  Prize  in  Physiology  or  Medicine  for  work  on  the  chemical 
structure  of  antibodies. 

As  I  understand  it,  one  of  the  main  questions  before  this  com- 
mittee is  whether  we  can  tell  when  life,  particularly  hurnan  life, 
begins.  I  hope  to  show  that,  from  the  scientific  point  of  view,  this 
question  is  unanswerable,  because  it  is  not  formulated  in  terms  that 
can  be  dealt  with  operationally.  It  is  important,  I  believe,  to  make 
this  remark  before  getting  to  any  substantive  matters,  in  order  to 
avoid  large  amounts  of  useless  rhetoric.  I  should  add  that  it  is 
equally  useless  to  comment  on  tautologies  represented  by  statements 
that,  for  example,  "the  union  of  the  sperm  and  the  egg  represents 
the  first  occasion  in  which  the  full  genetic  potential  exists  for  the 
growth  of  an  animal",  a  statement  which  is  undeniable  by  logic 
alone. 

The  detailed  comments  I  shall  make  about  the  role  of  science  in 
such  matters  may  sound  negative  to  this  subcommittee,  but  I  believe 
that  there  are  many  questions  that  cannot  be  answered  by  scientific 
experimentation  that  are  nonetheless  important  and  obviously  need 
to  be  answered.  It  seems  to  me  that  this  in  no  way  restricts  the  value 
of  expert  testimony  by  scientists.  Indeed,  one  of  the  tasks  before 
this  committee  is  to  determine  whether  the  main  question  can  be 
answered  by  scientists.  I  believe  it  cannot,  but  also  believe  that  my 
obligation  is  to  explain  why  it  cannot.  If  you  know  what  you  cannot 
do,  you  are  way  ahead,  even  in  fields  outside  of  the  law. 

It  may  seem  to  this  committee,  which  has  heard  the  strong  state- 
ments of  previous  testimony,  that  this  is  a  weaker  position.  But  I 
believe  that  the  statements  made  in  that  testimony  represent  a  straw 
man,  consisting  of  a  mixture  of  scientific  fact,  philosophic  conjecture 
and  personal  opinion,  all  represented  as  scientific. 

In  rebuttal  to  this  position,  I  can  only  say  that  I  know  of  no  scien- 
tific paper  in  any  reputable  journal  that  has  proven  when  life  indeed 
begins.  If  such  a  paper  exists,  I  would  certainly  be  glad  to  know 
of  it  and  to  know  whether  its  claims  have  been  verified. 

The  great  advances  in  modern  biology  at  the  level  of  both  living 
cells  and  the  molecules  of  which  they  are  made  reveal  that  there  is 
no  scientifically  sound  way  of  distinguishing  the  living  from  the 
nonliving.  For  example,  viruses  have  all  the  properties  of  living  cells 
except  the  capacity  for  independent  existence:  they  contain  genetic 
information  and  they  evolve,  they  reproduce  themselves  and  they 
grow.  Yet,  they  have  a  completely'  definable  molecular  structure  and 
they  crystallize  just  as  molecules  crystallize  and  may  therefore  seem 
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to  be  dead.  At  a  higher  level,  it  is  clear  that  there  is  a  continuum  of 
properties  possessed  by  cells,  tissues,  organs  and  individuals. 

If  one  asserts  that  a  fertilized  egg  contains  a  full  complement  of 
genes  from  the  father  and  the  mother,  and  is  therefore  privileged  as 
"more  alive",  then  counter  examples  can  easily  be  brought  to  mind. 
Biologists  have  produced  complete  frogs  from  eggs  alone  without 
sperm  and  have  even  produced  frogs  from  the  nuclei  of  skin  cells, 
which  contain  just  as  much  genetic  information  as  a  fertilized  egg. 

Such  complete  genetic  information  is,  in  fact,  in  every  cell  of  the 
body  except  sperm  and  eggs,  yet  no  one  raises  issues  about  the  loss 
of  skin  cells  or  even  brain  cells  for  that  matter.  Losing  a  sperm,  or 
millions  of  them,  or  losing  an  egg  each  month  would  on  this  basis  be 
a  horrendous  loss,  for  they  too  are  "alive",  yet  it  occurs  normally 
to  everyone. 

Senator  Bath.  Excuse  me.  Dr.  Edelman. 

Has  that  type  of  reproduction  that  you  alluded  to,  as  far  as  the 
frog  is  concerned,  ever  been  done  in  a  human  being? 

Dr.  Edelman.  No,  sir.  But  a  frog,  as  far  as  we  know,  reproduces 
by  the  same  processes  in  the  fundamental  sense  as  a  human  being, 
and  that  experiment  has  definitely  been  carried  out.  The  nucleus  of 
a  frog's  skin  cell  has  been  placed  inside  the  cytoplasm  of  an  egg,  and 
a  complete  frog  has  been  produced.  That  is  because  that  skin  cell, 
like  every  cell  in  your  body,  carries  a  complete  complement  of  genes 
from  both  the  mother  and  the  father. 

Senator  Bath.  When  did  this  experiment  take  place? 

Dr.  Edelma^t.  That  experiment  was  done  by  Gurdon  in  Oxford, 
England  in  1971.  I  am  not  exactly  sure  of  the  earliest  paper. 

Senator  Bath.  Is  there  something  unique  about  the  cell  of  a  frog 
as  distinguished  from  the  cell  of  a  human  being  that  would  allow 
these  developments  2  or  3  years  ago  as  far  as  frogs  are  concerned, 
and  the  same  formula  not  apply  to  the  reproduction  of  a  human? 

Dr.  Edelman.  As  far  as  I  know,  this  experiment  has  not  been 
extensively  tried  in  all  of  its  details,  until  say  10  years  ago,  and  it  is 
a  relatively  new  technique  which  is  just  being  explored.  The  experi- 
ment at  the  level  of  amphibians  is  a  success,  and  the  information  in- 
volved in  that  experiment  and  the  conclusions  to  be  drawn  are  these : 
that  the  genetic  information  is  contained  in  every  cell  of  the  body 
sufficient  to  create  an  individual  frog. 

Senator  Bath.  Excuse  me  for  interrupting. 

Dr.  Edelman.  Well,  from  this  point  of  view,  I  believe  that  a 
zygote  needs  no  more  protection  from  the  law  than  an  egg. 

If  one  somehow  attempts  to  glorify  a  fertilized  egg  or  even  an 
early  embryo,  one  must  confront  questions  that  are  not  capable  of 
scientific  answers.  At  what  step  of  development  does  a  living,  indi- 
vidual human  being  appear?  This  is  essentially  a  religious  and  moral 
question  and  is  therefore  open  to  sectarian  interpretations  and  prej- 
udices. 

Science,  can  assert  that  people  are  not  cells  or  just  collections  of 
cells.  It  is  the  set  of  capacities  of  a  whole  person,  for  example,  the 
capacity  to  be  conscious,  self-aware,  develop  and  absorb  culture  that 
defines  an  individual.  Although  a  fetus  may  have  the  potential  for 
these,  it  has  no  more  than  any  other  collection  of  cells  and  certainly 
has  not  these  capacities. 
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Incidentally,  equal  difficulties  attend  the  definition  of  death,  which 
also  requires  the  interaction  and  evaluation  of  nonscientific  agencies 
such  as  the  law  and  various  religious  groups. 

An  even  more  difficult  question  relates  to  the  issue  of  the  appear- 
ance of  consciousness  and  individuality  in  terms  of  information  and 
self-awareness.  There  is  no  generally  accepted  scientific  proof  that 
a  fetus  has  consciousness  in  the  sense  of  self-awareness. 

If  that  is  what  is  presumed  to  be  there  a  priori  according  to  some 
nonscientific  belief,  then  of  course  we  can  extrapolate  to  value  judg- 
ments as  we  wish,  and  say  that  in  an  abortion  something  dies  that 
we  think  is  human.  But  that  would  be  no  more  scientifically  valid 
than  the  assertion  that  a  fertilized  egg  is  the  first  occasion  that  all 
the  requisite  information  for  a  human  being  is  brought  together  and 
is  therefore  on  that  basis  somehow  sacred.  In  any  case,  even  non- 
scientists  differ  in  their  views  on  these  questions  depending  on  their 
prior  beliefs.  The  fact  is  that  people  had  a  full  spectrum  of  such  be- 
liefs even  before  scientists  found  out  the  structural  details  of  DNA, 
spermatozoa,  eggs,  fetuses,  and  human  development.  It  is  likely  that 
this  spectrum  of  beliefs  will  exist  even  after  much  more  is  known 
scientifically  about  these  things. 

It  is  debatable  that  abortions  will  play  a  role  in  whether  the  human 
race  survives  or  not.  Whatever  one's  position  in  this  debate,  it  is  a 
scientifically  inaccurate  position  to  contend  that  a  fertilized  egg 
represents  a  unique  privileged  biological  state  or  that  there  is  a 
uniquely  definable  moment  of  conception.  No  amount  of  personal 
scientific  credentials  can  justify  this  assertion  as  scientific  in  the  face 
of  so  many  factual  counterexamples  of  the  kind  that  I  have  men- 
tioned, and  in  the  face  of  questions  of  value  with  which  science  can- 
not deal. 

Having  said  this  much,  and  particularly  because  I  have  taken  this 
position,  I  must  express  my  opinion  as  an  individual  citizen.  I  be- 
lieve that  it  is  an  infringement  upon  the  rights  of  a  woman  to  tell 
her  what  to  do  with  her  eggs,  fertilized  or  not.  I  believe  that  the 
development  of  a  humane  and  lawful  position  and  example  on  this 
matter  in  every  nation  is  a  good  thing  and  a  hope  for  less  privileged 
nations. 

Finally,  I  believe  that  the  dignity  and  freedom  and  individuality 
of  persons  does  not  rest  on  arbitrary  pseudoscientific  definitions  but 
on  the  consideration  of  all  facts  and  values  in  a  pluralistic  manner. 
This  evaluation  involves  legal  precedent  and  religious  beliefs,  and 
it  must  be  settled  by  law,  for  it  cannot  be  settled  by  scientific  experi- 
ment. The  role  of  scientists  in  such  an  issue  is  to  tell  people  what 
scientists  know,  what  science  can  do  and  what  science  cannot  do.  The 
decision  must  then  be  made  on  larger  grounds,  not  by  some  simple 
appeal  to  scientific  technology  nor  according  to  the  dogmas  of  any 
single  group,  however  sincere  its  beliefs. 

I  hope  you  find  these  remarks  of  some  use.  Thank  you. 

Senator  Bayh.  Thank  you,  professor. 

Statement  of  Gerald  M.  Edelman,  M.D.,  Ph.D. 

Mr.  Chairman,  and  members  of  the  subcommittee :  I  am  pleased  to  have  this 
opportunity  to  testify  in  these  hearings.  Perhaps  I  should  begin  by  identify- 
ing my  fields  of  expertise  and  by  briefly  discussing  my  background.  Although 
I  am  a  Professor  at  the  Rockefeller  University  in  New  York,  I  do  not  repre- 
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sent  that  institution  here.  Rather,  I  speak  as  a  scientist  with  some  experience 
in  cell  biology  and  in  molecular  biology,  and  also  as  a  concerned  citizen.  My 
main  fields  of  scientific  inquiry  are  immunology  (or  how  the  body  distinguishes 
self  from  not-self)  and  areas  of  cell  biology,  particularly  cell  growth  and  divi- 
sion, and  analysis  of  the  structure  of  spermatozoa,  including  those  from  human 
beings. 

I  was  first  educated  as  a  physician  and  after  a  year  of  medical  training  at 
the  Massachusetts  General  Hospital,  spent  two  years  in  general  practice,  in- 
cluding obstetrics,  as  a  Captain  in  the  United  States  Army.  Subsequent  to 
that,  I  obtained  a  doctoral  degree  in  protein  physical  chemistry.  For  the  last 
fourteen  years.,  I  have  spent  most  of  my  time  doing  medical  research.  In  1972, 
I  was  the  recipient  of  the  Nobel  Prize  in  Physiology  or  Medicine  for  work  on 
the  chemical  structure  of  antibodies. 

As  I  understand  it,  one  of  the  main  questions  before  this  committee  is 
whether  we  can  tell  when  life,  particularly  human  life,  begins.  I  hope  to  show 
that,  from  the  scientific  point  of  view,  this  question  is  unanswerable,  because 
it  is  not  formulated  in  terms  that  can  be  dealt  with  operationally.  It  is  impor- 
tant, I  believe,  to  make  this  remark  before  getting  to  any  substantive  matters, 
in  order  to  avoid  large  amounts  of  useless  rhetoric.  I  should  add  that  it  is 
equally  useless  to  comment  on  tautologies  represented  by  statements  that  "the 
union  of  the  sperm  and  the  egg  represents  the  first  occasion  in  which  the  full 
genetic  potential  exists  for  the  growth  of  an  animal,"  a  statement  which  is 
undeniable  by  logic  alone. 

The  detailed  comments  I  shall  make  about  the  role  of  science  in  such  mat- 
ters may  sound  negative  to  this  subcommittee,  but  I  believe  that  there  are 
many  questions  that  cannot  be  answered  by  scientific  experimentation  that  are 
nonetheless  important  and  need  to  be  answered.  It  seems  to  me  that  this  in 
no  way  restricts  the  value  of  expert  testimony  by  scientists.  Indeed,  one  of  the 
tasks  before  this  committee  is  to  determine  whether  the  main  question  can  be 
answered  by  scientists.  I  believe  it  cannot,  but  also  believe  that  my  obligation 
is  to  explain  why  it  cannot.  If  you  know  what  you  cannot  do,  you  are  way 
ahead,  even  in  fields  outside  of  the  law. 

It  may  seem  to  this  committee,  which  has  heard  the  strong  statements  of 
previous  testimony,  that  this  is  a  weaker  position.  But  I  believe  that  the 
statements  made  in  that  testimony  represent  a  straw  man,  consisting  of  a 
mixture  of  scientific  fact,  philosophic  conjecture  and  personal  opinion,  all  rep- 
resented as  scientific.  In  rebuttal  to  this  position,  I  can  only  say  that  I  know 
of  no  scientific  paper  in  any  reputable  journal  that  has  proven  when  life  in- 
deed begins.  If  such  a  paper  exists,  I  would  certainly  be  glad  to  know  of  it 
and  to  know  whether  its  claims  have  been  verified. 

The  great  advances  in  modern  biology  at  the  level  of  both  living  cells  and 
the  molecules  of  which  they  are  made  reveal  that  there  is  no  scientifically 
sound  way  of  distinguishing  the  living  from  the  non-living.  For  example, 
viruses  have  all  the  properties  of  living  cells  except  the  capacity  for  inde- 
pendent existence:  they  contain  genetic  information  and  they  evolve,  repro- 
duce themselves  and  grow.  Yet,  they  have  a  completely  definable  molecular 
structure  and  they  crystallize  just  as  molecules  crystallize  and  may  there- 
fore seem  to  be  "dead."  At  a  higher  level,  it  is  clear  that  there  is  a  continuuni 
of  properties  possessed  by  cells,  tissues,  organs  and  individuals.  If  one  asserts 
that  a  fertilized  egg  contains  a  full  complement  of  genes  from  the  father 
(sperm)  and  the  mother  (unfertilized  egg),  and  is  therefore  somehow  privi- 
leged as  "more  alive,"  counter  examples  can  easily  be  brought  to  mind.  Biologists 
have  produced  complete  frogs  from  eggs  alone  without  sperm  and  have  even 
produced  frogs  from  the  nuclei  of  skin  cells  which  contain  just  as  much  genetic 
information  as  a  fertilized  egg.  Such  complete  genetic  information  is,  in  fact, 
in  every  cell  of  the  body  except  sperm  and  eggs,  yet  no  one  raises  issues  about 
the  loss  of  skin  cells  or  even  brain  cells  for  that  matter.  Losing  a  sperm  (or 
millions  of  them)  or  losing  an  egg  each  month  would  on  this  basis  be  a  horren- 
dous loss,  for  they  too  are  "alive"  yet  it  occurs  normally  to  everyone.  From 
this  point  of  view,  a  zygote  needs  no  more  protection  from  the  law  than  an 
egg. 

If  one  somehow  attempts  to  glorify  a  fertilized  egg  or  even  an  early  embryo 
one  must  confront  questions  that  are  not  capable  of  scientific  answers.  At 
what  step  of  development  does  a  living,  individual  human  being  appear?  This 
is  essentially  a  religious  and  moral  question  and  is  therefore  open  to  sectarian 
interpretations  and  prejudices.  Science,  of  course,  can  assert  that  people  are 
not  cells  or  just  collections  of  cells.  It  is  the  set  of  capacities  of  a  whole  per- 
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son,  e.g.,  the  capacity  to  be  conscious,  self-aware,  develop  and  absorb  culture 
that  defines  an  individual.  Although  a  fetus  may  have  a  potential  for  these, 
it  has  no  more  than  any  other  collection  of  cells  and  certainly  has  not  these 
capacities.  Incidentally,  equal  difliculties  attend  the  definition  of  death,  which 
also  requires  the  interaction  and  evaluation  of  non-scientific  agencies  such  as 
the  law  and  various  religious  groups. 

An  even  more  difficult  question  relates  to  the  issue  of  the  appearance  of 
consciousness  and  individuality  in  terms  of  information  and  self-awareness. 
There  is  no  generally  accepted  scientific  proof  that  a  fetus  has  consciousness 
in  the  sense  of  self-awareness.  If  that  is  what  is  'presumed  to  be  there  a  priori 
according  to  some  non-scientific  belief,  then  of  course  we  can  extrapolate  to 
value  judgments  as  we  wish,  and  say  that  in  an  abortion  something  dies  that 
we  think  is  "human."  But  that  would  be  no  more  scientifically  valid  than  the 
assertion  that  a  fertilized  egg  is  the  first  occasion  that  all  the  requisite  infor- 
mation for  a  human  being  is  brought  together  and  is  therefore  on  that  basis, 
somehow  sacred.  In  any  case,  even  non-scientists  differ  in  their  views  on  these 
questions  depending  on  their  prior  beliefs. 

The  fact  is  that  people  had  a  full  spectrum  of  such  beliefs  even  before 
scientists  found  out  the  structural  details  of  DNA,  spermatozoa,  eggs,  fetuses, 
and  human  development.  It  is  likely  that  this  spectrum  of  beliefs  will  exist 
even  after  much  more  is  known  scientifically  about  these  things.  It  is  debat- 
able that  abortions  will  play  a  role  in  whether  the  human  race  survives  or  not. 
Whatever  one's  position  in  this  debate,  it  is  a  scientifically  inaccurate  position 
to  contend  that  "a  fertilized  egg'  represents  a  unique  privileged  biological 
state  or  that  there  is  a  uniquely  definable  "moment  of  conception."  No  amount 
of  personal  scientific  credentials  can  justify  this  assertion  as  scientific  in  the 
face  of  so  many  factual  counter  examples  of  the  kind  that  I  have  mentioned, 
and  in  the  face  of  questions  of  value  with  which  science  cannot  deal. 

Having  said  this  much,  and  particularly  because  I  have  taken  this  position, 
I  must  express  my  opinion  as  an  individual  citizen.  I  believe  that  it  is  an  in- 
fringement upon  the  rights  of  a  woman  to  tell  her  what  to  do  with  her  eggs, 
fertilized  or  not.  I  believe  that  the  development  of  a  humane  and  lawful  posi- 
tion and  example  on  this  matter  in  every  nation  is  a  good  thing  and  a  hope  for 
less  privileged  nations.  Finally,  I  believe  the  dignity  and  freedom  and  indi- 
viduality of  persons  does  not  rest  on  arbitrary  pseudo-scientific  definitions  but 
on  the  consideration  of  all  facts  and  values  in  a  pluralistic  manner.  This  eval- 
uation involves  legal  precedent  and  religious  beliefs  and  must  be  settled  by  law 
for  it  cannot  be  settled  by  scientific  experiment.  The  role  of  scientists  in  such 
an  issue  is  to  tell  people  what  scientists  know,  what  science  can  do  and  what 
science  cannot  do.  The  decision  must  then  be  made  on  larger  grounds,  not  by 
some  simple  appeal  to  scientific  technology  nor  according  to  the  dogmas  of  any 
single  group,  however  sincere  its  beliefs. 

STATEMENT     OF     NORTON     ZINDER,     PH.     D.,     PROFESSOR     OF 
GENETICS,  ROCKEFELLER  UNIVERSITY 

Dr.  ZiNDER.  Senator  Bayh  and  distinguished  committee  members, 
it  is  an  honor  for  me  to  be  present  today  to  testify  before  this  com- 
mittee. 

However,  if  I  am  here  as  a  scientist-expert,  I  must  confess  that  it 
is  with  a  certain  sense  of  incongruity,  for  I  do  not  feel  that  the  issue 
before  this  committee  is  a  scientific  one  but  rather  one  of  dogma. 
The  major  area  where  science  enters  the  issue  of  abortion  is  in  the 
medical  practice  relating  to  the  technology  of  the  procedures  used. 

Having  said  this,  I  should  identify  myself.  I  was  trained  as  a 
geneticist-microbiologist.  With  Joshua  Lederberg  Nobel  laureate,  I 
was  responsible  for  the  discovery  of  bacterial  transduction — the 
ability  of  certain  bacterial  viruses  to  carry  genetic  material  from  one 
bacterium  to  another — a  special  form  of  sexuality. 

I  have  also  been  deeply  involved  in  studying  the  nature  of  the 
genetic  code,  the  details  of  protein  synthesis  and  the  elements  that 


253 

regulate  gene  function.  This  work  has  all  been  done  with  micro- 
organisms, and  yet  it  is  our  essential  belief  in  the  unity  of  living 
processes  that  allows  us  to  extrapolate  from  such  creatures  to  man. 
Thus  the  genetic  code  as  we  know  it  is  universal  and  with  only 
elaboration  of  detail,  the  fundamental  genetic  mechanisms  are  also 
universal. 

I  am  an  elected  member  of  the  Academy  of  x^rts  and  Sciences  and 
the  National  Academy  of  Sciences,  and  have  been  a  member  of  a 
numbr  of  Government  advisory  bodies  including  one  in  which  I  just 
completed  my  role  as  chairman  of  a  committee  to  review  a  large  area 
of  research  under  the  auspices  of  the  National  Cancer  Institute.  I 
have  been  privileged  to  receive  several  awards  and  honors  from  my 
colleagues.  I  am  currently  professor  of  genetics  at  the  Kockefeller 
University. 

Now  to  the  matter  at  hand.  To  the  biological  scientist,  life  can 
only  be  defined  as  a  capacity  to  grow  and  reproduce.  It  is  a  con- 
tinuum. 

What  I  mean  by  this  is  that  no  living  form  arises  spontaneously 
and  that  only  living  forms  can  give  rise  to  living  forms.  Thus  in 
every  sense  that  we  might  understand  it,  an  unfertilized  ovimi  and 
the  spermatozoa  which  might  fertilize  it  must  be  considered  alive. 
They  are  as  alive  as  any  bacterial  culture  growing  in  my  laboratory 
or  every  bit  of  tissue  growing  in  flask. 

Viruses,  the  simplest  of  living  creatures,  can  almost  indefinitely 
await  the  arrival  of  an  appropriate  host  cell,  and  then  in  a  brief 
period  of  time  multiply  to  give  rise  to  hundreds  or  thousands  of 
progeny.  Spores  and  seeds  of  many  organisms  await  the  appropriate 
environment  to  germinate  and  give  rise  to  organisms  like  their 
progenitors.  One  could  go  on  indefinitely  describing  the  different 
reproductive  modes  of  the  manifold  species  that  inhabit  this  earth, 
but  this  would  add  nothing  to  the  matter  before  you. 

I  know  that  it  has  been  argued  that  the  individual  and  unique 
genetic  identity  of  a  conceptus  occurs  at  the  moment  of  fertilization 
or  shortly  thereafter.  Indeed,  barring  certain  genetic  accidents,  as 
far  as  we  know  now  this  is  true,  but  is  no  more  true  for  humans  than 
for  any  other  sexually  reproducing  species,  from  animals  to  plants. 

Scientifically  speaking,  there  is  no  evidence  of  any  qualitative  dif- 
ference between  fertilization  in  humans  and  fertilization  in  any  other 
organism.  Since  you  are  not  here  discussing  the  issue  of  abortion  in 
any  organism  other  than  man,  it  is  clear  that  there  must  be  some- 
thing else  involved ;  some  special  property  ascribed  to  humans  which 
makes  this  question  so  difl&cult.  ,   . 

What  constitutes  this  special  property  is  a  matter  of  opinion  and 
religious  belief,  and  not  a  matter  of  science.  There  is  nothing  uniq- 
uely human  about  the  union  of  sperm  and  egg.  Scientifically  we  can- 
not answer  the  question  of  when  life  begins.  To  answer  the  question 
thus  becomes  purely  a  rhetorical  ploy.  It  is  a  matter  whose  definition 
can  be  exploited  by  any  partisan  who  wishes  to  impress  his  views 
upon  his  follows. 

The  more  focused  and  rational  question  is,  when  can  the  tetus 
live  independently  of  the  mother?  On  this  question  I  have  no  special 
competence,  not  being  a  physician,  but  it  is  generally  accepted  that 


254 

this  occurs  late  during  the  third  trimester  of  pregnancy.  Until  that 
time,  the  fetus  depends  totally  on  the  mother  for  nutrition,  oxygen, 
the  removal  of  waste  products  of  metabolism  and  perhaps  unknown 
developmental  signals;  contributions  which  are  required  for  the  full 
realization  of  its  potential. 

Thus  if  we  use  the  word  "living"  as  applied  to  humans,  to  decide 
what  may  not  be  done,  we  come  to  the  absurdity  of  having  to  save 
every  ovum  that  each  mature  female  produces  every  month  and  the 
billions  of  spermatozoa  continuously  produced  by  the  mature  male. 

Wliat  are  the  consequences  of  restricting  abortion? 

The  pregnant  woman  is  forced  to  have  a  child  which  she  does  not 
desire — her  health,  mental  and  physical,  can  be  put  in  jeopardy. 

I  will  not  touch  on  the  issues  of  the  effects  of  illegal  abortion  and 
the  special  hardships  imposed  upon  the  poor  and  underprivileged. 
Others,  I  am  sure,  have  testified  on  these  matters.  However,  as  a 
geneticist,  I  am  concerned  about  the  matters.  However,  as  a  geneticist, 
I  am  concerned  about  the  restriction  that  it  would  impose  on  abor- 
tion for  those  genetic  diseases  for  which  we  have  no  treatment  and 
for  which  diagnosis  can  now  be  made  in  utero. 

The  option  of  the  family  to  decide  whether  or  not  to  bring  a  de- 
fective child  into  the  world  would  be  lost.  Each  year  as  our  under- 
standing grows,  it  becomes  possible  to  diagnosis  more  and  more  spe- 
cific genetic  diseases  before  the  birth  of  a  defective  child,  particularly 
those  involving  chromosomal  and  enzymatic  abnormalities.  This  is 
accomplished  by  removing  a  little  of  the  amniotic  fluid  from  the 
pregnant  woman's  uterus  and  examining  the  cells  it  contains. 

Thus  today,  Down's  syndrome  or  Mongolism,  which  is  caused  by 
the  presence  of  an  extra  chromosome,  as  first  described  by  Dr.  Lejune, 
could  be  essentially  eliminated  by  such  testing  and  abortion  of  the 
affected  fetus.  A  number  of  other  genetic  diseases  can  be  circumvented 
in  this  way,  thereby  preventing  untold  misery  for  parents  and  heavy 
burdens  on  society. 

As  a  scientist,  but  even  more  as  a  concerned  human  being,  I  can 
only  appeal  to  the  members  of  this  committee  not  to  impose  the  be- 
liefs and  opinions  of  particular  groups  on  society  as  a  whole.  There  is 
not — nor  need  there  ever  be — a  requirement  that  any  individual  have, 
or  participate  in  performing,  an  abortion.  Such  decisions  in  a  free 
and  democratic  society  are  best  left  to  the  discretion  of  the  parties 
directly  concerned. 

Thank  you. 

Statement  of  Noeton  D.  Zindee,  Ph.D. 

Senator  Bayh  and  distinguished  Committee  Members.  It  is  an  honor  for  toe 
to  be  present  today  to  testify  before  this  committee.  However,  if  I  am  here  as 
a  scientist-expert,  I  must  confess  that  is  is  with  a  certain  sense  of  incongruity, 
for  I  do  not  feel  that  the  issue  before  this  committee  is  a  scientific  one  but 
rather  one  of  dogma.  The  major  area  where  science  enters  the  issue  of  abortion 
is  in  the  medical  practice  relating  to  the  technology  of  the  procedures  used. 

Having  said  this,  I  should  identify  myself.  I  was  trained  as  a  geneticist- 
microbiologist.  With  Joshua  Lederberg  (Nobel  laureate),  I  was  responsible  for 
the  discovery  of  bacterial  transduction — the  ability  of  certain  bacterial  viruses 
to  carry  genetic  material  from  one  bacterium  to  another — a  special  form  of 
sexuality.  I  have  also  been  deeply  involved  in  studying  the  nature  of  the 
genetic  code,  the  details  of  protein  synthesis  and  the  elements  that  regulate 
gene  function.  This  work  has  all  been  done  with  microorganisms  and  yet  it  is 
our  essential  belief  in  the  unity  of  living  processes  that  allows  us  to  extrapo- 
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late  from  such  creatures  to  man.  Thus  the  genetic  code  as  we  know  it  is  uni- 
versal and  with  only  elaboration  of  detail,  the  fundamental  genetic  mechanisms 
are  also  universal. 

I  am  an  elected  member  of  the  Academy  of  Arts  and  Sciences  and  the  Na- 
tional Academy  of  Sciences  and  have  been  a  member  of  a  number  of  govern- 
ment advisory  bodies  including  one  in  which  I  just  completed  my  role  as 
Chairman  of  a  Committee  to  review  a  large  area  of  research  under  the  aus- 
pices of  the  National  Cancer  Institute.  I  have  been  privileged  to  receive  sev- 
eral awards  and  honors  from  my  colleagues.  I  am  currently  Professor  of 
Genetics  at  the  Rockefeller  University. 

Now  to  the  matter  at  hand.  To  the  biological  scientist,  life  can  only  be  de- 
fined as  a  capacity  to  grow  and  reproduce.  It  is  a  continuum.  What  I  mean 
by  that  is  that  no  living  form  arises  spontaneously  and  that  only  living  forms 
can  give  rise  to  living  forms.  Thus  in  every  sense  that  we  can  understand  it, 
an  unfertilized  ovum  and  the  spermatozoa  which  might  fertilize  it  must  be 
considered  alive.  They  are  as  alive  as  any  bacterial  culture  growing  in  my 
laboratory  or  every  bit  of  tissue  growing  in  a  flask. 

Viruses,  the  simplest  of  living  creatures,  can  almost  indefinitely  await  the 
arrival  of  an  appropriate  host  cell  and  then  in  a  brief  period  of  time  multiply 
to  give  rise  to  hundreds  or  thousands  of  progeny.  Spores  and  seeds  of  many 
organisms  await  the  appropriate  environment  to  germinate  and  give  rise  to 
organisms  like  their  progenitors.  One  could  go  on  indeflcnitely  describing  the 
different  reproductive  modes  of  the  manifold  species  that  inhabit  this  earth, 
but  this  would  add  nothing  to  the  matter  before  you. 

I  know  that  it  has  been  argued  that  the  individual  and  unique  genetic  iden- 
tity of  a  conceptus  occurs  at  the  moment  of  fertilization  or  shortly  thereafter. 
Indeed,  barring  certain  genetic  accidents,  as  far  as  we  know  now,  this  is  true, 
but  is  no  more  true  for  humans  than  for  any  other  sexually  reproducing  spe- 
cies, from  animals  to  plants.  Scientifically  speaking  there  is  no  evidence  of  any 
qualitative  difference  between  fertilization  in  humans  and  fertilization  in  any 
other  organism.  Since  you  are  not  here  discussing  the  issue  of  abortion  in 
any  organism  other  than  man,  it  is  clear  that  there  must  be  something  else 
involved ;  some  special  property  ascribed  to  humans  which  makes  this  ques- 
tion so  diflScult.  What  constitutes  this  special  property  is  a  matter  of  opinion 
and  religious  belief  and  not  a  matter  of  science.  There  is  nothing  uniquely 
human  about  the  union  of  sperm  and  egg.  Scientifically  we  cannot  answer  the 
question  of  when  life  begins.  To  answer  the  question  thus  becomes  purely  a 
rhetorical  ploy.  It  is  a  matter  whose  definition  can  be  exploited  by  any  parti- 
san who  wishes  to  impress  his  views  upon  his  fellows. 

The  more  focused  and  rational  question  is  when  can  the  fetus  live  inde- 
pendently of  the  mother?  On  this  question  I  have  no  special  competence  not 
being  a  physician,  but  it  is  generally  accepted  that  this  occurs  late  during  the 
third  trimester  of  pregnancy.  Until  that  time  the  fetus  depends  totally  on  the 
mother  for  nutrition,  oxygen,  the  removal  of  waste  products  of  metabolism  and 
perhaps  unknown  developmental  signals;  contributions  which  are  required  for 
the  full  realization  of  its  potential. 

Thus  if  we  use  the  word  "living"  as  applied  to  humans,  to  decide  what  may 
and  may  not  be  done,  we  come  to  the  absurdity  of  having  to  save  every  ovum 
that  each  mature  female  produces  every  month  and  the  billions  of  spermatozoa 
continuously  produced  by  the  mature  male. 

What  are  the  consequences  of  restricting  abortion?  The  pregnant  woman  is 
forced  to  have  a  child  which  she  doesn't  desire — her  health,  mental  and  phys- 
ical, can  be  put  in  jeopardy.  I  will  not  touch  on  the  issue  of  the  effects  of 
illegal  abortion  and  the  special  hardships  imposed  upon  the  poor  and  under- 
privileged. Others,  I'm  sure,  have  testified  on  these  matters.  However,  as  a 
geneticist  I  am  concerned  about  the  restriction  that  it  would  impose  on  abor- 
tion for  those  genetic  diseases  for  which  we  have  no  treatment  and  for  which 
diagnosis  can  be  made  in  utero.  The  option  of  the  family  to  decide  whether 
or  not  to  bring  a  defective  child  into  the  world  would  be  lost.  Each  year  as 
our  understanding  grows,  it  becomes  possible  to  diagnose  more  and  more 
specific  genetic  diseases  before  the  birth  of  a  defective  child,  particularly  those 
involving  chromosomal  and  enzymatic  abnormalities.  This  is  accomplished  by 
removing  a  little  of  the  amniotic  fluid  from  the  pregnant  woman's  uterus  and 
examining  the  cells  it  contains.  Thus  today,  Down's  syndrome  or  Mongolism, 
which  is  caused  by  the  presence  of  an  extra  chromosome,  as  flrst  described  by 
Dr.  Lejeune,  could  be  essentially  eliminated  by  such  testing  and  abortion  of 
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the  affected  fetus.  A  number  of  other  genetic  diseases  can  be  circumvented  in 
this  way,  thereby  preventing  untold  misery  for  parents  and  heavy  burdens  on 
society. 

As  a  scientist  but  even  more  as  a  concerned  human  being,  I  can  only  ap- 
peal to  the  members  of  this  Committee  not  to  impose  the  beliefs  and  opinions 
of  particular  groups  on  society  as  a  whole.  There  is  not — -nor  need  there  ever 
be — a  requirement  that  any  individual  have,  or  participate  in  performing,  an 
abortion.  Such  decisions  in  a  free  and  democratic  society  are  best  left  to  the 
discretion  of  the  parties  directly  concerned. 

Senator  Bath.  Thank  you,  Dr.  Zinder. 
Dr.  Biggers? 

STATEMENT  OF  JOHN  D.  BIGGERS,  PROFESSOR  OF  PHYSIOLOGY, 
AND  MEMBER  OF  THE  LABORATORY  OF  HUMAN  REPRODUCTION 
AND    REPRODUCTIVE   BIOLOGY,    HARVARD    MEDICAL    SCHOOL 

Dr.  Biggers.  Senator  Bayh,  members  of  the  committee,  my  name 
is  John  D.  Biggers,  professor  of  physiology  and  member  of  the 
laboratory  of  human  reproduction  and  reproductive  biology.  Har- 
vard Medical  School.  I  was  honored  to  receive  an  invitation  to  appear 
before  the  Senate  Subcommittee  on  Constitutional  Amendments  to 
discuss  the  proposed  amendments  to  the  Constitution  of  the  United 
States  by  Senator  Buckley  and  Senator  Helms. 

First,  let  me  establish  my  credentials.  In  1952,  the  University  of 
London  awarded  me  the  degree  of  doctor  of  philosophy,  and  in  1956, 
the  degree  of  doctor  of  science  in  recognition  of  my  contributions  to 
the  reproductive  and  developmental  biology.  I  have  been  honored  by 
being  elected  Commonwealth  Fellow  of  St.  John's  College,  Univer- 
sity of  Cambridge,  England,  for  the  year  1954-55,  and  m  1973,  as 
the  Upjohn  lecturer  of  the  American  Fertility  Society. 

Before  my  appointment  to  the  Harvard  faculty,  I  was  professor  of 
population  dynamics  at  the  Johns  Hopkins  School  of  Hygiene  and 
Public  Health,  president  of  the  society  for  the  study  of  reproduction, 
and  member  of  the  reproductive  biology  study  section  of  the  National 
Institutes  of  Health. 

Presently,  I  am  a  consultant  to  the  expanded  program  in  Human 
Keproduction  of  the  World  Health  Organization,  editor  in  chief  of 
the  scientific  journal,  "Biology  of  Reproduction",  and  director  of  a 
program-project  awarded  to  Harvard  University,  supported  by  the 
National  Institute  of  Child  Health  and  Human  Deevlopment,  con- 
cerned with  the  physiological  mechanisms  involved  in  the  establish- 
ment of  pregnancy.  I  am  also  actively  concerned  with  the  problems 
of  developing  safe,  acceptable,  efficient  methods  of  contraception. 

Mr.  Chairman,  in  my  testimony  I  wish  to  refer  to  some  drawings 
in  the  presentation.  I  think  you  have  these  in  front  of  you. 

The  alternative  amendments  proposed  by  Senators  Buckley  and 
Helms  both  have  the  aim  of  bringing  abortion  to  an  end  under  the 
law.  Senator  Helms  is  the  spokesman  of  those  who  firmly  believe  in 
the  principle  that:  "Abortion,  the  deliberate  destruction  of  an  un- 
born human  being,  is  contrary  to  the  law  of  God  and  is  a  morally 
evil  act."  If  this  principle  is  granted  axiomatic  status,  it  naturally 
follows  that  abortion  cannot  be  tolerated  under  any  circumstances. 

The  direct  approach  available  to  those  who  wish  to  legalize  their 
objections  to  abortion  is  to  advocate  specific  antiabortion  laws.  The 
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indirect  approach,  exemplified  by  the  constitutional  amendment 
proposed  by  Senator  Helms,  is  to  make  abortion  illegal  by  insisting 
that  the  unborn  child  from  the  time  of  fertilization  has  the  legal 
rights,  without  exception,  accorded  by  due  process  of  the  law  and 
equal  protection  under  the  laws. 

Mr.  Chairman,  I  believe  it  is  essential  to  determine  what  is  the 
critical  question  before  your  committee.  The  primary  question,  as  I 
see  it,  is  whether  it  is  necessary  to  insert  into  the  Constitution  of  the 
United  States  an  article  providing  legal  protection  for  an  unborn 
child  from  the  time  of  fertilization.  The  assessment  of  such  a  pro- 
posal must  take  into  account  all  of  the  multiple  effects  of  such  an 
action.  Although  inserting  such  an  amendment  is  one  means  of  over- 
turning the  recent  legalization  of  abortion  by  the  Supreme  Court, 
direct  specific  measures  might  be  more  appropriate  if  you  are  con- 
vinced that  legalized  abortion  must  be  abolished. 

In  my  testimony,  I  wish  to  discuss  two  main  topics  which  I  believe 
to  be  relevant  to  your  deliberations.  The  first  is  to  indicate  some  of 
the  many  unsatisfactory  consequences  which  will  arise  if  the  amend- 
ments are  adopted.  Second,  to  discuss  briefly  some  aspects  of  the 
circumstances  where  the  termination  of  embryonic  life  may  be  iusti- 
fied.  I  believe  it  is  important  to  do  this  since  many  people,  including 
myself,  are  not  persuaded  that  abortion  is  necessarily  a  morally  evil 
act. 

I  believe  that  granting  legal  rights  to  the  unborn  child  will  have 
profound  implications  in  several  extremely  important  medically  re- 
lated areas: 

One:  The  practice  of  fetal  medicine,  and  the  research  necessary 
for  its  advancement. 

Two:  The  practice  of  genetic  counselling. 

Three :  The  practice  of  contraception  and  family  planning. 

Four:  The  effectiveness  of  foreign-aid  programs  involving  family 
planning  in  developing  countries,  supported  directly  by  the  U.S. 
Government  and  private  agencies,  and  indirectly  through  the  United 
Nations  Population  Fund. 

Five :  The  personal  conduct  of  all  pregnant  women  and  all  women 
exposed  to  the  possibility  of  being  pregnant. 

Harriet  Pilpel  has  also  pointed  out  the  many  legal  complications 
of  adopting  Senator  Helms'  amendment,  and  these  are  described  in 
a  recent  issue  of  "Family  Planning  Perspectives". 

Mr.  Chairman,  this  catalog  of  potentially  affected  areas  clearly 
demonstrates  the  scope  of  the  intricate  ethical,  social,  legal,  and 
medical  questions  raised  by  the  proposed  constitutional  amendments. 
I  hope,  therefore,  that  your  subcommittee  will  hear  testimony  from 
experts  dealing  with  all  these  areas  before  reaching  any  decisions  on 
the  proposed  amendments. 

Let  me  amplify  these  general  comments  by  considering  in  detail 
two  questions: 

When  does  a  woman  become  aware  she  is  pregnant? 

What  is  the  biological  relationship  between  the  mother  and  the  un- 
born child? 

First,  I  must  describe  briefly  what  occurs  during  the  establishment 
of  pregnancy.  In  the  first  figure  I  shall  indicate  the  parts  of  the 
female  organs.  The  parts  are  indicated  on  the  right  side  of  the  dia- 
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gram,  and  on  the  other  side  I  indicate  some  of  the  functions  that  take 
place  in  those  different  parts.  At  the  time  of  ovulation  an  egg  or 
ovum  is  shed  from  one  or  the  other  ovary  into  the  upper  part  of  the 
adjacent  oviduct.  At  the  time  of  intercourse,  about  200  million  male 
germ  cells,  called  spermatozoa,  are  deposited  in  the  vagina.  These 
calls  then  begin  to  migrate  up  the  female  genital  tract  to  the  upper 
regions  of  the  oviduct. 

We  know  very  little  about  the  process  in  women,  and  we  have  to 
extrapolate  from  studies  on  experimental  animals.  However,  it  seems 
that  only  a  very  few  sperm  reach  the  upper  part  of  the  oviduct — 
approximately  100,  200. 

Should  sperm  reach  the  upper  part  of  the  oviduct  at  approximately 
the  time  when  ovulation  occurs,  conditions  are  set  for  fertilization. 
This  process  involves  the  fusion  of  the  ovum  with  one  sperm.  Figure 
2  shows  the  stages  involved  in  the  fertilization  process. 

The  sperm  first  penetrates  a  series  of  barriers  around  the  ovmn. 
Those  are  figures  of  the  corona  cells  and  the  zona  pellucida.  It  then 
fuses  with  the  membrane  of  the  ovum  and  its  nucleus  enters.  The 
sperm  nucleus  soon  swells  and  forms  the  male  pronucleus. 

I  wish  to  stress  that  fertilization  is  not  something  that  occurs  at 
a  fixed  point  in  time.  Eather,  it  is  a  process  spread  over  time.  Its 
duration  will  depend  on  the  arbitrary  definition  of  when  it  begins 
and  ends.  As  I  have  described  it,  the  duration  is  about  4  to  5  hours. 
Moreover,  the  ovum  is  fertilizable  for  several  hours  after  ovulation. 

Figure  3  shows  that  following  fertilization,  the  ovum  begins  to 
divide  repetitively,  so  that  eventually  a  ball  of  cells  is  formed.  This 
structure  then  hollows  out  to  form  a  fluid-filled  cyst  called  the 
blastocyst. 

While  these  initial  developmental  changes  are  taking  place,  the 
early  embryo  journeys  down  the  oviduct  to  the  uterus.  We  do  not 
know  exactly  how  long  this  journey  takes  in  the  human,  since  early 
embryos  of  known  age  are  rarely  recovered  from  the  female  repro- 
ductive organs. 

However,  from  the  meager  evidence  available,  we  can  roughly  esti- 
mate that  the  journey  takes  about  4  days.  Soon  after  entering  the 
cavity  of  the  uterus,  the  blastocyst  attaches  to  and  invades  the  wall 
of  the  uterus — a  process  called  implantation.  Prior  to  attachment, 
the  early  embryo  lies  free  within  the  mother's  genital  tract  and  we 
accordingly  speak  of  the  "free-living"  or  preimplantation  stages  of 
pregnancy. 

The  blastocyst  consists  of  two  main  parts.  On  one  side,  it  is  thick- 
ened— a  region  called  the  inner  cell  mass  where  the  body  of  the 
embryo  develops.  The  remainder  is  the  trophoblast,  which  interacts 
with  the  wall  of  the  uterus  to  form  the  placenta.  The  placenta  is  a 
transitory  organ,  discarded  at  birth,  through  which  the  vital  proc- 
esses of  nutrition,  respiration  and  excretion  of  the  embryo  take  place. 

I  would  like  to  stress  that  implantation  is  not  something  which 
occurs  at  a  fixed  point  in  time.  Rather,  it  is  a  process  spread  over 
time.  In  women,  it  is  spread  approximately  over  the  5  and  6  days 
after  the  day  when  fertilization  occurs. 

I  now  return  to  my  original  question :  When  does  a  woman  become 
aware  she  is  pregnant? 
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I  wish  to  distinguish  between  becoming  "physiologically  aware" 
and  becoming  "consciously  aware"  of  being  pregnant.  Figure  4  dem- 
onstrates some  essential  relationships. 

It  is  convenient  to  describe  the  temporal  relationships  between 
events  in  early  pregnancy  by  taking  the  first  day  of  menstrual  flow 
prior  to  ovulation  as  zero  time,  that  is,  day  zero.  In  an  average 
woman,  ovulation  occurs  14,  15  days  later.  If  the  ovum  is  not  fer- 
tilized, it  eventually  dies  and  on  the  28th  day,  the  expected  menstrual 
flow  occurs.  In  this  way,  the  menostrual  cycle  is  repeated. 

If  the  ovum  is  fertilized,  it  proceeds  to  divide  and  commence  its 
journey  to  the  uterus,  which  it  enters  on  about  day  19.  Soon  after  the 
arrival  in  the  uterus,  the  embryo  attaches  to  the  uterine  walls  and 
begins  to  implant,  a  process  that  occurs  during  the  19th,  20th  day, 
depending  on  how  one  chooses  to  define  the  beginning  and  end  of 
implantation. 

It  is  near  the  beginning  of  implantation  that  a  signal  passes  from 
the  embryo  to  the  mother  which  causes  a  switch  in  her  reproductive 
function  from  the  nonpregnant  to  the  pregnant  condition.  As  a  re- 
sult, the  menstrual  cycle  is  interrupted  so  that  the  expected  menstrual 
flow  on  the  28th  day  does  not  occur.  Thus,  a  woman  does  not  switch 
her  physiological  functions  to  the  pregnant  state  until  the  time  of 
implantation.  Prior  to  this,  the  pre-implantation  embryo  hes  un- 
attached in  the  mother's  reproductive  tract.  As  far  as  the  mother  is 
concerned  physiologically,  pregnancy  does  not  start  until  implan- 
tation. 

However,  it  is  important  to  realize  that  a  woman  does  not  beconie 
consciously  aware  of  being  pregnant  until  later.  The  earliest  sign  is 
a  missed  inenstrual  period,  but  this  is  not  a  certain  criterion  since 
the  menstrual  period  does  not  always  follow  a  regular  cycle  or  ceases 
for  other  reasons. 

During  the  early  stages  of  pregnancy,  if  a  woman  cannot  know  she 
is  pregnant,  is  it  reasonable  to  legislate  for  the  protection  of  the 

embryo? 

Should  the  mother  be  held  responsible  for  any  misfortune  expe- 
rienced by  the  embryo  during  this  time  ?  n         .• 

If  such  legislation  is  written,  every  woman  who  is  sexually  active 
will  have  to  assume  she  is  pregnant  and  modify  her  behavior  m  a 
suitable  way.  Since  the  average  duration  of  sexual  activity  needed 
to  become  pregnant  in  normal  healthy  women  not  using  contracep- 
tion is  4  to  5  months,  this  phase  of  uncertainty  will  be  considerable. 

It  can  be  suggested  that  pregnancy  tests  could  be  used.  At  present, 
the  earliest  stage  at  which  pregnancy  can  be  detected  is  about  day 
24.  At  this  time,  a  sample  of  maternal  blood  contains  the  beta  sub- 
unit  of  human  chorionic  gonadotropin,  a  protein  hormone  produced 
by  the  embryo.  This  date  is  4  to  5  days  after  implantation. 

It  is  possible  that  tests  detecting  pregnancy  even  earlier  will  be 
developed.  In  the  last  week  or  so  in  the  popular  press  there  have 
been  reports  that  this  may  be  so.  But  then  it  takes  you  back  to  ap- 
proximately the  end  of  implantation.  But  in  any  case,  to  make  such 
tests  available  to  all  sexually  active  females  for  every  menstrual 
cycle  would  be  prodigious  undertaking.  •        i         ■>         • 

'  You  should  realize  that  in  order  to  make  the  point  that  there  is 
an  initial  phase  lasting  several  days  after  fertilization  when  a  woman 
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cannot  know  she  is  pregnant  physiologically  or  consciously,  I  have 
described  an  average,  idealized  woman.  The  variation  of  timing  of 
the  menstrual  cycle  between  and  within  women  is  very  large,  and  this 
variability  makes  the  uncertainties  I  have  described  even  more  pro- 
nounced. 

My  second  question  was:  What  is  the  biological  relationship  be- 
tween the  mother  and  her  unborn  child? 

A  point  I  cannot  emphasize  enough  is  that  pregnancy  is  an  inte- 
grated function  involving  both  the  mother  and  the  embryo.  In  read- 
ing some  of  the  testimony  you  have  heard"  previously,  I  was  struck 
by  the  overwhelming  emphasis  placed  on  the  nature  of  the  fetus. 
Hardly  anything  was  said  about  the  role  of  the  mother. 

Once  the  embryo  has  indicated  its  presence  at  the  time  of  implan- 
tation, the  uterus  undergoes  complex  changes  which  lead  to  the 
formation  of  the  maternal  part  of  the  placenta.  As  the  pregnancy 
proceeds,  the  fetus  grows  and  the  placenta  also  enlarges  in  size 
accordingly. 

With  the  growth  of  the  embryo,  an  ever-increasing  load  is  placed 
upon  the  mother  who  must  adapt  physiologically  to  meet  these  extra 
demands.  If  the  maternal  function  fails,  the  fetus  will  perish  or  fail 
to  develop  properly.  Many  examples  of  these  phenomena  are  known, 
such  as  pregnancy  failure  in  areas  of  the  world  women  suffer  severe 
anemia,  and  the  retardation  of  the  development  of  the  nervous  system 
of  the  fetus  as  the  result  of  maternal  malnutrition. 

Dr.  Liley  in  his  writings  about  the  unborn  child  correctly  points 
out  that  the  fetus  plays  the  active  role  in  controlling  the  pregnancy — 
it  seems  to  signal  the  initiation  of  pregnancy  and  the  termination  of 
pregnancy;  it  also  seems  to  provide  the  mechanisms  which  protect 
it  from  the  mother  who  normally  rejects  genetically  foreign  tissues 
from  her  body.  Nevertheless,  the  mother  is  the  provider  and  pro- 
tector of  her  unborn  child,  and  if  she  fails  the  fetus  is  in  severe 
difficulty. 

If  you  provide  legal  rights  to  the  fetus  without  considering  the 
mother,  it  is  possible  that  a  mother  could  be  held  responsible  for 
failing  to  take  sufficient  care  of  the  fetus. 

If  she  contracts  German  Measles  and  a  baby  is  born  with  severe 
abnormalities,  could  an  agent  representing  the  baby  seek  redress  on 
the  grounds  that  the  mother  negligently  exposed  herself  to  the  dis- 
ease ? 

I  now  wish  to  look  at  the  problem  of  conception  in  terms  of  modem 
molecular  biology  and  the  notion  of  the  transmission  of  information. 
This  approach  is  important  to  understand  if  we  are  to  place  in  per- 
spective the  claim  of  the  right-to-life  movement  that  something  very 
fundamental  occurs  at  fertilization. 

Each  cell  in  our  bodies  contains  a  set  of  paired  genes.  In  my  own 
body,  one  member  of  each  pair  was  derived  from  my  father  and  one 
from  my  mother.  The  number  of  pairs  of  genes  is  very  difficult  to 
determine,  but  we  know  there  are  many  tens  of  thousands.  Never- 
theless, we  can  speak  of  the  set  of  maternal  genes  and  the  set  of 
paternal  genes. 

What  is  a  gene? 

One  of  the  major  scientific  discoveries  of  our  time  is  that  genes  are 
made  up  of  molecules  of  DNA,  and  that  each  regulates  the  composi- 
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tion  of  a  specific  protein  essential  for  the  normal  function  of  the 
body  when  it  is  synthesized.  In  other  words,  the  DNA  of  each  gene 
forms  a  code  representing  the  information  necessary  for  synthesiz- 
ing a  substance  essential  for  normal  life.  In  a  cell  containing  a  large 
number  of  genes,  each  has  to  function  in  a  regulated  order. 

When  sperm  cells  are  formed,  each  acquires  a  set  of  genes  consist- 
ing of  one  member  from  each  of  the  thousands  of  pairs  in  the  male 
concerned.  Some  may  come  originally  from  the  man's  mother  and 
some  from  his  father.  Thus,  each  sperm  may  contain  a  different 
combination  of  genes,  and  because  there  are  an  astronomical  number 
of  combinations  possible,  each  sperm  is  very  likely  to  be  genetically 
unique. 

Similarly,  by  analagous  processes,  each  ovum  is  likely  to  contain 
a  miique  combination  of  genes.  At  fertilization,  the  genes  in  the 
sperm  and  the  ovum  which  fuse  are  thereby  introduced  into  a  hybrid 
cell — the  fertilized  ovum.  Put  another  way,  the  sperm  and  ovum 
carry  genetic  information  of  maternal  and  paternal  origin  into  the 
fertilized  ovum.  The  development  of  this  cell  into  an  adult  individual 
involves  in  part  the  orderly  interpretation  of  the  information  carried 
by  the  inherited  genes. 

It  should  be  emphasized  at  this  point  that  throughout  the  process 
of  fertilization,  life  never  stops  so  that  new  life  is  not  created.  Fer- 
tilization is  merely  one  of  many  events  involved  in  ensuring  the 
continuity  of  life  between  generations. 

This  point  can  be  reinforced  by  recognizing  that  other  phenomena 
are  involved  in  ensuring  the  continuity  of  life  between  generations. 
There  is  good  reason  to  believe  that  the  very  early  development  which 
occurs  as  the  embryo  journeys  down  the  oviduct  to  the  uterus  is  con- 
trolled to  a  considerable  extent  by  information  supplied  only  by  the 
ovum — the  maternal  cell.  There  is  strong  evidence  from  studies  on 
nonmammalian  forms  of  life  that  the  paternal  genes  do  not  exert 
their  influence  until  the  equivalent  of  the  blastocyst  stage. 

In  mammals,  although  there  is  evidence  that  paternal  genes  can 
regulate  protein  formation  before  the  blastocyst  stage,  it  is  possible 
to  stimulate  artificially  an  unfertilized  mammalian  ovum  to  develop 
to  the  blastocyst  stage,  and  such  an  embryo  has  to  rely  entirely  on 
maternally  supplied  information.  Facts  such  as  these  led  the  cele- 
brated American  biologist,  E.  B.  Wilson,  in  1896,  to  state  that  em- 
bryogenesis  begins  in  oogenesis,  or  in  everyday  terms,  the  informa- 
tion necessary  for  the  development  of  the  initial  stages  of  the  embryo 
is  already  partially  provided  for  by  the  maternal  ovum. 

You  may  feel  at  this  point  that  I  am  belaboring  a  very  academic 
question.  I  am  not,  since  I  wish  to  use  it  to  evaluate  the  weight  which 
should  be  attached  to  the  claim  by  the  Kight-to-Life  movement  that 
there  is  scientific  support  for  the  view  that  a  new  life  starts  at  fer- 
tilization. I  reiterate  that  fertilization  in  man  is  merely  one  event 
in  the  unending  cycle  of  life  where  two  living  cells,  the  sperm  and 
the  ovum,  fuse  to  form  another  living  cell  that  contains  a  new  selec- 
tion of  genes  from  the  human  gene  pool. 

Given  the  proper  maternal  environment,  this  cell  can  generate  a 
new  human  individual.  Once  again,  I  emphasize  that  throughout  the 
entire  process,  life  never  ceases.  I  could  equally  well  set  up  other 
definitions  of  when  life  begins.  For  example,  by  invoking  Wilson's 
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aphorism  that  embryogenesis  begins  in  oogenesis,  I  could  claim  that 
a  potential  new  life  exists  in  the  ovum  before  it  is  ovulated,  and  point 
out  that  provided  it  meets  a  sperm  and  is  provided  with  a  proper 
maternal  environment,  it  will  generate  a  new  individual. 

The  lesson  I  wish  to  stress  is  that  definitions  are  arbitrary  and  are 
not  fundamental  truths.  If  certain  individuals  wish  to  define  a  new 
life  as  starting  with  fertilization,  they  are  entitled  to  do  so.  But  they 
should  not  attempt  to  bolster  the  validity  of  the  definiion  by  the 
claim  that  it  has  scientific  respectability. 

What  can  we  say  about  the  uniqueness  of  the  information  con- 
tained in  the  fertilized  ovum? 

We  can  certainly  say  it  contains  a  unique  set  of  developmental 
instructions.  However,  these  instructions  may  be  used  in  identical 
twins  or  triplets.  For  example,  identical  twinning  can  arise  in  three 
ways,  all  of  which  involve  splitting  of  the  embryo.  The  three  types 
are  shown  in  figure  5. 

Figure  5  shows  that  it  can  arise  by  the  independent  development  of 
each  of  the  cells  from  a  two-cell  embryo,  the  formation  of  two  inner 
cell  masses  in  a  single  blastocyst,  type  2,  or  the  formation  of  two 
embrys  in  a  single  inner  cell  mass.  The  evidence  for  this  in  human 
beings  was  documented  by  George  Corner  in  the  American  Journal 
of  Obstetrics  and  Gynecology  in  1956.  Twins  produced  by  all  of 
these  mechanisms  contain  the  genetic  information  assembled  in  the 
original  fertilized  ovum.  Since  every  fertilized  ovum  can  potentially 
give  rise  to  genetically  identical  siblings,  it  cannot  necessarily  be 
equated  later  on  in  development  to  a  single  person. 

We  also  know  that  the  effect  of  the  genetic  instructions  is  in- 
fluenced to  a  considerable  degree  by  the  environment  in  which  the 
embryo  develops.  A  tenet  long  held  by  embryologists  is  that  the 
characteristics  of  an  individual  are  the  resultant  of  its  nature  and 
nurture — that  is,  its  genetic  endowment  and  the  environmental  in- 
fluences to  which  it  is  exposed.  Perhaps  one  of  the  best  demonstra- 
tions of  this  principle  is  gained,  again,  by  the  study  of  multiple 
births,  such  as  identical  twins.  Although  grown  identical  twins  are 
very  similar,  they  have  vmique  differences  which  are  of  environmental 
origin. 

In  any  dispute  in  which  an  individual  might  claim  negligence  on 
the  part  of  the  mother  during  the  individual's  fetal  life,  the  distinc- 
tion between  causes  due  to  nature  and  nurture  would  arise,  raising 
problems  defying  solution. 

While  talking  about  multiple  births,  I  cannot  help  asking  whether 
giving  legal  protection  to  the  unborn  child  would  imply  that  fetuses 
sharing  a  common  uterus  must  also  respect  each  other's  rights? 

You  may  feel  some  of  the  litigious  situations  I  have  envisioned 
are  farfetched.  Nevertheless,  they  help  to  emphasize  that  pregnancy 
is  a  highly  integrated,  physiological  system  involving  the  interaction 
of  the  mother  and  the  babies  she  carries.  In  my  opinion,  it  is  a  fallacy 
to  make  legal  provision  for  the  separate  components  as  though  they 
function  independently.  A  pregnant  woman  does  not  exist  without 
a  fetus,  and  a  fetus  cannot  survive  without  a  mother. 

I  now  turn  to  some  problems  involved  in  terminating  human  em- 
bryonic life.  In  discussing  whether  abortion  is  a  morally  evil  act,  I 
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can  only  speak  as  a  concerned  layman.  As  I  have  already  stated,  I 
do  not  accept  the  view  that  abortion  is  necessarily  an  evil  act,  for  I 
believe  there  are  certain  situations  where  it  is  indubitably  justified. 

For  example,  one  is  that  provided  for  by  Senator  Buckley's  amend- 
ment where  "in  a  medical  emergency  when  a  reasonable  medical  cer- 
tainty exists  that  continuation  of  the  preg-nancy  will  cause  death  of 
the  mother."  I  also  believe  that  abortion  should  be  allowed  m  cases 
of  rape  since  a  woman  should  not  be  coerced  into  bearing  a  child. 

I  will  conclude  my  testimony  by  making  some  comments  on  post- 
coital contraception  and  abortion  as  a  backup  to  contraceptive  failure. 

One  of  the  concerns  that  some  people  have  had  about  the  intrau- 
terine device  is  whether  it  prevents  pregnancy  by  acting  after  fer- 
tilization. We  do  not  know  how  the  lUD  works  in  women,  but  there 
is  a  high  likelihood  that  it  does  interfere  with  implantation.  _ 

If  the  Helms  amendment  is  written  into  the  Constitution,  it  is 
possible  attempts  may  be  made  to  outlaw  the  use  of  the  lUD.  Similar 
challenges  could  also  be  made  over  the  mode  of  action  of  some  of  the 
steroid  oral  contraceptives.  If  those  opposed  to  the  use  of  these  mod- 
ern contraceptives  succeeded  in  preventing  their  use  or  manufacture, 
an  irreparable  blow  would  be  inflicted  on  the  many  successful  family 
planning  programs  in  this  country  and  overseas.  We  would  in  fact  be 
set  back  20  years  and  be  forced  to  rely  on  the  former  relatively  in- 
effective conventional  methods  of  contraception. 

Further,  Senator  Helms'  amendment  could  be  used  to  block  the  de- 
velopment of  highly  desirable  post-coital,  morning-after  contracep- 
tives. If  we  could  take  the  position  that  the  reproductive  mechanism 
up  to  the  time  of  implantation  be  regarded  as  a  continuous  process 
involved  in  the  transmission  of  information  between  generations,  as 
described  earlier  in  my  testimony,  critical  nature  of  a  particular 
aspect  such  as  fertilization  can  be  logically  deemphasized. 

instead,  we  need  to  find  an  ethical  basis  for  interrupting  the  trans- 
mission of  this  information,  for  it  would  not  matter  whether  the 
agents  acted  on  the  process  before  or  after  fertilization  and  former 
ethical  objections  to  the  lUD  and  other  postcoital  methods  would  be 
moot.  . 

Abortion  has  long  been  used  as  a  backup  to  contraceptive  failure, 
even  if  it  meant  breaking  the  law.  The  legislation  of  abortion  has 
resulted  in  these  abortions  being  done  under  properly  supervised 
conditions.  If  we  close  to  illegalize  abortions  again,  these  abortions 
will  still  be  done  in  secrecy  under  the  deplorably  dangerous  con- 
ditions formerly  utilized.  I  cannot  see,  therefore,  any  useful  purpose 
in  outlawing  the  practice  of  abortion  again. 

Rather,  our  objective  should  be  reduce  the  need  for  abortion  by 
supporting  the  necessary  research  and  development  required  to  pro- 
duce more  effective,  safe  contraceptives,  and  by  promoting  wider  sex 
education  and  skilled  instruction  on  the  proper  use  of  contraceptive 
procedures. 

I  hope,  Mr.  Chairman,  my  analysis  will  be  of  help  to  your  sub- 
committee. 
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Mr.  Chairman: 

My  name  is  John  D.  Biggers,  Professor  of  Physiology  and  Member 
of  the  Laboratory  of  Human  Reproduction  and  Reproductive  Biology, 
Harvard  Medical  School.   1  was  honored  to  receive  an  invitation  to  appear 
before  the  Senate  Subcommittee  on  Constitutional  Amendments  to  discuss 
the  proposed  amendments  to  the  Constitution  of  the  United  States,  S.J. 
Res.  119  by  Senator  Buckley  and  S.J. Res.  130  by  Senator  Helms. 

First,  let  me  establish  my  credentials.   In  1952,  the  University 
of  London  awarded  me  the  degree  of  Doctor  of  Philosophy,  and  in  1956, 
the  degree  of  Doctor  of  Science  in  recognition  of  my  contributions  to 
reproductive  and  developmental  biology.   I  have  been  honored  by  being 
elected  Commonwealth  Fellow  of  St.  John's  College,  University  of  Cambridge, 
England,  for  the  year  1954-55,  and  in  1973,  as  the  Upjohn  Lecturer  of 
the  American  Fertility  Society.   Before  my  appointment  to  the  Harvard 
Faculty,  1  was  Professor  of  Population  Dynamics  at  the  Johns  Hopkins  School 
of  Hygiene  and  Public  Health,  President  of  the  Society  for  the  Study  of 
Reproduction,  and  Member  of  the  Reproductive  Biology  Study  Section  of  the 
National  Institutes  of  Health.   Presently,  I  am  a  Consultant  to  the  Expanded 
Program  in  Human  Reproduction  of  the  World  Health  Organization,  Editor  in 
Chief  of  the  scientific  journal,  "Biology  of  Reproduction",  and  Director 
of  a  Program-Project  awarded  to  Harvard  University,  supported  by  the 
National  Institute  of  Child  Health  and  Human  Development,  concerned  with 
the  physiological  mechanisms  involved  in  the  establishment  of  pregnancy.   I 
am  also  actively  concerned  with  the  problems  of  developing  safe,  acceptable, 
efficient  methods  of  contraception. 
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The  alternative  amendments  proposed  by  Senators  Buckley  and 
Helms  both  have  the  aim  of  bringing  abortion  to  an  end  under  the  law. 
Senator  Helms  is  the  spokesman  of  those  who  firmly  believe  in  the  principle 
that:  "Abortion,  the  deliberate  destruction  of  an  unborn  human  being,  is 
contrary  to  the  law  of  God  and  is  a  morally  evil  act".   If  this  principle  is 
granted  axiomatic  status,  it  naturally  follows  that  abortion  cannot  be 
tolerated  under  any  circumstances.   The  direct  approach  available  to  those 
who  wish  to  legalize  their  objections  to  abortion  is  to  advocate  specific 
anti-abortion  laws.   The  indirect  approach,  exemplified  by  the  constitutional 
amendment  proposed  by  Senator  Helms  is  to  make  abortion  illegal  by  insisting 
that  the  unborn  child  from  the  time  of  fertilization,  has  the  legal  rights, 
without  exception,  accorded  by  due  process  of  the  law  and  equal  protection 
under  the  laws. 

Mr.  Chairman,  I  believe  it  is  essential  to  determine  what  is  the 
critical  question  before  your  Committee.   The  primary  question,  as  1  see 
it,  is  whether  it  is  necessary  to  insert  into  the  Constitution  of  the 
United  States  an  article  providing  legal  protection  for  an  unborn  child 
from  the  time  of  fertilization.   The  assessment  of  such  a  proposal  must 
take  into  account  all  of  the  multiple  effects  of  such  an  action.  Although 
inserting  such  an  amendment  is  one  means  of  overturning  the  recent  legaliz- 
ation of  abortion  by  the  Supreme  Court,  direct  specific  measures  might  be 
more  appropriate  of  you  are  convinced  that  legalized  abortion  must  be  abol- 
ished. 

In  ray  testimony,  1  wish  to  discuss  two  main  topics  which  I  believe 
to  be  relavent  to  your  deliberations.  The  first  is  to  indicate  some 
of  the  many  unsatisfactory  consequences  which  will  arise  if  the  amendments 
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are  adopted.   Secondly,  to  discuss  briefly  some  aspects  of  the  circum- 
stances where  the  termination  of  embryonic  life  may  be  justified.   I  believe 
it  is  important  to  do  this  since  many  people,  including  myself,  are  not  per- 
suaded that  abortion  is  necessarily  a  morally  evil  act. 

I  believe  that  granting  legal  rights  to  the  unborn  child  will  have 
profound  implications  in  several  extremely  important  medically-related 
areas : 

(1)  The  practice  of  fetal  medicine,  and  the  research  necessary 
for  its  advancement. 

(2)  The  practice  of  genetic  counselling. 

(3)  The  practice  of  contraception  and  family  planning. 

(4)  The  effectiveness  of  foreign  aid  programs  involving 
family  planning  in  developing  countries,  supported 
directly  by  the  United  States  Government  and  private 
agencies,  and  indirectly  through  the  United  Nations 
Population  Fund. 

(5)  The  personal  conduct  of  all  pregnant  women  and  all  women 
exposed  to  the  possibility  of  being  pregnant. 

Harriet  Pilpel  has  also  pointed  out  the  many  legal  complications  of  adopting 
Senator  Helms'  amendment  (Family  Planning  Perspectives,  vol.  6,  p. 6,  1974). 

Mr.  Chairman,  this  catalogue  of  potentially  affected  areas  clearly 
demonstrates  the  scope  of  the  intricate  ethical,  social,  legal  and  medical 
questions  raised  by  the  proposed  constitutional  amendments.   1  hope,  therefore, 
that  your  Subcommittee  will  hear  testimony  from  experts  dealing  with  all 
these  areas  before  reaching  any  decisions  on  the  proposed  amendments. 
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Let  me  amplify  these  general  comments  by  considering  in  detail 
two  questions:   When  does  a  woman  become  aware  she  is  pregnant?  Wliat  is  the 
biological  relationship  between  the  mother  and  the  unborn  child? 

First,  I  must  describe  briefly  what  occurs  during  the  establishment 

of  pregnancy.   Figure  1  shows  the  parts  of  the  female  organs.  At  the  time  of 

ovulation,  an  egg  or  ovum  is  shed  from  one  or  the  other  ovary  into  the 
upper  part  of  the  adjacent  oviduct. 
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At  the  time  of  intercourse,  about  200  million  male  germ  cells, 
called  spermatozoa,  are  deposited  in  the  vagina.   These  cells  then  begin  to 
migrate  up  the  female  genital  tract  to  the  upper  regions  of  the  oviduct. 
We  know  very  little  about  the  process  in  women,  and  we  have  to  extra- 
polate from  studies  on  experimental  animals,  However,  it  seems  that  only  a 
very  few  sperm  reach  the  upper  part  of  the  oviduct  -  approximately  100- 
200. 

Should  sperm  reach  the  upper  part  of  the  oviduct  at  approximately 
the  time  when  ovulation  occurs,  conditions  are  set  for  fertilization.   This 
process  involves  the  fusion  of  the  ovum  with  one  sperm.   Figure  2  shows  the 
stages  involved  in  the  fertilization  process. 
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The  sperm  first  penetrates  a  series  of  barriers  around  the  ovum.   It 
then  fuses  with  the  membrane  of  the  ovum  and  its  nucleus  enters.  The 
sperm  nucleus  soon  swells  and  forms  the  male  pronucleus.   I  wish  to  stress 
that  fertilization  is  not  something  that  occurs  at  a  fixed  point  in  time; 
rather,  it  is  a  process  spread  over  time.   Its  duration  will  depend  on  the 
arbitrary  definition  of  when  it  begins  and  ends.   As  1  have  described  it, 
the  duration  is  about  four  to  five  hours.   Moreover,  the  ovum  is  fertiliz- 
able  for  several  hours  after  ovulation. 

Figure  3  shows  that  following  fertilization,  the  ovum  begins  to 
divide  repetitively,  so  that  eventually,  a  ball  of  cells  is  formed.  This 
structure  then  hollows  out  to  form  a  fluid  filled  cyst  called  the  blasto- 
cyst.  While  these  initial  developmental  changes  are  taking  place,  the 
early  embryo  journeys  down  the  oviduct  to  the  uterus.   We  do  not  know  exactly 
how  long  this  journey  takes  in  the  human  since  early  embryos  of  known  age 
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are  rarely  recovered  from  the  female  reproductive  organs.   However,  from 
the  meagre  evidence  available,  we  can  roughly  estimate  that  the  journey 
takes  about  four  days.   Soon  after  entering  the  cavity  of  the  uterus,  the 
blastocyst  attaches  to  and  invades  the  wall  of  the  uterus  -  a  process 
called  implantation.   Prior  to  attachment,  the  early  embryo  lies  free  within 
the  mother's  genital  tract  and  we  accordingly  speak  of  the  "free-living" 
or  preimplantation  stages  of  pregnancy. 

The  blastocyst  consists  of  two  main  parts.   On  one  side,  it  is 
thickened  -  a  region  called  the  inner  cell  mass  where  the  body  of  the 
embryo  develops.   The  remainder  is  the  trophoblast,  which  interacts  with 
the  wall  of  the  uterus  to  form  the  placenta.   The  placenta  is  a  transitory 
organ,  discarded  at  birth,  through  which  the  vital  processes  of  nutrition, 
respiration  and  excretion  of  the  embryo  take  place.   I  would  like  to  stress 
that  implantation  is  not  something  which  occurs  at  a  fixed  point  in  time; 
rather,  it  is  a  process  spread  over  time.   In  women,  it  is  spread  approxi- 
mately over  the  5th  and  6th  days  after  the  day  when  fertilization  occurs. 

I  now  return  to  my  original  questions. 

When  does  a  woman  become  aware  she  is  pregnant? 

I  wish  to  distinguish  between  becoming  "physiologically  aware" 
and  becoming  "consciously  aware"  of  being  pregnant.   Figure  4  demonstrates 
some  essential  relationships. 
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It  is  convenient  to  describe  the  temporal  relationships  between  events 
in  early  pregnancy  by  taking  the  first  day  of  menstrual  flow  prior  to 
ovulation  as  zero  time  (day  0).   In  an  average  woman,  ovulation  occurs 
14-15  days  later.   If  the  ovum  is  not  fertilized,  it  eventually  dies 
and  on  the  28th  day,  the  expected  menstrual  flow  occurs.   In  this  way,  the 
menstrual  cycle  is  repeated.   If  the  ovum  is  fertilized,  it  proceeds  to 
divide  and  commence  its  journey  to  the  uterus,  which  it  enters  on  about 
day  19.   Soon  after  the  arrival  in  the  uterus,  the  embryo  attaches  to  the 
uterine  wall  and  begins  to  implant,  a  process  occurs  during  the  19- 20th  day 
depending  on  how  one  chooses  to  define  the  beginning  and  end  of  implantation. 
It  is  near  the  beginning  of  implantation  that  a  signal  passes  from  the  embryo 
to  the  mother  which  causes  a  switch  in  her  reproductive  function  from  the 
non-pregnant  to  the  pregnant  condition.  As  a  result,  the  menstrual  cycle 
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is  interrupted  so  that  the  expected  menstrual  flow  on  the  28th  day  does 
not  occur.   Thus,  a  woman  does  not  switch  her  physiological  functions  to 
the  pregnant  state  until  the  time  of  implantation.   Prior  to  this,  the 
preimplantation  embryo  lies  unattached  in  the  mother's  reproductive  tract. 
As  far  as  the  mother  is  concerned  physiologically,  pregnancy  does  not 
start  until  implantation. 

However,  it  is  important  to  realize  that  a  woman  does  not  become 
consciously  aware  of  being  pregnant  until  later.   The  earliest  sign  is  a 
missed  menstrual  period,  but  this  is  not  a  certain  criterion  since  the 
menstrual  period  does  not  always  follow  a  regular  cycle  or  ceases  for  other 
reasons.   During  the  early  stages  of  pregnancy,  if  a  woman  cannot  know  she 
is  pregnant,  is  it  reasonable  to  legislate  for  the  protection  of  the  embryo? 
Should  the  mother  be  held  responsible  for  any  misfortunes  experienced  by 
the  embryo  during  this  time?  If  such  legislation  is  written,  every  woman 
who  is  sexually  active  will  have  to  assume  she  is  pregnant  and  modify  her 
behaviour  in  a  suitable  way.   Since  the  average  duration  of  sexual  activity 
needed  to  become  pregnant  in  normal  healthy  women  not  using  contraception  is 
four  to  five  months,  this  phase  of  uncertainty  will  be  considerable.   It  can 
be  suggested  that  pregnancy  tests  could  be  used.   At  present,  the  earliest 
stage  at  which  pregnancy  can  be  detected  is  about  day  24.   At  this  time,  a 
sample  of  maternal  blood  contains  the  g  -  subunit  of  human  chorionic  gonado- 
tropin, a  protein  hormone  produced  by  the  embryo.   This  date  is  four  to 
five  days  after  implantation.   It  is  possible  that  tests  detecting  preg- 
nancy even  earlier  will  be  developed,  but  in  any  case,  to  make  such  tests 
available  to  all  sexually  active  females  for  every  menstrual  cycle  would  be 
a  prodigious  undertaking. 
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You  should  realize  that  in  order  to  make  the  point  that  there 
is  an  initial  phase  lasting  several  days  after  fertilization  when  a  woman 
cannot  know  she  is  pregnant  physiologically  or  consciously,  I  have  described 
an  average,   idealized  woman.   The  variation  of  timing  of  the  menstrual 
cycle  between  and  within  women  is  very  large,  and  this  variability  makes 
the  uncertainties  I  have  described  even  more  pronounced. 

What  is  the  biological  relationship  between  the  mother  and  her 
unborn  child?  A  point  I  cannot  emphasize  enough  is  that  pregnancy  is 
an  integrated  function  involving  both  the  mother  and  the  embryo.   In  read- 
ing some  of  the  testimony  you  have  heard  previously,  I  was  struck  by  the 
overwhelming  emphasis  placed  on  the  nature  of  the  fetus.   Hardly  anything 
was  said  about  the  role  of  the  mother.   Once  the  embryo  has  indicated  its 
presence  at  the  time  of  implantation,  the  uterus  undergoes  complex  changes 
which  lead  to  the  formation  of  the  maternal  part  of  the  placenta.   As  the 
pregnancy  proceeds,  the  fetus  grows  and  the  placenta  also  enlarges  in 
size  accordingly.   With  the  growth  of  the  embryo,  an  ever-increasing  load 
is  placed  upon  the  mother  who  must  adapt  physiologically  to  meet  these  extra 
demands.   If  the  maternal  function  fails,  the  fetus  will  perish  or  fail  to 
develop  properly.   Many  examples  of  these  phenomena  are  known,  such  as 
pregnancy  failure  in  areas  of  the  world  where  women  suffer  severe  anemia, 
and  the  retardation  of  the  development  of  the  nervous  system  of  the  fetus 
as  the  result  of  maternal  malnutrition.   Dr.  Liley  in  his  writings  about 
the  unborn  child  correctly  points  out  that  the  fetus  plays  the  active  role 
in  controlling  the  pregnancy  -  it  seems  to  signal  the  initiation  of  preg- 
nancy and  the  termination  of  pregnancy;  it  also  seems  to  provide  the  mech- 
anisms which  protect  it  from  the  mother  who  normally  rejects  genetically 
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foreign  tissues  from  her  body.   Nevertheless,  the  mother  is  the  provider 
and  protector  of  her  unborn  child  and  if  she  fails,  the  fetus  is  in  severe 
difficulty.   If  you  provide  legal  rights  to  the  fetus  without  considering 
the  mother,  it  is  possible  that  a  mother  could  be  held  responsible  for 
failing  to  take  sufficient  care  of  the  fetus.   If  she  contracts  German 
Measles  and  a  baby  is  bom  with  severe  abnormalities,  could  an  agent  repres- 
enting the  baby  seek  redress  on  the  grounds  that  the  mother  negligently 
exposed  herself  to  the  disease? 

I  now  wish  to  look  at  the  problem  of  conception  in  terms  of  modem 
molecular  biology  and  the  notion  of  the  transmission  of  information.   This 
approach  is  important  to  understand  if  we  are  to  place  in  perspective  the 
claim  of  the  Right-to-Life  movement  that  something  very  fundamental  occurs 
at  fertilization. 

Each  cell  in  our  bodies  contains  a  set  of  paired  genes.   In  my 
own  body,  one  member  of  each  pair  was  derived  from  my  father  and  one  from 
my  mother.   The  number  of  pairs  of  genes  is  very  difficult  to  determine 
but  we  know  there  are  many  tens  of  thousands.   Nevertheless,  we  can  speak 
of  the  set  of  maternal  genes  and  the  set  of  paternal  genes. 

What  is  a  gene?  One  of  the  major  scientific  discoveries  of  our 
time  is  that  genes  are  made  up  of  molecules  of  DNA,  and  that  each  regulates 
the  composition  of  a  specific  protein  essential  for  the  normal  function  of  the  body 
when  it  is  synthesized.   In  other  words,  the  DNA  of  each  gene  forms  a 
code  representing  the  information  necessary  for  synthesizing  a  substance 
essential  for  normal  life.   In  a  cell  containing  a  large  number  of  genes, 
each  has  to  function  in  a  regulated  order. 
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When  sperm  cells  are  formed,  each  acquires  a  set  of  genes  consisting 
of  one  member  from  each  of  the  thousands  of  pairs  in  the  male  concerned. 
Some  may  come  originally  from  the  man's  mother  and  some  from  his  father. 
Thus,  each  sperm  may  contain,  a  different  combination  of  genes,  and  because 
there  are  an  astronomical  number  of  combinations  possible,  each  sperm  is 
very  likely  to  be  genetically  unique.   Similarly,  by  analagous  processes, 
each  ovum  is  likely  to  contain  a  unique  combination  of  genes.   At  fertiliz- 
ation, the  genes  in  the  sperm  and  the  ovum  which  fuse  are  thereby  introduced 
into  a  hybrid  cell  -  the  fertilized  ovum.   Put  another  way,   the  sperm  and 
ovum  carry  genetic  information  of  maternal  and  paternal  origin  into  the 
fertilized  ovum.   The  development  of  this  cell  into  an  adult  individual 
involves  in  part  the  orderly  interpretation  of  the  information  carried  by 
the  inherited  genes.   It  should  be  emphasized  at  this  point  that  throughout 
the  process  of  fertilization,  life  never  stops  so  that  new  life  is  not  created; 
fertilization  is  merely  one  of  many  events  involved  in  ensuring  the  continuity 
of  life  between  generations. 

This  point  can  be  reinforced  by  recognizing  that  other  phenomena 
are  involved  in  ensuring  the  continuity  of  life  between  generations.   There 
is  good  reason  to  believe  that  the  very  early  development  which  occurs  as 
the  embryo  journeys  down  the  oviduct  to  the  uterus  is  controlled  to  a  con- 
siderable extent  by  information  supplied  only  by  the  ovum  -  the  maternal 
cell.   There  is  strong  evidence  from  studies  on  non-mammalian  forms  of  life 
that  the  paternal  genes  do  not  exert  their  influence  until  the  equivalent 
of  the  blastocyst  stage.   In  mammals,  although  there  is  evidence  that  paternal 
genes  can  regulate  protein  formation  before  the  blastocyst  stage,  it  is 
possible  to  stimulate  artificially  an  unfertilized  mammalian  ovum  to  develop 
to  the  blastocyst  stage,  and  such  an  embryo  has  to  rely  entirely  on  maternally 
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supplied  information.   Facts  such  as  these  led  the  celebrated  American 
biologist,  E. B.Wilson, in  1896,  to  state  that  embryogenesis  begins  in 
oogenesis,  or  in  everyday  terms,  the  information  necessary  for  the  develop- 
ment of  the  initial  stages  of  the  embryo  is  already  partially  provided  for 
by  the  maternal  ovum. 

You  may  feel,  at  this  point,  that  1  am  belaboring  a  very  academic 
question.   I  am  not,  since  I  wish  to  use  it  to  evaluate  the  weight  which 
should  be  attached  to  the  claim  by  the  Right-to-Life  movement  that  there  is 
scientific  support  for  the  view  that  a  new  life  starts  at  fertilization. 
1  reiterate  that  fertilization  in  man  is  merely  one  event  in  the  unending 
cycle  of  life  where  two  living  cells,  the  sperm  and  the  ovum,  fuse  to 
form  another  living  cell  that  contains  a  new  selection  of  genes  from  the 
human  gene  pool.   Given  the  proper  maternal  environment,  this  cell  can 
generate  a  new  human  individual.   Once  again,  1  emphasize  that  throughout 
the  entire  process,  life  never  ceases.   I  could  equally  well  set  up  other 
definitions  of  when  life  begins.   For  example,  by  invoking  Wilson's  aphorism 
that  embryogenesis  begins  in  oogenesis,  I  could  claim  that  a  potential  new 
life  exists  in  the  ovum  before  it  is  ovulated,  and  point  out  that  provided 
it  meets  a  sperm  and  is  provided  with  a  proper  maternal  environment,  it  will 
generate  a  new  individual.   The  lesson  1  wish  to  stress  is  that  definitions 
are  arbitrary  and  are  not  fundamental  truths.   If  certain  individuals 
wish  to  define  a  new  life  as  starting  with  fertilization,  they  are  entitled 
to  do  so.   But  they  should  not  attempt  to  bolster  the  validity  of  the  defini- 
tion by  the  claim  that  it  has  scientific  respectability. 

What  can  we  cay  about  the  uniqueness  of  the  information  contained  in 
the  fertilized  ovum?  We  can  certainly  say  it  contains  a  unique  set  of 
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developmental  instructions.  However,  these  instructions  may  be  used  in 
identical  twins  or  triplets.   For  example,   identical  twinning  can  arise  in 
three  ways,  all  of  which  involve  splitting  of  the  embryo. 
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Figure  5  shows  that  it  can  arise  by  the  independent  development  of  each  of 
the  cells  from  a  2-cell  embryo,  the  formation  of  two  inner  cell  masses  in 
a  single  blastocyst,  or  the  formation  of  two  embryos  in  a  single  inner 
cell  mass.   The  evidence  for  this  in  human  beings  was  documented  by  George 
Corner  in  the  American  Journal  of  Obstetrics  and  Gynecology  in  1956.   Twins 
produced  by  all  of  these  mechanisms  contain  the  genetic  information  assembled 
in  the  original  fertilized  ovum.   Since  every  fertilized  ovum  can  potentially 
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give  rise  to  genetically  identical  siblings,  it  cannot  necessarily  be 
equated  later  on  in  development  to  a  single  person. 

We  also  know  that  the  effect  of  the  genetic  instructions  is 
influenced  to  a  considerable  degree  by  the  environment  in  which  the  embryo 
develops.   A  tenet  long  held  by  embryologists  is  that  the  characteristics 
of  an  individual  are  the  resultant  of  its  nature  and  nurture,  i.e.,  its 
genetic  endowment  and  the  environmental  influences  to  which  it  is  exposed. 
Perhaps  one  of  the  best  demonstrations  of  this  principle  is  gained,  again, 
by  the  study  of  multiple  births,  such  as  identical  twins.   Although  grown 
identical  twins  are  very  similar,  they  have  unique  differences  which  are 
of  environmental  origin.   In  any  dispute  in  which  an  individual  might  claim 
negligence  on  the  part  of  the  mother  during  the  individual's  fetal  life,  the 
distinction  between  causes  due  to  nature  and  nurture  would  arise,  raising 
problems  defying  solution.   While  talking  about  multiple  births,  I  cannot 
help  asking  whether  giving  legal  protection  to  the  unborn  child  will  imply 
that  fetuses  sharing  a  common  uterus  must  also  respect  each  other's  rights? 

You  may  feel  some  of  the  litigious  situations  I  have  envisioned 
are  far-fetched;  nevertheless,  they  help  to  emphasize  that  pregnancy  is 
a  highly  integrated,  physiological  system  involving  the  interaction  of 
the  mother  and  the  babies  she  carries.   In  my  opinion,  it  is  a  fallacy  to 
make  legal  provision  for  the  separate  components  as  though  they  function 
independently.   A  pregnant  woman  does  not  exist  without  a  fetus,  and  a  fetus 
cannot  survive  without  a  mother. 

I  now  turn  to  some  problems  involved  in  terminating  human  embryonic 
life.   In  discussing  whether  abortion  is  a  morally  evil  act,  I  can  only 
speak  as  a  concerned  layman.  As  I  have  already  stated,  I  do  not  accept  the 
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view  that  abortion  is  necessarily  an  evil  act,  for  I  believe  there  are 
certain  situations  where  it  is  indubitably  justified.   For  example,  one  is 
that  provided  for  by  Senator  Buckley's  amendment  where  "in  a  medical  emergency 
when  a  reasonable  medical  certainty  exists  that  continuation  of  the  preg- 
nancy will  cause  death  of  the  mother".   I  also  believe  that  abortion  should 
be  allowed  in  cases  of  rape  since  a  woman  should  not  be  coerced  into 
bearing  a  child. 

I  will  conclude  my  testimony  by  making  some  comments  on  post- 
coital contraception  and  abortion  as  a  back-up  to  contraceptive  failure. 

One  of  the  concerns  that  some  people  have  had  about  the  intra- 
uterine device  is  whether  it  prevents  pregnancy  by  acting  after  fertiliz- 
ation.  We  do  not  know  how  the  lUD  works  in  women  but  there  is  a  high  likeli- 
hood that  it  does  interfere  with  implantation.   If  the  Helms'  amendment  is 
written  into  the  Constitution,  it  is  possible  attempts  may  be  made  to  out- 
law the  use  of  the  lUD.   Similar  challenges  could  also  be  made  over  the 
mode  of  action  of  some  of  the  steroid  oral  contraceptives.   If  those  opposed 
to  the  use  of  these  modem  contraceptives  succeeded  in  preventing  their  use, 
or  manufacture,  an  irreparable  blow  would  be  inflicted  on  the  many  success- 
ful family  planning  programs  in  this  country  and  overseas.   We  would  in 
fact  be  set  back  20  years  and  be  forced  to  rely  on  the  former  relatively 
ineffective  conventional  methods  of  contraception.   Furthermore,  Senator 
Helms'  amendment  could  be  used  to  block  the  development  of  highly  desirable 
post-coital  (morning-after)  contraceptives.   If  we  could  take  the  position 
that  the  reproductive  mechanism  up  to  the  time  of  implantation  be  regarded  as 
a  continuous  process  involved  in  the  transmission  of  information  between 
generations,  as  described  earlier  in  my  testimony,  the  critical  nature  of 
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a  particular  aspect  such  as  fertilization,  can  be  logically  de-emphasized. 
Instead,  we  need  to  find  an  ethical  basis  for  interrupting  the  transmission 
of  this  information,  for  it  would  not  matter  whether  the  agents  acted  on 
the  process  before  or  after  fertilization  and  former  ethical  objections 
to  the  lUD  and  other  post-coital  methods  would  be  moot. 

Abortion  has  long  been  used  as  a  back-up  to  contraceptive  failure, 
even  if  it  meant  breaking  the  law.   The  legalization  of  abortion  has 
resulted  in  these  abortions  being  done  under  properly  supervised  conditions. 
If  we  choose  to  illegalize  abortion  again,  these  abortions  will  still  be 
done  in  secrecy  under  the  deplorably  dangerous  conditions  formerly  utilized. 
1  cannot  see,  therefore,  any  useful  purpose  in  outlawing  the  practice  of 
abortion  again.   Rather,  our  objective  should  be  to  reduce  the  need  for 
abortion  by  supporting  the  necessary  research  and  development  required  to 
produce  more  effective,  safe  contraceptives,  and  by  promoting  wider  sex 
education  and  skilled  instruction  on  the  proper  use  of  contraceptive  pro- 
cedures. 

1  hope,  Mr.  Chairman,  my  analysis  will  be  of  help  to  your  Subcommittee. 
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Senator  Bayh.  Thank  you,  Dr.  Biggers,  Dr.  Zinder  and  Dr.  Edel- 
man.  Your  individual  testimonies  accurately  describe  the  difficulty 
of  the  layman  coming  to  grips  with  some  of  the  very  specific  prob- 
lems here.  Let  me,  if  I  might,  just  go  back  over  the  testimony  that 
you  each  raised  individually,  and  direct  a  question  or  two. 

Dr.  Edelman,  in  your  testimony  you  suggested  it  is  really  not  right 
or  it  is  extremely  difficult  to  distinguish  the  self  from  the  nonself ,  or 
something  in  those  terms.  I  do  not  want  to  spoil  your  scientific  words 
by  my  interpretation.  Then  you  went  on,  in  your  discussion  of  the 
frog  development,  to  suggest  that  cells  are  not  life. 

How  do  we  describe  life? 

I  am  not  familiar  with  the  way  a  frog's  cell  is  implanted  in  the 
egg  and  thus  becomes  a  full  frog.  But  in  the  development  of  the 
human  being,  we  do  know  that  there  are  times  when  cells  develop 
and  you  can  sense  a  heartbeat.  Previous  witnesses  have  suggested 
there  is  evidence  that  a  fetus  at  certain  stages  can  detect  pain,  sour, 
and  sweetness,  and  thus  the  rate  of  ingestion  of  fluid  is  changed, 
chromosomes  are  developed,  and  all  of  this  kind  of  business. 

Is  not  that  distinct  from  a  given  cell,  when  you  have  groups  of  cells 
that  begin  to  assume  portions  of  human  life? 

Dr.  Edelman.  Yes,  sir.  Perhaps  I  can  go  back  to  your  earlier 
statement.  Perhaps  I  did  not  make  myself  clear.  I  think  we — and  I 
mean  immunologists,  my  everyday  profession — we  can  indeed  tell 
quite  clearly  self  from  nonself.  That  is  to  say,  every  vertebrate,  in- 
cluding the  human  being,  has  systems  of  immunity  which  can  tell 
foreign  cells  from  their  own  cells  and  can  recognize  them. 

I  do  not  think,  however,  that  is  at  issue.  Indeed,  I  was  astonished 
at  the  statement  made  in  earlier  testimony  that  the  fetus  has  solved 
the  homograf t  problem — namely,  how  one  tells  the  difference  between 
the  mother  and  the  fetus,  or  one  individual  and  another.  In  my  view, 
the  fetus  has  solved  no  problem  at  all.  It  is  not  a  problem.  It  is  an 
adaptation  provided  by  evolution.  It  is  certainly  true  that  one  must 
admit  that  grown  immunologists  have  not  solved  the  homograft 
problems  for  transplanted  hearts  and  skins.  And  so,  I  do  not  think  it 
is  an  accurate  description  of  the  situation  to  say  that  because  the 
trophoblast  has  properties  which  do  not  permit  an  immunological 
reaction,  the  fetus  has  been  responsible  for  the  solution  of  a  problem 
raised,  after  all,  by  the  mind  of  man. 

But  to  get  more  particular  in  relation  to  your  question,  I  think  that 
what  we  were  all  trying  to  convey  was  the  notion  of  continuity  of 
processes,  that  indeed  one  does  start  with  the  information  of  the 
gene  and  the  DNA  and  the  collection  of  genes  known  as  chromosomes, 
and  that  the  expression  of  these  genes  takes  place  in  a  temporal 
course.  Indeed,  given  that  fact,  given  the  fact  that  for  example  a 
virus  is  a  kind  of  gene  existing  outside  of  the  cell,  it  becomes  extra- 
ordinarily difficult  to  decide  on  a  priori  grounds,  just  dogmatically, 
whether  that  virus  is  alive  or  not. 

Certainly,  I  think  most  molecular  bliologists  would  include  in  the 
requirements  for  life  the  ability  to  self-replicate,  that  is,  to  reproduce 
and  to  evolve.  A  virus  can  do  that,  and  yet  a  virus  can  be  treated 
by  molecular  biologists  just  as  some  piece  of  inanimate  matter.  Every 
atom  of  a  virus  can  be  described  in  its  position  in  space.  That  com- 
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pletely  characterizes  it  chemically,  and  its  functions  depend  upon 
the  positions  of  those  atoms. 

Now  indeed,  what  makes  the  issue  so  difficult  is  the  fact  that  these 
cells  and  molecules  of  which  the  cells  are  comprised  are  an  enormous 
collection.  I  should,  I  think,  give  you  a  feeling  for  how  many  cells 
there  are.  In  your  brain  alone  there  are  ten  billion  of  those  cells, 
and  in  your  immune  system  there  may  be  as  many  as  100  billion  of 
those  cells. 

Senator  Bath.  Do  I  have  more  now  than  I  did  when  I  was  8 
months  through  the  gestation  period? 

Dr.  Edelman.  Sir,  you  do,  except  it  may  come  as  some  disappoint- 
ment to  all  of  us  beyond  the  age  of  40  that  in  the  case  of  the  brain 
cells  you  can  say  you  have  less.  Every  day  they  disappear. 

Senator  Bath.  How  many  less  for  each  year  over  40? 

Dr.  Edelman.  That  is  a  problem,  sir,  with  which  I  have  been 
wrestling. 

In  any  case,  the  point  of  my  remarks  is  this,  that  it  is  not  just  the 
numerology,  but  the  very  complex  hierarchy  of  interactions  that  com- 
prise a  system  that  makes  the  problem  so  difficult  to  define  in  a  very 
dogmatic  manner.  That  is  to  say,  for  example,  the  analogies  to  a  tape 
machine  that  were  made  in  earlier  testimony  strike  me  as  inapropos 
because  a  tape  machine  does  not,  while  it  is  playing  the  tape  equiv- 
alent to  DNA,  replicate  itself  during  the  process  and  accumulate 
mutations  which  are  changes  in  the  information  on  the  tape  in  a  way 
that  might  be  used  later  on.  And  indeed,  a  machine  of  this  kind  does 
not  transform  and  grow.  Yet,  of  course,  individuals  comprised  of 
cells  finally  form  great  hierarchies  of  system  out  of  which  properties 
emerge,  the  most  mysterious  of  which  I  think  is  consciousness.  For 
that  reason,  any  arbitrary  dissection  or  reduction  in  terms  of  simple 
work  machines  is  an  inapropos  statement  of  our  problem.  The  prob- 
lem can  neither  be  reduced  to  the  potential  information  in  the  gene 
nor  can  it  be  elevated  to  some  kind  of  ghost.  The  fact  is  that  it  arises 
out  of  a  temporal  process  which  is  constantly  changing  and  is  enor- 
mously difficult  to  analyze. 

Now,  by  saying  this  I  do  not  mean  to  obscure  the  issue.  I  mean  to 
say  that  in  agreement  with  Dr.  Biggers,  that  any  arbitrary  definitions 
are  simply  arbitrary,  and  any  tautologous  statements  are  only  repeti- 
tions of  what  you  already  knew  in  the  first  place. 

Senator  Bath.  I  do  not  want  to  be  picky  here,  but  I  am  trying  to 
understand.  On  both  sides  of  this  issue  there  are  people  so  much 
better  educated  in  the  scientific  details  than  I. 

In  talking  about  the  numbers  of  cells,  give  me  a  good  round  coimt 
of  what  we  have  currently  at  the  ultimate  age  of  40? 

Back  in  the  good  old  days,  how  many  cells  did  I  have? 

Dr.  Edeiman.  Perhaps  I  could  say  that  in  terms  of  the  10  billion 
cells  of  the  brain,  you  might  be  losing  as  many  as  100,000  by  just 
death,  since  the  cells  in  the  brain  do  not  divide.  There  is  evidence 
that  every  day  you  might  lose  as  many  as  100,000. 

Senator  Bath.  Every  day,  even  if  I  lead  a  good  clean  life? 

It  does  not  make  any  difference? 

Now,  10  billion  in  the  brain. 

Now,  what  is  that  at  age  20? 
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Dr.  Edelman.  Of  course,  Senator,  10  billion  is  a  very  large  number 
and  100,000  is  a  very  small  percentage  of  that  number,  so  it  would 
not  be  very  much  more  than  10  billion  when  you  get  to  numbers  of 
that  size.  What  I  am  saying  is  that  in  the  adult  brain  you  have  10 
billion  cells.  In  the  adult  immune  system,  for  example,  which  is  the 
system  that  recognizes  self  from  nonself,  you  have  perhaps  as  many 
as  100  billion  cells.  Now,  your  total  body,  therefore,  consists  of  bil- 
lions of  cells,  all  of  which  contain  the  original  genetic  information 
from  your  father  and  your  mother,  with  the  exception  that  some 
of  those  cells  have  accumulated  either  changes  in  the  form  of  mu- 
tations or  recombinations  of  the  information. 

The  basic  set  of  genes  is  in  every  one  of  those. 

Senator  Bayh.  Well,  I  guess  I  am  anxious  to  find  out  from  our 
standpoint — I  know  this  is  simplistic,  but  how  many  cells  does  a 
1-day-old  baby  have,  compared  to  whatever  stage  of  life  he  or  she 
reaches  to  have  the  ultimate  number  of  cells? 

Dr.  Edelman.  Well,  I  would  have  to  make  that  calculation.  Cer- 
tainly, a  new-born  baby  has  less  than  a  fully  developed  child.  But  the 
numbers  are  not  greatly  different  in  a  new-born  baby  and  a  fully 
developed  human. 

What  is  different,  however  are  the  interactions  amongst  those  cells, 
the  way  in  which  after  interacting  with  the  world  they  interact  with 
each  other,  and  form  a  kind  of  sociology,  if  you  will. 

Senator  Bath.  I  envy  you  your  capacity  to  wrestle  with  this  in 
those  terms.  But  if  you  are  to  acquire  the  rightness  or  the  wrongness 
of  our  dealing  with  this  issue  and  the  number  of  cells 

Dr.  Edelman.  No,  I  am  not  doing  that.  Senator.  Excuse  me.  What 
I  meant  to 

Senator  Bath.  It  seemed  to  me  that  the  argument  was  based  on 
the  fact  that 

Dr.  Edelman.  No,  I  am  not.  That  is  not  what  I  am  saying.  Senator. 
What  I  am  saying  is,  in  fact,  this:  that  in  the  face  of  the  fact  that 
some  of  the  traits  of  these  cells  are  determined  genetically  and  others 
of  the  traits  of  the  cells — that  is,  their  hierarchial  interactions  with 
each  other  to  form  organs,  such  as  the  brain,  or  the  liver,  or  the 
lungs,  or  the  heart,  and  finally  the  whole  body — that  since  those  inter- 
actions develop  after  the  individual  is  exposed  to  the  environment, 
there  is  no  arbitrary  way  in  which  one  can  define  an  individual,  it 
seems  to  me,  by  scientific  grounds  alone. 

Now,  I  can  tell  you  by  immunological  criteria  how  one  individual 
differs  from  another  in  certain  protein  molecules  of  those  cells.  I 
cannot  tell  you  how  that  individual  differs  from  another  in  his  total 
processes,  because  it  seems  to  me  that  once  brain  functions  enter  into 
the  matter,  and  interaction  with  the  world  at  large,  the  issue  becomes 
one  that  cannot  be  determined  by  scientific  experiment.  That  is  the 
point. 

Senator  Bath.  All  right,  let  me  ask  you  gentlemen  a  question. 

Is  there  a  time,  prior  to  birth,  after  9  months  normal  gestation 
period  that  society  should  impose  on  the  mother  a  higher  degree  of 
responsibility  than  the  earlier  stages  of  gestation? 

After  yoii  get  past  the  point  of  viability  outside  the  mother's 
womb,  are  you  more  concerned  about  the  responsibility  the  mother 
and  society  might  have  for  that  child  than  prior  to  that  moment? 
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Could  all  of  you  give  me  your  thoughts  on  that,  because  that  is  a 
matter  that  I  think  we  have  to  consider? 

I  would  like  to  have  all  of  you  speak  to  that  ? 

Dr.  Edelman.  It  seems  to  me  that  in  fact  if  one  can  define  viability 
at  a  certain  time,  then  given  that  fact  that  the  situation  is  changed 
in  the  legal  sense.  It  seems  to  me  that  the  notion  of  responsibility 
certainly  would  be  changed  by  a  definition  of  viability.  This  seems 
to  be  one  of  those  famous  grey  areas  mentioned  earlier.  But  in  fact 
there  are  lower  limits  to  that  term  of  viability.  I  am  not  an  expert 
in  the  field,  but  it  seems  to  me  that  there  is  a  time  below  which  it 
seems  that  a  fetus  cannot  survive  outside  the  mother,  although  there 
certainly  is  a  statistical  variation  from  individual  to  individual. 
Therefore  if  once  that  term  of  viability  is  legally  defined,  then  of 
course  it  seems  to  me  increased  responsibility  is  laid  upon  the  mother, 
and  any  acts  that  ensue.  But  it  also  seems  to  me 

Senator  Bath.  How  about  abortion? 

Dr.  Edelman.  Yes,  but  it  also  seems  to  me.  Senator,  that  the  issue 
is  an  issue  of  the  rights  of  an  individual  before  the  law.  If,  for  ex- 
ample, the  adjectives  applied  to  a  fetus,  depend  on  the  issue  of  via- 
bility this  might  be  settled  by  the  medical  definition  of  the  lower 
limits  according  to  what  happens  in  medical  practice. 

If  one  uses  adjectives  of  the  type  that  were  used  today — for  ex- 
ample, comfort,  problem-solving,  the  foresight  of  a  fetus,  or  the 
assumption  that  a  fetus  knows  that  Saccharin  is  sweet,  or  that  you 
know  that  the  fetus  knows — the  problem  is  not  advanced.  If  legally 
one  can  provide  a  definition  of  the  individual  and  his  rights — for 
example,  as  a  claimant  under  the  law  or  a  plaintiff — then  it  seems  to 
me  it  would  follow  that  the  mother  has  to  share  in  those  responsi- 
bilities. 

Senator  Bath.  Dr.  Zinder,  what  are  your  thoughts  on  that  par- 
ticular question? 

Dr.  Zinder.  I  am  not  really  sure  I  understand  the  question,  Senator 
Bayh. 

Senator  Bath.  Well,  it  seemed  to  me  that  there  was  a  rather  con- 
sistent feeling  that  the  three  of  you  are  all  opposed  to  those  of  us 
who  are  charged  with  establishing  rules  for  society  stepping  in  and 
saying  that  the  yet  unborn  child  should  be  protected  against  abortion 
from  the  moment  of  fertilization. 

And  I  just  wondered,  is  there  a  time  after  fertilization,  prior  to 
actual  live  birth,  that  because  of  the  characteristics  that  the  fetus 
assumes,  that  you  might  be  more  concerned  about  that? 

Dr.  Zinder.  Well,  first  let  me  say,  I  do  not  think  there  are  just 
two  positions  on  this  issue,  proabortion  or  antiabortion.  I  think  one 
can  be  anti-antiabortion,  rather  than  proabortion  in  a  real  sense. 

I  certainly  feel  that  after  the  time  that  the  baby  is  viable  the 
mother  has  responsibilities.  This  is  decided  by  society,  by  our  culture, 
by  our  history,  by  our  traditions. 

Does  this  satisfy  you? 

Senator  Bath.  Well,  I  think  more  so  than  the  anti-antiabortion. 

Dr.  Biggers,  where  do  you  come  down  on  that  particular  issue,  and 
I  do  appreciate  your  biological  lesson  here.  It  is  helpful  to  me,  if 
academic  to  you. 
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Dr.  BiGGERs.  The  first  point  I  want  to  make  clear  is,  that  I  feel 
very  strongly  that  pregnancy  is  a  relationship  between  the  fetus  and 
the  mother,  and  we  should  not  regard  them  as  independent,  I  think 
the  mother  is  entitled  to  choose  abortion  for  various  reasons  in  con- 
sultation with  her  physician.  I  think  that  when  we  come  to  consider- 
ing late  we  ^et  into  an  extremely  difficult  situation  involving  prob- 
lems of  viability. 

I  am  not  sure  what  to  recommend.  The  problem  is  again  a  matter 
of  technology — when  determining  scientists  or  medical  people  can 
do  something  that  is  really  beneficial  for  a  fetus  once  it  has  been 
removed  from  a  mother's  body  ? 

We  hear  talk  how  in  the  State  of  Massachusetts,  for  example,  of 
making  it  mandatory  to  save  a  fetus  after  a  particular  age.  There  is 
a  bill  before  the  legislature  there  making  it  mandatory  that  after 
the  20th  week  a  physician  who  does  an  abortion  must  do  everything 
he  can  to  preserve  the  life  of  the  fetus. 

All  medical  knowledge  that  I  am  aware  of  shows  that  as  you  get 
further  and  further  back  from  the  expected  time  of  birth,  there  is  an 
ever-increasing  incidence  of  abnormalities,  and  the  obstetricians  and 
gynecologists  that  I  have  talked  to  in  Boston  last  week  when  I  was 
preparing  my  testimony  all  seem  to  feel  that  you  cannot  do  a  great 
deal  that  is  going  to  be  really  useful  before  about,  say  the  27th  or 
28th  week.  As  soon  as  you  start  going  back  before  that,  sure,  you 
may  be  able  to  keep  the  fetus  alive  for  2  weeks,  for  4  weeks,  and 
so  on.  But  the  certainty  of  it  having  abnormal  development  goes  up 
very  rapidly. 

So  I  feel  very  concerned  and  disturbed  about  insisting  on  a  law 
that  sets  a  date  when  there  must  be  every  effort  made.  In  fact,  the 
physician  could  be  charged  for  criminal  negligence  if  he  did  not 
make  this  effort,  when  he  knows  that  the  likelihood  is  99  percent 
chance  that  that  baby  is  going  to  be  abnormal  and  wind  up  in  an 
institution.  So  the  problem,  when  you  ask  for  a  definite  date  is  that 
there  is  a  grey  area  here.  And  we  know,  because  of  biological  vari- 
ation between  individuals,  that  technically  you  might  be  able  to  pre- 
serve the  life  of  a  fetus,  but  the  likelihood  of  it  not  developing  prop- 
erly is  high. 

in  terms  of  the  relationship  between  the  mother  and  the  physician 
on  an  abortion,  I  think  it  is  difficult  if  it  is  a  normal  baby  in  the 
area  of  27  or  28  weeks,  to  agree  for  abortion  to  be  done  just  because 
the  woman  at  that  stage  decides  she  does  not  want  to  have  the  baby. 
If  she  does  not  want  to  have  the  baby,  say  at  the  first  month,  because 
she  feels  she  cannot  afford  to  raise  it,  then  that  is  the  time  for  her  to 
make  a  decision.  I  would  not  legalize  against  it  at  that  stage.  But  I 
believe  there  is  a  problem  in  this  whole  business  later  on,  where  you 
may  in  fact  preserve  the  life  of  a  fetus,  but  with  nearly  100  percent 
certainty  of  raising  an  abnormal  individual.  And  this  is  the  difficulty 
of  writing  very  strict  legal  regulations. 

Senator  Bath.  Dr.  Biggers,  you  mentioned  what  significant  details 
describe  the  biological  process  there. 

Could  you  give  us  just  sort  of  a  general  idea  for  the  record,  of  the 
number  of  fertilized  eggs  that  do  not  successfully  make  it  through 
the  stages  of  implantation? 
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Dr.  BiGGERS.  I  think  maybe  I  could  start  a  little  earlier,  just  to 
give  you  some  idea  of  what  goes  on.  A  woman  is  very  different  from 
a  man,  who  makes  sperm  cells  in  huge  numbers  all  his  life.  A  woman 
only  makes  a  limited  number  of  eggs  in  her  development.  She  has  the 
most  number  of  eggs  in  her  body  at  the  end  of  the  the  third  trimester 
of  pregnancy,  and  she  has  only  about  7  million  of  them.  And  after 
that  time,  she  makes  no  more.  _ 

Enormous  numbers  of  these  eggs  disappear  within  her  body.  They 
are  lost. 

Senator  Bath.  Pardon  me. 
You  said  the  third  trimester? 

Dr.  BiGGERs.  I  am  sorry,  the  first  trimester,  after  3  months.  There 
are  7  million  eggs  there,  on  an  average.  By  the  time  she  is  born  she 
has  only  got  2  million  of  them  left.  They  have  all  died  durmg  the 
course  of  normal  development.  By  the  time  she  reaches  puberty,  say 
at  the  age  of  11  or  12  years  of  age,  she  has  lost  another  one  and  a 
half  million  of  these  eggs.  By  the  time  she  starts  to  become  repro- 
ductively  active,  she  is  left  with  half  a  million  of  the  origmal  7  mil- 
lion. So  there  is  a  normal  loss  of  oocytes  as  part  of  the  natural 
biology  of  reproduction. 

She  liberates  one  of  these  ova,  selected  from  these  half  million, 
every  month  if  she  does  not  become  pregnant.  Now,  if  she  does  not 
ever  become  pregnant  in  her  life,  you  can  calculate  that  if  she  starts 
ovulating  eggs  at  the  age  of  11  and  finishes  at  the  age  of  50,  she  will 
have  onlv  shed  400  from  the  half  a  million.  There  is  only  400  at  a 
maximum  ever  liberated  into  the  oviduct.  The  other  499,600  of  them, 
nevertheless,  all  die,  because  by  the  time  she  reaches  menopause,  you 
cannot  find  anv  eggs  left  in  the  ovaries. 

The  characteristic  thing  about  the  ova  of  the  female  is  that  nearly 
all  of  them  die  and  are  lost,  and  only  a  very  few  of  them  are  used 
for  reproduction. 

Now,  when  they  are  shed  or  ovulated,  they  may  be  fertilized,  flow- 
ever,  there  is  always  a  normal  amount  of  natural  embryonic  dea^. 
It  is  very  hard  to  study  in  human  beings,  as  you  can  imagine.  We 
can  only  do  this  by  opening  up  a  female  and  looking  for  eggs.  We 
cannot  do  that,  obviously,  in  women.  In  the  case  of  domestic  animals 
like  cattle  and  pigs  and  sheep,  the  same  phenomenon  has  been  studied 
extensively  for  economic  reasons.  We  know  in  all  these  species  some 
20  percent  of  the  eggs  that  are  fertilized  naturally  die  and  are  lost. 
Senator  Bath.  Is  that  consistent  with  all  mammals? 
Dr.  BiGGERs.  Yes ;  in  the  case  of  pigs,  there  is  a  normal  25  percent 
loss.  Farmers  talk  about  "repeat  breeding"  animals  when  they  do  not 
get  pregnant,  and  studies  have  shown  that  up  to  60  percent  of  all 
fertilized  eggs  are  lost  in  these  repeat-breeder  animals  of  low  fer- 
tility. Q 

Woman  is  unique  in  that  she  only  ovulates  one  egg  at  a  time.  Sup- 
posing that  it  was  fertilized  and  it  died  before  it  implanted,  before 
the  signal  was  given  to  the  mother.  Although  she  became  pregnant 
she  would  never  know.  There  is  information  that  was  collected  at  the 
Boston  Women's  Hospital  in  the  1940's  which  showed  that  this  sort 
of  infertility  does  occur  in  human  beings.  Women  get  pregnant,  but 
the  eggs  die  prior  to  implantation. 
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Senator  Bath.  Dr.  Zinder,  could  you  explain  a  little  bit  further 
your  testimony  on  page  2  where  you  say : 

Some  special  property  ascribed  to  humans  which  makes  this  question  so 
diflBcult.  What  constitutes  this  special  property  is  a  matter  of  opinion  and 
religious  belief,  and  not  a  matter  of  science. 

Is  there  not  a  little  bit  more,  if  we  assume  that  human  life,  at  least 
as  far  as  our  culture  is  concerned,  should  be  treated  a  little  bit  dif- 
ferently than  just  normal  biological  cells  and  other  matter? 

Dr.  Zinder.  It  is  very  difficult  to  answer  this  question.  It  has  been 
debated  through  the  ages.  What  I  meant  by  this  special  property  is 
the  old  mind-body  problem,  consciousness,  self-awareness,  sometimes 
called  the  soul.  All  of  these  are  problems  which  we  really  cannot  de- 
fine in  any  scientific  sense.  And  yet  these  are  the  attributes  that  we 
consider  make  us  human,  and  various  people  and  various  cultures 
hold  different  beliefs  and  different  opinions  on  these  matters. 

Senator  Bayh.  But  most  cultures  of  human  beings  give  human  life 
a  higher  priority  than  other  kinds  of  life,  do  they  not — a  higher 
value  ? 

Dr.  Zinder.  This  is  certainly  a  judgment  that  we  make;  yes.  We 
are  the  only  conscious  species  as  far  as  we  know.  We  are  aware,  we 
have  self-awareness. 

Senator  Bayh.  We  may  be  a  little  bit  prejudiced  about  the  value 
we  place  on  human  life.  It  is  sort  of  generally  accepted,  I  think, 
across  the  civilized  world. 

Dr.  Edelman,  could  you  give  me  your  opinion  of  the  question  that 
Dr.  Biggers  answered  relative  to  the  stages  beyond  inception? 

Dr.  Edelman.  Yes,  sir,  I  tend  to  believe,  that  the  absolute  lower 
limit  of  viability  is  something  that  is  very  hard  to  define.  But  in  fact, 
certainly  there  is  a  point  on  the  average  at  which  a  fetus  cannot  live 
and  survive  outside  the  womb.  This  is  independent  of  the  question 
of  whether  it  would  develop  abnormalities  if  you  had  certain  fixed 
support  systems  for  it.  That  is  the  second  question  in  regard  to  which 
I  entirely  agree  with  his  description. 

Now,  i  also  agree — in  answer  to  your  question  about  the  number  of 
eggs — that  in  fact  most  eggs  are  wasted.  In  relation  to  your  comment 
about  human  life,  I  think  the  question  has  to  be  further  refined. 

As  an  immunologist,  I  can  certainly  tell  the  difference  between, 
say  the  skin  cell  of  a  human  being  and  that  of  a  pig  or  a  monkey  or 
a  giraffe  or  what  have  you.  There  are  ways  of  using  immunology  to 
detect  the  difference  even  between  one  individual  in  a  species  and 
another.  But  I  think  it  would  be  a  confusion  to  say  that  somehow 
that  relates  to  human  life.  If  we  are  talking  about  human  life  in  terms 
of  human  individuals — that  is,  collections  of  cells  so  exquisitely  ar- 
ranged as  to  give  them  self-awareness  and  a  conscious  life  and  the 
ability  to  interact  in  social  life  and  culture — that  is  a  separate  ques- 
tion, which  I  as  an  immunologist  who  can  tell  the  difference  between 
every  person  in  this  room  and  even  pick  out  identical  twins  for  you 
without  verbal  information,  cannot  answer. 

It  is  not  a  scientific  question.  It  is  a  question  which  culturally 
varies,  and  certainly  I  think  most  intelligent  people  would  agree 
upon  this.  It  depends  upon  a  whole  system,  that  is  the  whole  func- 
tioning human  being.  Now,  the  whole  functioning  human  being  to 
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my  mind  is  not  "human  life."  I  could  as  well  say  that  that  skin  cell 
that  just  got  shed  is  "human  life,"  by  the  criterion  that  I  can  tell  as 
an  immunologist,  it  is  human,  rather  than  from  a  pig. 

Let  me  say  in  addition,  if  I  were  to  take  the  DNA  from  that  cell, 
the  genetic  information,  and  ask  how  much  of  the  information  was 
similiar  to  that  of  a  pig,  it  might  be  quite  disconcerting  to  learn  how 
much  similarity  there  might  be.  You  have  to  distinguish  between 
overall  similarity  of  a  man  and  a  pig,  the  notion  of  human  life  as  an 
abstract  thing,  and  the  notion  of  an  individual  within  a  species  with, 
I  think,  our  justifiable  prejudices  that  we  should  preserve  individuals 
before  the  law. 

Senator  Bath.  It  may  be  very  unscientific,  or  maybe  I  should  say 
right  now,  thank  God  for  the  small  distinctions. 

Dr.  Edelman.  Yes,  sir. 

Senator  Bath.  There  are  so  many  things  that  are  similar. 

Let  me  ask  you  this  question.  I  speak  as  one  who  is  a  very  strong 
supporter  of  the  constitutional  amendment  to  protect  women's  rights, 
and  now  I  find  some  of  those  who  are  comrades  in  arms  in  that  effort 
very  critical  that  I  dare  to  even  chair  hearings  on  this  area,  that  they 
feel  is  very  much  a  personal  prerogative  of  theirs. 

You  touched  on  this  in  the  closing  part  of  your  statement  where 

you  say : 

I  believe  it  is  an  infringement  upon  the  rights  of  a  woman  to  tell  her  what 
to  do  with  her  eggs,  fertilized  or  not. 

Now,  is  there  a  point  after  fertilization  where  you  would  say  that 
statement  comes  into  direct  competition  with  the  right  of  a  prospec- 
tive baby  to  live  ? 

Dr.  Edelman.  Yes;  I  understand  the  question.  I  think  the  issue 
verges  again  on  the  question  of  viability,  which  has  to  be  settled  in 
terms  of  medical  practice.  Medical  observation,  not  necessarily  scien- 
tific experiment,  by  the  way,  because  I  do  not  know  quite  how  you 
would  design  such  an  experiment  without  being  inhumane.  In  other 
words,  these  are  additional  legal,  moral,  religious,  and  sociological 
factors. 

Now,  I,  giving  testimony  here  as  an  expert,  can  say  certain  things 
as  an  expert.  But  that  portion  of  the  statement  I  made  was  the  state- 
ment of  an  American  citizen  who  has  an  opinion.  My  opinion  is  that 
given  the  facts  that  we  do  know,  it  would  be  an  infringement  upon 
the  rights  of  a  woman  to  make  a  law  that  says,  for  example,  that 
before  implantation  a  fertilized  egg  is  a  human  individual  capable 
of  absorbing  culture,  capable  of  acting  as  a  plaintiff  in  a  court  of 
law,  capable  of  having  its  rights  preserved  and  fought  for  in  the 
same  way  that  you  would  for  a  grown  being  who  can  conimunicate. 

Now,  if  you  are  asking  me  at  what  point  in  terms  of  viability  the 
responsibilities  of  the  mother  increase  legally,  I  would  say  it  must 
certainly  depend  upon  the  total  legal  situation,  that  if  upon  agree- 
ment, after  researching  the  medical  data,  it  is  said,  for  example,  that 
the  third  trimester  is  that  time  in  terms  of  viability  when  that  fetus, 
that  it  could  be  an  individual  independent  of  the  mother,  and  there- 
fore absorb  all  of  those  cultural  factors,  then  indeed,  one  would  have 
to  say  that  the  responsibility  increases  sharply.  That  cannot  be  ar- 
rived at,  in  my  view,  by  scientific  decisions.  We  can  help  in  defining 
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what  the  very  lower  limit  of  the  gray  zone  is.  We  have  to  exercise,  of 
course,  great  care  as  medical  researchers  in  determining  exactly  how 
we  design  experiments  to  help  you  in  making  that  decision. 

Senator  Bath.  Well,  it  certainly  is  an  area  that  goes  far  beyond 
just  the  scientific  data  and  the  scientific  expertise.  I  am  very  well 
aware  of  that.  But  inasmuch  as  you  did  expouse  an  opinion,  your 
statement  that  I  quoted  there 

Dr.  Edelman.  I  realize  that.  As  a  physician  licensed  to  practice 
medicine  in  New  York  and  California,  and  as  a  person  who  has 
worked  on  the  structure  of  spermatozoa,  as  a  scientist 

Senator  Bath.  With  some  degree  of  success. 

Dr.  Edelman  [continuing].  Somewhat  familiar  with  develop- 
mental biology  and  particularly  the  development  of  the  immune  sys- 
tem, I  would  say  that  in  my  opinion  the  third  trimester  of  pregnancy 
would  be  the  time  in  which  the  responsibility  would  sharply  rise. 

Senator  Bath.  Significantly  that  you  could  forbid  an  abortion  dur- 
ing that  period? 

Dr.  Edelman.  In  the  sense  that  if  there  were  a  threat  to  the  life 
of  the  mother,  for  example 

Senator  Bath.  No,  take  that  out. 

Dr.  Edelman.  Even  if  I  took  that  out,  if  the  law  in  fact  agreed,  I 
would  say  yes.  Under  ordinary  circumstances,  if  viability  is  defined 
as  such  and  there  is  no  evidence  of  genetic  abnormality  of  the  type 
that  was  discussed  before  that  would  surely  lead  to  suffering,  I  would 
say  yes.  But  if  there  were,  I  would  certainly  take  sharp  issue.  To 
take  your  example  of  Tay-Sachs  disease,  it  seems  to  me  if  you  knew 
that  this  were  the  case,  at  very  early  stages  of  pregnancy,  I  should 
think  that  intervention  would  prevent  an  enormous  amount  of  hmnan 
suffering. 

Senator  Bath.  Dr.  Zinder,  I  do  not  think  I  have  asked  you  that 
same  question  that  I  have  asked  your  two  colleagues. 

Would  you  care  to  comment  on  that  before  we  recess  here,  relative 
to  the  possibility  of  there  being  a  point  where  that  developing  human 
being  beocmes  more  than  just  a  mass  of  cells? 

Dr.  Zinder.  This  again,  I  can  only  answer  as  a  matter  of  opinion. 
I  would  agree  with  my  colleagues  that  this  would  be — when  the  fetus 
is  viable,  can  live  independently  of  the  mother,  and  this  is  a  grey 
area.  There  is  very  little  scientific  competence  that  I  have  in  this 
particular  area.  I  can  only  answer  this  question  as  an  individual. 

Senator  Bath.  Well,  I  realize  that.  But  we  asked  all  three  of  you 
here,  and  I  appreciate  your  accepting  our  invitation,  as  well  as  the 
preceding  witnesses,  to  bring  us  scientific  and  medical  expertise.  But 
forgive  me  for  stretching  your  testimony  a  bit  to  ask  you  to  talk  as 
a  citizen  and  a  human  being  as  well,  which  of  course  you  are.  You 
have  been  very  kind,  gentlemen. 

I  appreciate  the  fact  that  you  are  all  very  busy,  and  that  you  can 
give  us  your  time  and  help  us  in  our  search  for  the  truth  in  this 
matter. 

Thank  you. 

[Whereupon,  at  5 :35  p.m.,  the  subcommittee  recessed,  subject  to 
the  call  of  the  Chair.] 
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TUESDAY,  JUNTE  4,   1974 

U.S.  Senate, 
Subcommittee  on  Constitutional  Amendments 

OF  THE  Committee  on  the  Judiciary, 

Washington^  D.C. 

The  subcommittee  met,  pursuant  to  recess,  at  10:10  a.m.,  in  room 
318,  Russell  Senate  Office  Building,  Senator  Birch  Bayh  (chairman 
of  the  subcommittee)  presiding. 

Present:  Senators  Bayh  (presiding)  Fong,  and  Cook. 

Also  present:  J.  William  Hechman,  Jr.,  chief  counsel  and  Abby 
Brezina,  chief  clerk. 

Senator  Bath.  We  will  reconvene  our  hearings  this  morning.  I 
appreciate  the  fact  that  my  distinguished  colleague  from  Hawaii  is 
again  taking  his  time  to  share  the  studies  that  we  are  undertaking. 

I  might  note  for  the  record  this  morning  that  Dr.  Gordon,  who  is 
chairman  of  the  department  of  genetics  at  the  Mayo  Clinic,  is  high 
on  our  list  of  prospective  witnesses.  Unfortunately,  Dr.  Gordon  had 
a  heart  attack.  We  hope  that  he  has  a  rapid  recovery,  and  that  we 
will  be  able  to  have  the  benefit  of  his  expertise  when  he  has  recovered. 

Our  first  witness  this  morning  is  Dr.  Margaret  Horrobin,  assistant 
professor,  department  of  pediatrics,  of  the  University  of  Minnesota. 
Dr.  Horrobin  is  also  the  director  of  the  Minnesota  Human  Genetics 
Council. 

Doctor,  we  appreciate  your  being  here  with  us  this  mornmg. 

STATEMENT  OF  DH.  JEAN  MARGARET  HORROBIN,  ASSISTANT 
PROFESSOR,  DEPARTMENT  OF  PEDIATRICS,  UNIVERSITY  OF 
MINNESOTA 

Dr.  Horrobin.  Mr.  Chairman,  I  am  Dr.  Margaret  Horrobin.  I  have 
been  a  physician  for  14  years  and  have  practiced  pediatrics  ex- 
clusively for  the  past  13  years.  I  am  licensed  to  practice  m  the 
United  Kingdom  and  in  the  State  of  Minnesota,  and  I  am  a  Board 
certified  pediatrician.  I  have  been  on  the  faculty  m  the  department 
of  pediatrics  at  the  University  of  Minnesota  since  1965. 

My  particular  areas  of  pediatric  interest  are  m  growth  and  de- 
velopment, ambulatory  care,  and  birth  defects.  I  have  been  the  co- 
director  of  the  Birth  Defects  Clinic  for  the  past  several  years  where 
my  prime  interest  is  in  Down's  Syndrome.  I  am  also  co-mvestigator 
in  a  research  project  aimed  at  enhancing  the  development  of  children 
with  Down's  Syndrome.  From  this  springs  an  interest  m  the  area  o± 
genetics  and  gentic  counseling,  and  I  have  been  on  the  board  of 
directors  of  the  Minnesota  Human  Genetics  League  since  1970. 
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My  subjects  today  are  genetic  counseling  and  the  rapidly  expand- 
ing field  of  prenatal  diagnosis  of  genetic  defects.  I  speak  with  par- 
ticular concern  in  light  of  the  constitutional  amendment  now  being 
considered  which  would  proscribe  abortion  and  thus  have  a  direct 
effect  on  the  field  of  genetic  counseling  and  prenatal  detection  of 
disorders  and  a  very  direct  effect  on  those  families  in  which  genetic 
disorders,  which  can  be  diagnosed  prenatally,  are  present. 

In  the  past,  genetic  counseling  has  consisted  largely  of  assessing 
the  risk  for  a  particular  couple  of  having  a  child  with  a  known  con- 
dition. The  overwhelming  majority  of  people  requesting  genetic 
counseling  have  been  those  who  have  already  experienced  the  birth  of 
a  child  with  a  particular  disease  or  defect,  and  who  are  understand- 
ably very  concerned  about  future  pregnancies  wishing  to  know  what 
is  the  likelihood  of  their  having  another  child  similarly  affected. 

There  are  almost  2,000  conditions  which  are  inherited  according  to 
the  well  understood  and  accepted  Mendelian  laws  of  inheritance. 
Essentially,  if  a  condition  is  dominant,  it  requires  only  one  gene  from 
either  parent  in  order  that  the  child  be  affected.  An  example  of  this 
is  the  familiar  condition  achondoplastic  dwarfish,  in  which  the  per- 
son has  a  normal-sized  body  but  very  short  limbs,  and  there  is  a  50 
percent  chance  that  an  affected  parent  will  pass  on  that  particular 
gene  to  his  offspring.  As  long  as  the  diagnosis  has  been  made  ac- 
curately in  dominant  disorders,  there  is  no  difficulty  in  giving  the 
family  a  risk  figure  for  future  pregnancies.  In  recessive  disorders, 
on  the  other  hand,  a  gene  from  each  parent  is  required  in  order  for 
the  child  to  be  affected.  The  parents  themselves  are  not  affected,  and 
may  be  totally  unaware  that  they  are  carrying  the  gene  for  a  par- 
ticular condition  until  they  have  a  child  with  it.  An  example  of  a 
recessive  condition  is  Tay-Sachs  disease,  a  degenerative  disease  of 
the  central  nervous  system  in  which  the  parents  are  carriers  of  the 
defective  gene,  but  also  have  a  normal  one  to  counterbalance  it. 
However,  in  passing  on  genes  to  their  children,  there  is  a  25  percent 
chance  with  each  pregnancy  that  the  child  will  receive  the  defective 
gene  from  each  parent  and  thus,  develop  Tay-Sachs  disease.  These 
two  conditions  are  examples  of  classical  Mendelian  inheritance  in 
which  the  risk  is  definitely  known  and  can  be  clearly  stated  by  the 
counselor.  For  dominant  disorders,  the  risk  for  each  pregnancy  is 
50  percent;  for  recessive  disorders,  the  risk  for  each  pregnancy  is 
25  percent. 

In  very  many  other  conditions,  however,  the  inheritance  pattern  is 
not  so  easily  predicted,  and  many  other  factors  besides  genes  enter 
into  play.  This  is  so-called  multifactorial  inheritance,  in  which  the 
recurrence  may  be  as  high  as  5  or  10  percent,  or  may  be  very  much 
less. 

What  are  the  options  when  parents  are  given  a  high  risk  figure 
for  future  pregnancies  ?  They  may  either  have  more  children,  worry- 
ing with  each  pregnancy  that  the  child  is  going  to  be  seriously  af- 
fected, or  they  may  decide  not  to  have  further  children,  using  con- 
traception or  sterilization  to  ensure  this.  Adoption  or  artificial  in- 
semination where  appropriate  were  the  only  ways  to  increase  their 
family  size.  However,  the  past  several  years  have  seen  the  develop- 
ment of  ways  to  increase  the  accuracy  of  risk  assessment.  If  one  were 


293 

able  to  diagnose  the  condition  of  concern  in  a  fetus  during  pregnancy, 
the  none  could  tell  the  parents  that  the  risk  is  not  50  percent  or  25 
percent,  but  is  100  percent,  that  is,  the  fetus  has  the  condition ;  or  is 
zero  percent  that  is,  the  fetus  is  unaffected.  This  is  what  prenatal 
diagnosis  is  all  about.  It  provides  the  assurance  of  having  unaffected 
children  even  though  the  risk  of  having  affected  children  is  very- 
high.  It  provides  a  couple  with  a  wider  range  of  choices.  Many  cou- 
ples who  would  formerly  have  elected  not  to  have  further  children 
now  will  elect  to  do  so,  provided  that  the  option  remains  open  to 
them  of  having  a  pregnancy  terminated  where  the  fetus  is  shown 
to  be  affected  by  the  condition  in  question.  The  effect  of  this  con- 
dition, be  it  Tay-Sachs  disease,  Down's  Syndrome,  Lesch-Nyhan's 
Syndrome  or  whatever,  with  its  problems  and  heartbreaks,  is  already 
known  only  too  well  by  the  parents. 

Let  me  say  a  word  about  the  present  scope  of  prenatal  diagnosis, 
lest  you  go  away  with  the  impression  that  all  genetic  diseases  and 
most  birth  defects  can  be  detected  prenatally  and  could  be  prevented 
by  termination  of  pregnancy.  Not  so.  The  vast  majority  of  birth  de- 
fects are  not  detectable  prenatally  at  the  present  time.  The  disorders 
that  we  are  talking  about  in  this  context  are  relatively  few,  though 
are  increasing  in  number  and  are  generally  very  severely  handicap- 
ping, if  not  fatal.  Most  are  quite  uncommon,  which  is  no  comfort 
to  those  parents  who  have  a  child  with  such  a  disease.  At  the  present 
time,  we  have  the  competence  to  diagnose  prenatally  all  the  known 
chromosomal  abnormalities,  about  50  inherited  metabolic  diseases  in 
which  severe  mental  retardation  is  generally  one  feature,  and  com- 
paratively recently,  the  congenital  neural  tube  defects  such  as  spina 
bifida.  There  is  no  cure  for  any  of  these  tragic  disorders,  and  for 
many  of  them  there  is  no  effective  treatment. 

I  would  now  like  to  discuss  the  techniques  of  prenatal  diagnosis 
for  a  few  minutes,  and  I  will  abbreviate  in  the  interest  of  saving 
time. 

Senator  Bath.  This  is  important  enough  that  you  do  not  need  to 
feel  obliged  to  shortchange  us. 

Dr.  HoRROBiN.  I  would  be  glad  to  read  it. 

Senator  Bath.  I  think  it  would  be  well  worth  that. 

Dr.  HoRROBiN.  I  hope  it  has  been  made  clear  that  in  talking  about 
prenatal  diagnosis,  I  am  talking  about  diagnosis  at  a  time  in  preg- 
nancy at  which  abortion,  if  desired,  can  be  performed.  Before  dis- 
cussing amniocentesis,  which  currently  has  the  widest  application,  I 
will  briefly  mention  two  other  methods.  Ultrasonic  means  of  de- 
terminating the  size  of  the  fetal  head,  the  presence  of  twins,  and  the 
exact  location  of  the  placenta  are  being  used  more  and  more  with 
increasing  accuracy  and  with  great  safety.  The  size  of  the  head  can 
be  determined  readily  by  the  16th  week  of  pregnancy,  so  that  a  severe 
abnormality  of  the  head,  such  as  anencephaly,  where  the  cranium 
and  brain  of  the  fetus  fail  to  develop,  should  be  detectable  by  this 
means.  .  „      ., ,        .., 

Direct  viewing  of  the  fetus  is  also  becoming  more  feasible  witn 
the  development  of  increasingly  sophisticated  equipment.  In  fact, 
a  fiberoptic  endoscope  no  more  than  2  millimeters  m  size  has  been 
used  to  inspect  the  fetus  directly  by  inserting  it  into  the  amniotic 
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cavity  where  the  fetus  lies.  This  is  a  technique  which  is  in  its  early 
days  yet,  and  further  developments  are  awaited,  but  it  is  likely 
that  certain  physical  abnormalities  that  are  not  as  yet  amendable 
to  prenatal  diagnosis  could  be  detected  this  way.  I  have  in  mind 
abnormalities  like  those  caused  by  unwitting  administration  of 
certain  drugs  during  early  pregnancy.  The  thalidomide  disaster 
in  Europe  some  years  ago  is  an  example  of  a  drug  causing  severe 
physical  defects.  Mrs.  Finkbein,  who  is  known  by  some  people 
as  having  suffered  the  effects  of  the  drug  thalidomide,  has  sub- 
mitted a  statement  to  the  committeee  about  her  fetus  in  this  regard. 
Under  direct  viewing,  sampling  of  fetal  tissue  or  blood  very  likely 
will  be  possible  for  use  in  diagnosis  tests. 

Now  I  will  talk  about  amniocentesis,  currently  the  most  important 
technique  for  prenatal  diagnosis.  At  the  back  of  my  statement, 
I  have  appended  a  schematic  representation  of  the  process  of  amnio- 
centesis. As  you  will  see,  amniocentesis  consists  of  withdrawing 
a  sample  of  the  amniotic  fluid  which  surrounds  the  fetus  in  the 
uterus,  and  subjecting  the  fluid,  or  the  cells  in  the  fluid,  to  certain 
tests.  It  is  best  performed  at  about  16  weeks  from  the  1st  day  of 
the  last  menstrual  period.  Ideally  ultrasound  studies  for  localization 
of  the  placenta  and  diagnosis  of  multiple  pregnancy  should  be 
done  before  amniocentesis,  in  order  to  avoid  the  risk  of  puncturing 
the  placenta  with  the  needle.  In  cases  of  multiple  pregnancy,  it 
would  be  possible  to  obtain  amniotic  fluid  that  pertained  only  to 
one  of  the  fetuses  so  that  the  diagnosis  reached  would  apply  only  to 
that  one  fetus,  a  somewhat  estoeric  thought.  The  procedure  of 
amniocentesis  is  performed  through  the  abdominal  wall :  under 
local  anesthesia  a  needle  is  inserted  into  the  womb  and  a  sample, 
15-20  ml. — Vi  to  2/3  of  an  ounce — of  fluid  is  withdrawn.  The 
total  amount  of  amniotic  fluid  at  this  time  is  generally  between 
150-250  ml. — 5-9  ounces — so  that  the  removal  of  the  sample  is  of 
no  consequence. 

The  sterile  amniotic  fluid  is  then  sent  to  the  laboratory,  where 
it  is  centrifuged  and  the  portion  containing  cells  is  cultured.  Cells 
in  the  amniotic  fluid  at  this  time  in  pregnancy  are  derived  from 
the  fetus,  having  been  shed  from  the  skin  or  from  the  lining  of  the 
respiratory  tract.  The  cells  are  grown  in  a  suitable  medium,  and 
when  adequate  amounts  of  cultured  cells  are  available,  diagnostic 
tests  can  be  performed.  This  usually  requires  3  weeks  or  so  of  growth. 
In  expert  hands,  approximately  95  percent  of  specimens  from 
amniocentesis  provide  useful  uncontaminated  amniotic  fluid  and 
cells  for  diagnostic  purposes.  In  the  remaining  5  percent,  the  pro- 
cedure may  need  to  be  repeated.  The  cell  culture  is  satisfactory  in 
the  best  tissue  cuture  laboratories  in  90-95  percent  of  cases.  Some- 
times, the  cells  fail  to  grow,  or  become  contaminated  and  die.  I  say 
this  to  emphasize  that  this  is  a  skilled  technique  and  it  is  certainly 
not  one  that  should  be  undertaken  by  every  small  hospital  laboratory. 
Though  it  is  possible  to  do  some  tests  on  the  fetal  cells  shed  directly 
into  the  amniotic  fluid  without  culturing  them  first,  this  is  not  the 
generally  preferred  technique  and  on  some  occasions,  error  has 
arisen  through  the  use  of  uncultured  amniotic  cells.  In  competent 
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centers  where  cultured  fetal  cells  have  been  used,  the  accuracy  of 
the  resultmg  diagnosis  has  been  very  high  indeed,  approaching 
100  percent,  in  fact. 

Let  me  take  a  few  examples  of  the  kinds  of  diagnoses  that  can 
be  made  from  the  fetal  cells.  First,  chromosome  disorders,  all  of 
which  are  associated  with  phyisical  abnormalities  and  mental 
retardation.  As  you  are  probably  aware,  there  are  in  the  human 
23  pairs  of  chromosomes  in  each  living  cell.  Each  chromosome  is 
composed  of  many  thousands  of  genes.  One  pair  of  chromosomes 
is  responsible  for  determining  the  sex  of  the  person.  The  other  22 
pairs  of  chromosomes,  known  as  autosomes,  are  responsible  for 
such  things  as  physical  characteristics,  height,  hair  color,  eye  color, 
production  of  many  essential  enzymes  and  chemical  substances, 
and  also  establish  normal  bodily  functions  by  determining  the 
production  of  many  essential  enzymes  and  chemical  substances. 
Individual  genes  are  not  visible,  but  the  mass  of  genes  constituting 
a  chromosome  is  visible  under  the  microscope  at  the  time  that  a 
cell  is  ready  to  divide.  Thus,  by  staining  the  chromosomes  suitably 
and  examining  them  at  the  time  that  they  are  visible,  abnormalities 
of  number  or  form  can  be  detected. 

Such  a  one  is  Down's  Syndrome,  perhaps  more  familiar  to  some 
by  the  old  term  of  mongolism.  In  Down's  Syndrome,  there  is  an 
extra  chromosome.  Instead  of  two  number  21  chromosomes,  there  are 
three.  The  condition  of  three  chromosomes  instead  of  a  pair  is  called 
a  trisomy  and  so  Down's  Syndrome  is  also  known  as  trisomy  21. 
Trisomies  of  other  chromosomes  also  exist  and  can  be  diagnosed 
prenatally,  but  are  much  less  common  than  Down's  syndrome,  which 
occurs  in  1  in  every  6  to  700  pregnancies  overall,  but  becomes  much 
more  frequent  as  a  women  gets  older.  Whereas  the  risk  at  age  20 
may  be  1  in  2,000,  the  risk  at  age  35  is  perhaps  1  in  250,  at  age 
40,  1  in  100,  at  age  45,  approximately  1  in  45.  Some  women  sur- 
prised by  pregnancy  at  age  45  may  feel  that  they  are  not  willing 
to  take  that  more  than  2  percent  risk  of  having  a  child  with  Down's 
Syndrome  and  may  request  amniocentesis  to  determine  the  diagnosis. 
Obviously  the  great  majority  of  amniocentesis  done  for  this  reason 
at  this  age  will  show  a  perfectly  normal  fetus  as  far  as  Down's 
Syndrome  is  concerned  so  that  these  women  can  continue  their 
pregnancy  freed  of  that  particular  worry. 

When  a  women  has  had  a  child  with  Down's  Syndrome,  the  risk 
of  her  having  another  is  increased  even  though  Down's  Syndrome 
itself  is  not  hereditary  in  more  than  95  percent  of  cases.  Even  if  such 
a  women  is  in  her  middle  twenties  and  knows  that  the  chance  is 
very  small  indeed,  the  anxiety  and  uncertainty  may  be  sufficient  for 
her  to  wish  to  have  amniocentesis.  Again,  the  vast  majority  of  such 
fetuses  will  prove  to  be  normal,  but  the  relief  to  the  family  on 
knowing  this  during  the  fourth  month  of  pregnancy  more  than 
justifies   performance   of   the  test. 

In  approximately  5  percent  of  children  with  Down's  Syndrome, 
the  extra  chromosome  is  not  present  as  a  classical  trisomy,  but  is 
attached  to  another  chromosome.  This  is  called  a  translocation.  The 
translocation  form  of  Down's  Syndrome  can  be  hereditary.  If  it  is, 
examination  of  the  chromosomes  of  one  of  the  parents  will  show  that 
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the  abnormality  is  present  in  such  a  way  that  the  parent  himself 
does  not  have  Down's  Syndrome.  This  is  called  a  balanced  trans- 
location. Unfortunately,  the  possessor,  or  carrier,  of  the  balanced 
translocation  runs  a  very  high  risk  of  passing  on  that  translocation 
in  the  unbalanced  form ;  in  this  case,  translocation  Down's  Syndrome. 
Knowing  this,  many  parents  will  opt  for  amniocentesis.  These  are 
families  who  already  have  a  child  with  a  serious  chromosome  dis- 
order and  do  not  wish  to  have  another  one,  which  in  no  way 
detracts  from  their  love  for  the  child  that  they  already  have,  any 
more  than  my  husband's  and  my  decision  not  to  have  more  children 
implies  that  the  children  we  already  have  are  unloved  or  unwanted. 

The  chromosomes  in  the  fetal  cells,  then,  can  be  examined  for 
abnoi-malities  of  which  Down's  Syndrome  is  only  one  example.  As 
I  said  before,  all  the  known  chromosomal  abnormalities  can  be 
detected  prenatally,  and  detection  of  these  abnormalities  is  the 
most  common  reason  for  which  amniocentesis  for  prenatal  diagnosis 
is  performed,  approximately  three-fourths  of  all  amniocenteses  being 
done  for  this  purpose. 

The  cells  may  also  be  used  for  biochemical  tests  to  detect  meta- 
bolic disorders  that  I  have  already  alluded  to.  In  increasing  numbers 
of  such  conditions,  it  is  becoming  technically  feasible  to  make 
accurate  prenatal  diagnosis.  Most  of  these  conditions  consist  of 
a  defect  in  enzyme  production,  causing  a  metabolic  imbalance  which 
leads  to  accumulation  of  harmful  products  in  the  body.  Let  me 
again  take  Tay  Sach's  disease  as  an  example.  This  is  a  heredity  dis- 
order of  lipid  metabolism  in  which  lack  of  a  certain  enzyme  causes 
accumulation  in  the  brain  of  a  particular  chemical  substance.  It 
is  an  autosomal  recessive  disorder  which  affects  principally  Ash- 
kenazi  Jews,  and  it  is  estimated  that  one  in  40  Ashkenazi  Jews 
carries  this  gene.  A  child  born  with  this  disease  is  normal  at  birth, 
but  during  the  first  year  begins  to  deteriorate,  so  that  by  a  year  and 
a  half,  the  child  is  generally  blind,  deaf,  suffering  from  seizures, 
and  severe  retardation  and  spasticity.  Death  generally  occurs 
before  the  age  of  5.  The  enzyme  deficiency  which  causes  this  disease 
can  be  detected  in  the  fetal  cells  obtained  by  amniocentesis,  most 
accurately  if  the  cells  are  cultured  before  the  tests  are  made.  One 
error  in  diagnosis  reported  in  the  literature  was  due  to  testing 
the  cells  prior  to  culture,  which  is  not  now  recommended. 

I  have  appended  a  list  of  other  metabolic  disorders  which  I  will 
not  read,  which,  like  Tay  Sach's  disease,  are  due  to  an  enzyme 
abnormality.  All  of  them  are  rare,  all  of  them  are  tragic,  but  can  now 
be  detected,  and  then  prevented  by  termination  of  that  pregnancy 
should  the  parents  desire  it.  Obviously,  it  will  be  uncommon  for 
parents  to  request  amniocentesis  if  they  do  not  intend  to  have  the 
pregnancy  terminated  should  the  fetus  prove  to  be  affected, 

I  will  mention  one  more  group  of  conditions  in  which  prena- 
tal diagnosis  is  now  feasible.  I  have  referred  to  them  before;  these 
are  the  neural  tube  defects,  so  called  because  during  formation  of 
the  embryo,  the  neural  tube  which  normally  becomes  the  spinal 
cord  and  brain,  fails  to  develop  and  close  as  it  should.  At  one 
extreme  is  the  condition  of  anencephaly,  of  which  I  have  already 
spoken.  Spina  bifida,  or  open  spine,  is  another  neural  tube  abnor- 
mality in  which  the  child  is  born  with  a  defect  of  varying  severity, 
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which  may  cause  paralysis  of  the  lower  limbs  and  also  of  the  bowel 
and  bladder,  with  resulting  severe  physical  handicaps.  If  the  condi- 
tion is  accompanied  by  hydrocephalus,  or  accumulation  of  excessive 
amounts  of  fluid  in  the  head,  as  it  most  frequently  is,  there  may  also 
be  mental  handicap.  Although  there  is  much  that  can  be  done  for 
many  of  these  children,  the  defect  cannot  be  cured,  and  the  families' 
resources,  both  financial  and  inner,  may  be  taxed  to  the  uttermost. 
This  condition  is  not  inherited  in  the  classic  Mendelian  fashion, 
but  is  of  multifactorial  inheritance.  The  risk  of  recurrence  after 
one  child  is  probably  in  the  neighborhood  of  5  percent,  or  of  10 
percent  after  having  had  two  children  with  the  condition.  Recently, 
it  has  been  found  that,  where  a  fetus  has  anencephaly,  or  an  open 
spine,  there  are  increased  amounts  of  a  protein,  alpha-fetoprotein — 
AFP — in  the  amniotic  fluid.  Measurement  of  AFP  levels  in  fluid 
obtained  at  amniocentesis  permits  the  diagnosis  to  be  made  and 
the  pregnancy  terminated. 

At  the  present  time,  several  groups  can  be  identified  as  candidates 
for  prenatal  diagnosis  using  the  technique  of  amniocentesis.  They 
include:  (1)  Women  who  have  previously  had  a  child  with  a 
chromosome  disorder;  (2)  women  who  are  in  the  later  child-bearing 
years  and  run  an  increased  risk  of  having  a  child  with  a  chromosome 
abnormality  such  as  Down's  Syndrome;  (3)  women  who  them- 
selves, or  whose  husbands,  have  already  been  identiged  as  symptom- 
less carriers  of  a  chromosome  disorder;  (4)  women  who,  with  their 
husbands,  have  been  identified  as  carriers  of  certain  severe  meta- 
bolic disorders.  Such  identification  may  have  come  about  through 
the  previous  birth  of  an  affected  child,  or  through  screening  programs 
for  detection  of  such  carriers,  and  (5)  women  who  have  previously 
had  a  child  with  a  neural  tube  defect,  anencephaly  or  spina  bifida 
and  its  variations.  A  few  other  miscellaneous  conditions  could  be 
added  to  that  list,  such  as  conditions  in  which  the  sex  of  the  fetus 
determines  the  likelihood  of  its  being  affected.  Very  likely,  in  the 
near  future,  will  be  added  carriers  of  hemoglobin  abnormalities 
like  sickle  cell  anemia  and  thallassemia.  It  is  likely,  too,  that  accurate 
diagnosis  of  virus  infections  that  can  damage  the  fetus,  like  rubella 
— German  measles — will  be  possible. 

I  will  not  dwell  on  this,  since  it  is  not  a  genetic  disorder,  but 
until  very  recently,  when  a  pregnant  woman  contracted  rubella, 
all  one  could  do  was  give  her  an  approximate  risk  figure  for  the 
fetus  being  also  infected,  whereupon  the  woman  had  to  decide 
whether  or  not  this  was  a  risk  she  was  prepared  to  accept.  Many 
woman  elected  a  therapeutic  abortion,  and  though  many  affected 
fetuses  were  aborted,  doubtless  some  that  were  not  affected  were 
also  aborted.  A  recent  report  describing  the  accurate  diagnosis  of 
rubella  in  the  fetus  itself  again  has  the  potential  to  alter  the  risk 
figure  from  a  theoretical  one  to  an  actual  one  of  zero  or  100  percent. 

Let  me  re-emphasize  that  amniocentesis  is  a  very  precise  approach. 
A  very  specific  question  is  in  mind  when  this  procedure  is  done. 
The  question  is  not,  "Will  this  be  a  normal  child?"  but  "Does  this 
fetus  have  Down's  Syndrome  or  some  other  chromosome  anomaly?" 
or  "Does  this  fetus  have  the  specific  biochemical  abnormality  that 
will  cause  Tay  Sach's  disease?",  for  example.  This  is  not  a  shotgun 
approach  to  try  to  detect  whatever  diseases  we  can,  but  is  a  precise 
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tool  used  to  diagnose  the  particular  condition  for  which  that 
woman's  offspring  is  at  high  risk.  An  example  illustrates  this.  A 
woman  underwent  amniocentesis  for  prenatal  detection  of  possible 
Down's  Syndrome.  The  answer  was  that  the  fetus  did  not  have 
Down's  Syndrome.  This  diagnosis  was  correct,  but  it  turned  out 
after  the  baby  was  born  that  it  did  develop  a  biochemical  disorder 
of  a  severe  nature  which  itself  would  have  been  prenatally  diagnos- 
able  had  it  been  known  that  this  women  was  a  carrier  for  this 
disease.  That  particular  question  had  never  arisen,  and  so  was  not 
answered  by  amniocentesis,  appropriately. 

I  hope  I  have  given  you  an  adequate  impression  of  the  scope  of 
this  procedure,  and  also  its  limitations  in  relation  to  the  whole  field 
of  birth  defects.  Amniocentesis  is  not  entirely  without  its  risks  and 
complications,  though  in  competent  hands  it  has  proved  in  well 
over  2,000  cases  done  for  prenatal  detection  of  disease  to  be  a 
relatively  safe  procedure.  Please  remember  that  I  am  talking  about 
second  trimester  amniocentesis  done  for  preference  at  about  16 
weeks,  not  about  amniocentesis  done  in  the  third  trimester  for 
management  of  Rhesus  incompatibility,  which  incidentally  is  how 
the  technique  got  started.  Complications  of  amniocentesis  done  at  that 
time  of  pregnancy  are  rather  different  from  those  done  prior  to 
20  weeks. 

In  a  reveiw  of  over  1,600  amniocenteses,  there  were  19  com- 
plications occurring  within  the  2  weeks  following  amniocentesis. 
These  included  maternal  bleeding,  not  serious,  and  some  fetal 
deaths.  However,  not  all  the  complications  could  be  directly  attributed 
to  the  amniocentesis  itself.  There  were  19  cases  of  complications 
occurring  2  weeks  or  more  after  the  amniocentesis,  which  included 
a  number  of  spontaneous  abortions.  Again,  there  is  no  proof  that 
these  complications  were  in  fact  all  caused  by  the  amniocentesis. 

How  reliable  are  the  diagnosis  made  by  amniocentesis?  The  fact 
seems  to  be  emerging  that,  in  competent  centers,  where  the  best 
techniques  are  used  and  where  results  are  checked  and  rechecked, 
the  accuracy  of  diagnosis  is  now  approaching  100  percent.  There 
have  been  some  errors.  In  the  study  I  mentioned  of  over  1,600 
cases,  only  10  errors  came  to  light.  Seven  of  these  were  errors  in 
determining  the  sex  of  the  fetus,  and  were  explainable  on  the 
grounds  of  the  technique  used.  In  none  of  those  cases  was  the 
determination  of  the  sex  a  vital  part  of  the  diagnosis.  Of  the 
other  three  errors,  two  diagnosis  of  abnormality  were  made  which 
proved,  after  termination  of  the  pregnancy,  to  be  mistaken;  the 
fetuses  were  normal:  and  in  one  diagnosis,  already  referred  to, 
a  fetus  was  declared  not  to  have  Down's  Syndrome,  which  was 
correct,  but  the  infant  subsequently  developed  Hurler's  Syndrome, 
a  metabolic  disorder  which  was  not  looked  for. 

In  conclusion,  the  field  of  prenatal  diagnosis  is  a  new  one;  it 
has  all  happened  in  the  last  10  years  or  so.  The  techniques  are 
improving  all  the  time;  the  application  of  those  techniques  and 
the  potential  for  service  to  very  many  families  who  care  deeply 
about  the  children  that  they  bring  into  the  world  is  enormous. 
Most  of  all,  these  families,  whose  lives  have  already  been  touched 
by  a  child  with  a  serious,  perhaps  fatal  disease,  or  a  child  severely 
and  permanently  physically  or  mentally  handicapped,   have  been 
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given  an  additional  choice.  Previously,  many  of  them  would  have 
ejected  not  to  have  any  further  children.  Now,  they  may  have 
children  with  the  almost  certainty  that  the  child  will  be  healthy. 
The  parents'  right  to  the  benefits  of  this  free  choice  must  surely 
be  upheld. 

Statement  of  Jean  Mabgaeet  Hobbobin,  M.B.,  Ch.B.,  D.C.H.,  Assistant 
Pbofessob,  Depaetment  of  Pediatbics,  Univeesity  of  Minnesota 

Mr.  Chairman :  I  am  Dr.  Margaret  Horrobin.  I  have  been  a  physician  for  14 
years  and  have  practiced  pediatrics  exclusively  for  the  past  13  years.  I  am 
licensed  to  practice  in  the  United  Kingdom  and  in  the  State  of  Minnesota  and 
I  am  a  Board  certified  pediatrician.  I  have  been  on  the  faculty  in  the  Depart- 
ment of  Pediatrics  at  the  University  of  Minnesota  since  1965. 

My  particular  areas  of  pediatric  interest  are  in  growth  and  development, 
ambulatory  care,  and  birth  defects.  I  have  been  the  co-director  of  the  Birth 
Defects  Clinic  for  the  past  several  years  where  my  prime  interest  is  in  Down's 
Syndrome.  I  am  also  co-investigator  in  a  research  project  aimed  at  enhancing 
the  development  of  children  with  Down's  Syndrome.  From  this  springs  an 
interest  in  the  area  of  genetics  and  genetic  counseling  and  I  have  been  on 
the  Board  of  Directors  of  the  Minnesota  Human  Genetics  League  since  1970. 

My  subjects  today  are  genetic  counseling  and  the  rapidly  expanding  field 
of  pre-natal  diagnosis  of  genetic  defects.  I  speak  with  particular  concern  in 
light  of  the  Constitutional  Amendment  now  being  considered  which  would 
proscribe  abortion  and  thus  have  a  direct  effect  on  the  field  of  genetic  coun- 
seling and  pre-natal  detection  of  disorders  and  a  very  direct  effect  on  those 
families  in  which  genetic  disorders,  which  can  be  diagnosed  prenatally,  are 
present. 

In  the  past,  genetic  counseling  has  consisted  largely  of  assessing  the  risk 
for  a  particular  couple  of  having  a, child  with  a  known  condition.  The  over- 
whelming majority  of  people  requesting  genetic  counseling  have  been  those 
who  have  already  experienced  the  birth  of  a  child  with  a  particular  disease  or 
defect  and  who  are  understandably  very  concerned  about  future  pregnancies, 
wishing  to  know  what  is  the  likelihood  of  their  having  another  child  similarly 
affected. 

There  are  almost  2,000  conditions  which  are  inherited  according  to  the  well- 
understood  and  accepted  Mendelian  laws  of  inheritance.  Essentially  if  a  con- 
dition is  dominant,  it  requires  only  one  gene  from  either  parent  in  order  that 
the  child  be  affected.  An  example  of  this  is  the  familiar  condition  achondro- 
plastic  dwarfism  in  which  the  person  has  a  normal  sized  body  but  very  short 
limbs,  and  there  is  a  50%  chance  that  an  affected  parent  will  pass  on  that  par- 
ticular gene  to  his  offspring.  As  long  as  the  diagnosis  has  been  made  accurately 
in  dominant  disorders  there  is  no  difficulty  in  giving  the  family  a  risk  figure 
for  future  pregnancies.  In  recessive  disorders,  on  the  other  hand,  a  gene  from 
each  parent  is  required  in  order  for  the  child  to  be  affected.  The  parents  them- 
selves are  not  affected  and  may  be  totally  unaware  that  they  are  carrying  the 
gene  for  a  particular  condition  until  they  have  a  child  with  it.  An  example  of 
a  recessive  condition  is  Tay  Sach's  Disease,  a  degenerative  disease  of  the 
central  nervous  system  in  which  the  parents  are  carriers  of  the  defective  gene 
but  also  have  a  normal  one  to  counterbalance  it.  However,  in  passing  on  genes 
to  their  children,  there  is  a  25%  chance  with  each  pregnancy  that  the  child 
will  receive  the  defective  gene  from  each  parent  and  thus,  develop  Tay  Sach's 
Disease.  These  two  conditions  are  examples  of  classical  Mendelian  inheritance 
in  which  the  risk  is  definitely  known  and  can  be  clearly  stated  by  the  counselor. 
For  dominant  disorders  the  risk  for  each  pregnancy  is  50%  ;  for  recessive  dis- 
orders the  risk  for  each  pregnancy  is  25%. 

In  very  many  other  conditions,  however,  the  inheritance  pattern  is  not  so 
easily  predicted  and  many  other  factors  besides  genes  enter  into  play.  This  is 
so-called  multifactorial  inheritance  in  which  the  recurrence  risk  may  be  as 
high  as  5  or  10%  or  maybe  very  much  less. 

What  are  the  options  when  parents  are  given  a  high  risk  figure  for  future 
pregnancies?  They  may  either  have  more  children,  worrying  with  each  preg- 
nancy that  the  child  is  going  to  be  seriously  affected,  or  they  may  decide  not 
to  have  further  children  using  contraception  or  sterilization  to  ensure  this. 
Adoption  or  artificial  insemination  where  appropriate  were  the  only  ways  to 
increase  their  family  size.  However,  the  past  several  years  have  seen  the  de- 
velopment of  ways  to  increase  the  accuracy  of  risk  assessment.  If  one  were 
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able  to  diagnose  the  condition  of  concern  in  a  fetus  during  pregnancy  then 
one  could  tell  the  parents  that  the  risk  is  not  50%  or  25%,  but  is  100%,  that 
is,  the  fetus  has  the  condition ;  or  is  0%,  that  is.  the  fetus  is  unaffected.  This 
is  what  pre-natal  diagnosis  is  all  about.  It  provides  the  assurance  of  having 
unaffected  children  even  though  the  risk  of  having  affected  children  is  very 
high.  It  provides  a  couple  with  a  wider  range  of  choices.  Many  couples  who 
would  formerly  have  elected  not  to  have  further  children  now  will  elect  to  do 
so  provided  that  the  option  remains  open  to  them  of  having  a  pregnancy  ter- 
minated where  the  fetus  is  shown  to  be  affected  by  the  condition  in  question. 
The  effect  of  this  condition,  be  it  Tay  Sach's  Disease,  Down's  Syndrome,  Lesch- 
Nyhan's  Syndroms  or  whatever,  with  its  problems  and  heartbreaks  is  already 
known  only  too  well  by  the  parents. 

Let  me  say  a  word  about  the  present  scope  of  pre-natal  diagnosis,  lest  you 
go  away  with  the  impression  that  all  genetic  diseases  and  most  birth  defects 
can  be  detected  pre-natally  and  could  be  prevented  by  termination  of  preg- 
nancy. Not  so.  The  vast  majority  of  birth  defects  are  not  detectable  pre-natally 
at  the  present  time.  The  disorders  that  we  are  talking  about  in  this  context 
are  relatively  few,  though  are  increasing  in  number  and  are  generally  very 
severely  handicapping,  if  not  fatal.  Most  are  quite  uncommon  which  is  no  com- 
fort to  those  parents  who  have  a  child  with  such  a  disease.  At  the  present 
time,  we  have  the  competence  to  diagnose  pre-natally  all  the  known  chromo- 
somal abnormalities,  about  50  inherited  metabolic  diseases  in  which  severe 
mental  retardation  is  generally  one  feature,  and  comparatively  recently,  the 
congenital  neural  tube  defects  such  as  spina  bifida.  There  is  no  cure  for  any 
of  these  tragic  disorders  and  for  many  of  them,  there  is  no  effective  treatment. 
I  would  now  like  to  discuss  the  techniques  of  pre-natal  diagnosis  for  a  few 
minutes.  I  hope  it  has  been  made  clear  that  in  talking  about  pre-natal  diag- 
nosis, I  am  talking  about  diagnosis  at  a  time  in  pregnancy  at  which  abortion, 
if  desired,  can  be  performed.  Before  discussing  amniocentesis,  which  currently 
has  the  widest  application,  I  will  briefly  mention  two  other  methods.  Ultrasonic 
means  of  determining  the  size  of  the  fetal  head,  the  presence  of  twins  and  the 
exact  location  of  the  placenta  are  being  used  more  and  more  with  increasing 
accuracy  and  with  great  safety.  The  size  of  the  head  can  be  determined  readily 
by  the  16th  week  of  pregnancy  so  that  a  severe  abnormality  of  the  head,  such 
as  anencephaly,  where  the  cranium  and  brain  of  the  fetus  fail  to  develop, 
should  be  detectable  by  this  means. 

Direct  viewing  of  the  fetus  is  also  becoming  more  feasible  with  the  develop- 
ment of  increasingly  sophisticated  equipment.  In  fact,  a  fiberoptic  endoscope 
no  more  than  two  millimeters  in  size  has  been  used  to  inspect  the  fetus  directly 
by  inserting  it  into  the  amniotic  cavity  where  the  fetus  lies.  This  is  a  technique 
which  is  in  its  early  days  yet  and  further  developments  are  awaited,  but  it  is 
likely  that  certain  physical  abnormalities  that  are  not  as  yet  amenable  to 
prenatal  diagnosis  could  be  detected  this  way.  I  have  in  mind  abnormalities 
like  those  caused  by  unwitting  administration  of  certing  drugs  during  early 
pregnancy.  The  thalidomide  disaster  in  Europe  some  years  ago  is  an  example 
of  a  drug  causing  severe  physical  defects.  Under  direct  viewing,  sampling  of 
fetal  tissue  or  blood  very  likely  will  be  possible  for  use  in  diagnostic  tests. 

Now  I  will  talk  about  amniocentesis,  currently  the  most  important  technique 
for  pre-natal  diagnosis.  At  the  back  of  my  statement,  I  have  appended  a 
schematic  representation  of  the  process  of  amniocentesis.  As  you  will  see,  am- 
niocentesis consists  of  withdrawing  a  sample  of  the  amniotic  fluid  which  sur- 
rounds the  fetus  in  the  uterus  and  subjecting  the  fluid  or  the  cells  in  the  fluid 
to  certain  tests.  It  is  best  performed  at  about  16  weeks  from  the  first  day  of 
the  last  menstrual  period.  Ideally,  ultrasound  studies  for  localization  of  the 
placenta  and  diagnosis  of  multiple  pregnancy  should  be  done  before  amniocen- 
tesis in  order  to  avoid  the  risk  of  puncturing  the  placenta  with  the  needle.  In 
cases  of  multiple  pregnancy,  it  would  be  possible  to  obtain  amniotic  fluid  that 
pertained  only  to  one  of  the  fetuses  so  that  the  diagnosis  reached  would  apply 
only  to  that  one  fetus,  a  somewhat  esoteric  thought.  The  procedure  of  amnio- 
centesis is  performed  through  the  abdominal  wall :  under  local  anesthesia  a 
needle  is  inserted  into  the  womb  and  a  sample,  15-20  ml.  (V^  to  2/3  of  an 
ounce)  of  fluid  is  withdrawn.  The  total  amount  of  amniotic  fluid  at  this  time 
is  generally  between  150-250  ml.  (5-9  ounces)  so  that  the  removal  of  the 
sample  is  of  no  consequence.  The  sterile  amniotic  fluid  is  then  sent  to  the  lab- 
oratory where  it  is  centrifuged  and  the  portion  containing  cells  is  cultured. 
Cells  in  the  amniotic  fluid  at  this  time  in  pregnancy  are  derived  from  tlie 
fetus,  having  been  shed  from  the  skin  or  from  the  lining  of  the  respiratory 
tract.  The  cells  are  grown  in  a  suitable  medium  and  when  adequate  amounts 
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of  cultured  cells  are  available,  diagnostic  tests  can  be  performed.  This  usually 
requires  three  weeks  or  so  of  growth.  In  expert  hands,  approximately  95%  of 
specimens  from  am^iiocentesis  provide  useful  uncontaminated  amniotic  fluid 
and  cells  for  diagnostic  purposes.  In  the  remaining  5%,  the  procedure  may 
need  to  be  repeated.  The  cell  culture  is  satisfactory  in  the  best  tissue  culture 
laboratories  in  90-95%  of  cases.  Sometimes  the  cells  fail  to  grow  or  become 
contaminated  and  die.  I  say  this  to  emphasize  that  this  is  a  skilled  technique 
and  it  is  certainly  not  one  that  should  be  undertaken  by  every  small  hospital 
laboratory.  Though  it  is  possible  to  do  some  tests  on  the  fetal  cells  shed  directly 
into  the  amniotic  fluid  without  culturing  them  first,  this  is  not  the  generally 
preferred  technique  and  on  some  occasions,  error  has  arisen  through  the  use 
of  uncultured  amniotic  cells.  In  competent  centers  where  cultured  fetal  cells 
have  been  used,  the  accuracy  of  the  resulting  diagnoses  has  been  very  high 
indeed,  approaching  100%  in  fact. 

Let  me  take  a  few  examples  of  the  kinds  of  diagnoses  that  can  be  made  from 
the  fetal  cells.  First  chromosome  disorders,  all  of  which  are  associated  with 
physical  abnormalities  and  mental  retardation.  As  you  are  probably  aware, 
there  are  in  the  human,  23  pairs  of  chromosomes  in  each  living  cell.  Each 
chromosome  is  composed  of  many  thousands  of  genes.  One  pair  of  chromosomes 
is  responsible  for  determining  the  sex  of  the  person.  The  other  22  pairs  of 
chromosomes,  known  as  autosomes,  are  responsible  for  such  things  as  physical 
characteristics,  height,  hair  color,  eye  color,  and  also  establish  normal  bodily 
functions  by  determining  the  production  of  many  essential  enzymes  and  chemi- 
cal substances.  Individual  genes  are  not  visible  but  the  mass  of  genes  consti- 
tuting a  chromosome  is  visible  under  the  microscope  at  the  time  that  a  cell 
is  ready  to  divide.  Thus,  by  staining  the  chromosomes  suitably  and  examining 
them  at  the  time  that  they  are  visible,  abnormalities  of  number  or  form  can 
be  detected.  Such  a  one  is  Down's  Syndrome,  perhaps  more  familiar  to  some 
by  the  old  term  of  mongolism.  In  Down's  Syndrome,  there  is  an  extra  chromo- 
some. Instead  of  two  number  21  chromosomes,  there  are  three.  The  condition 
of  three  chromosomes  instead  of  a  pair  is  called  a  trisomy  and  so  Down's 
Syndrome  is  also  known  as  Trisomy  21.  Trisomies  of  other  chromosomes  also 
exist  and  can  be  diagnosed  pre-natally  but  are  much  less  common  than  Down's 
Syndrome  which  occurs  in  1  in  every  6  to  700  pregnancies  overall,  but  becomes 
much  more  frequent  as  a  woman  gets  older.  Whereas  the  risk  at  age  20  may  be 
1  in  2000,  the  risk  at  age  35  is  perhaps  1  in  250,  at  age  40  1  in  100,  and  at  age 
45,  approximately  1  in  45.  Some  women  surprised  by  pregnancy  at  age  45  may 
feel  that  they  are  not  willing  to  take  that  more  than  2%  risk  of  having  a 
child  with  Down's  Syndrome  and  may  request  amniocentesis  to  determine  the 
diagnosis.  Obviously  the  great  majority  of  amniocenteses  done  for  this  reason 
at  this  age  will  show  a  perfectly  normal  fetus  as  far  as  Down's  Syndrome  is 
concerned  so  that  these  women  can  continue  their  pregnancy  freed  of  that 
particular  worry. 

When  a  woman  has  had  a  child  with  Down's  Syndrome,  the  risk  of  her  hav- 
ing another  is  increased  even  though  Down's  Syndrome  itself  is  not  hereditary 
in  more  than  95%  of  cases.  Even  if  such  a  woman  is  in  her  middle  20's  and 
knows  that  the  chance  is  very  small  indeed,  the  anxiety  and  uncertainty  may 
be  sufficient  for  her  to  wish  to  have  amniocentesis.  Again,  the  vast  majority 
of  such  fetuses  will  prove  to  be  normal  but  the  relief  to  the  family  on  knowing 
this  during  the  fourth  months  of  pregnancy  more  than  justifies  performance 
of  the  test.  In  approximately  5%  of  children  with  Down's  Syndrome,  the  extra 
chromosome  is  not  present  as  a  classical  trisomy,  but  is  attached  to  another 
chromosome.  This  is  called  a  translocation.  The  translocation  form  of  Down's 
Syndrome  can  be  hereditary.  If  it  is,  examination  of  the  chromosomes  of  one 
of  the  parents  will  show  that  the  abnormality  is  present  in  such  a  way  that 
the  parent  himself  does  not  have  Down's  Syndrome.  This  is  called  a  balanced 
translocation.  Unfortunately  the  possessor,  or  carrier,  of  the  balanced  trans- 
location runs  a  very  high  risk  of  passing  on  that  translocation  to  the  next 
generation  in  the  unbalanced  form,  in  this  case,  translocation  Down's  Syn- 
drome. Knowing  this,  many  parents  will  opt  for  amniocentesis.  These  are  fam- 
ilies who  already  have  a  child  with  a  serious  chromosome  disorder  and  do  not 
wish  to  have  another  one,  which  in  no  way  detracts  from  their  love  for  the 
child  that  they  already  have,  any  more  than  my  husband's  and  my  decision  not 
to  have  more  children  implies  that  the  children  we  already  have  are  unloved  or 
unwanted. 

The  chromosomes  in  the  fetal  cells  then,  can  be  examined  for  abnormalities 
of  which  Down's  Syndrome  is  only  one  example.  As  I  said  before,  all  the  known 
chromosomal  abnormalities  can  be  detected  pre-natally,  and  detection  of  these 
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abnormalities  is  the  most  common  reason  for  which  amniocentesis  for  prenatal 
diagnosis  is  performed,  approximately  %  of  all  amniocenteses  being  done  for 
this  purpose. 

The  cells  may  also  be  used  for  biochemical  tests  to  detect  metabolic  dis- 
orders that  I  have  already  alluded  to.  In  increasing  numbers  of  such  conditions 
it  is  becoming  technically  feasible  to  make  accurate  pre-natal  diagnoses.  Most  of 
these  conditions  consist  of  a  defect  in  enzyme  production  causing  a  metabolic 
imbalance  which  leads  to  accumulation  of  harmful  products  in  the  body.  Let 
me  again  take  Tay  Sach's  disease  as  an  example.  This  is  a  hereditary  disorder 
of  lipid  metabolism  in  which  lack  of  a  certain  enzyme  causes  accumulation 
in  the  brain  of  a  particular  chemical  substance.  It  is  an  autosomal  recessive 
disorder  which  affects  principally  Ashkenazi  Jews,  and  it  is  estimated  that  one 
in  40  Ashkenazi  Jews  carries  this  gene.  A  child  born  with  this  disease  is  nor- 
mal at  birth  but  during  the  first  year  begins  to  deteriorate,  so  that  by  a  year 
and  a  half,  the  child  is  generally  blind,  deaf,  suffering  from  seizures,  and 
severe  retardation  and  spasticity.  Death  generally  occurs  before  the  age  of  5. 
The  enzyme  deficiency  which  causes  this  disease  can  be  detected  in  the  fetal 
cells  obtained  by  amniocentesis,  most  accurately  if  the  cells  are  cultured  before 
the  tests  are  made.  One  error  in  diagnosis  reported  in  the  literature  was  due 
to  testing  the  cells  prior  to  culture  which  is  not  now  recommended. 

I  have  appended  a  list  of  other  metabolic  disorders  which  I  will  not  read, 
which,  like  Tay  Sach's  disease,  are  due  to  an  enzyme  abnormality.  All  of  them 
are  rare,  all  of  them  are  tragic,  but  can  now  be  detected,  and  then  prevented 
by  termination  of  that  pregnancy  should  the  parents  desire  it.  Obviously  it 
will  be  uncommon  for  parents  to  request  amnocentesis  if  they  do  not  intend  to 
have  the  pregnancy  terminated  should  the  fetus  prove  to  be  affected. 

I  will  mention  one  more  group  of  conditions  in  which  pre-natal  diagnosis  is 
now  feasible.  I  have  referred  to  them  before,  these  are  the  neural  tube  defects, 
so  called  because  during  formation  of  the  embryo  the  neural  tube  which  nor- 
mally becomes  the  spinal  cord  and  brain  fails  to  develop  and  close  as  it  should. 
At  one  extreme  is  the  condition  of  anencephaly  of  which  I  have  already 
spoken.  Spina  bifida,  or  open  spine,  is  another  neural  tube  abnormality  in  which 
the  child  is  born  with  a  defect  of  varying  severity  which  may  cause  paralysis 
of  the  lower  limbs  and  also  of  the  bowel  and  bladder,  with  resulting  severe 
physical  handicaps.  If  the  condition  is  accompanied  by  hydrocephalus,  or  ac- 
cumulation of  excessive  amounts  of  fluid  in  the  head,  as  it  most  frequently  is, 
there  may  also  be  mental  handicap.  Although  there  is  much  that  can  be  done 
for  many  of  these  children,  the  defect  cannot  be  cured  and  the  families'  re- 
sources, both  financial  and  inner,  may  be  taxed  to  the  uttermost.  This  condition 
is  not  inherited  in  the  classic  Mendelian  fashion  but  is  of  multifactorial  in- 
heritance. The  risk  of  recurrence  after  one  child  is  probably  in  the  neighbor- 
hood of  5%,  or  of  10%  after  having  had  two  children  with  the  condition.  Re- 
cently it  has  been  found  that,  where  a  fetus  has  anencephaly  or  an  open  spine, 
there  are  increased  amounts  of  a  protin,  afetoprotein  (AFP),  in  the  amniotic 
fluid.  Measurement  of  AFP  levels  in  fluid  obtained  at  amniocentesis  permits 
the  diagnosis  to  be  made  and  the  pregnancy  terminated. 

At  the  present  time,  several  groups  can  be  identified  as  candidates  for  pre- 
natal diagnosis  using  the  technique  of  amniocentesis.  They  include  (1)  women 
who  have  previously  had  a  child  with  a  chromosome  disorder;  (2)  women  who 
are  in  the  later  child-bearing  years  and  run  an  increased  risk  of  having  a 
child  with  a  chromosome  abnormality  such  as  Down's  Syndrome;  (3)  women 
who  themselves,  or  whose  husbands,  have  already  been  identified  as  symptom- 
less carriers  of  a  chromosome  disorder;  (4)  women  who,  with  their  husbands, 
have  been  identified  as  carriers  of  certain  severe  metabolic  disorders.  Such 
identification  may  have  come  about  through  the  previous  birth  of  an  affected 
child  or  through  screening  programs  for  detection  of  such  carriers,  and  (5) 
women  who  have  previously  had  a  child  with  a  neural  tube  defect,  anencephaly 
or  spina  bifida  and  its  variations.  A  few  other  miscellaneous  conditions  could 
be  added  to  that  list,  such  as  conditions  in  which  the  sex  of  the  fetus  determines 
the  likelihood  of  its  being  affected.  Very  likely  in  the  near  future  will  be 
added  carriers  of  hemoglobin  abnormalities  like  sickle  cell  anemia  and  thal- 
lassemia.  It  is  likely  too  that  accurate  diagnosis  of  virus  infections  that  can 
damage  the  fetus,  like  rubella  (German  measles)  will  be  possible.  I  will  not 
dwell  on  this  since  it  is  not  a  genetic  disorder  but,  until  very  recently,  when 
a  pregnant  woman  contracted  rubella,  all  one  could  do  was  give  her  an  ap- 
proximate risk  figure  for  the  fetus  being  also  infected,  whereupon  the  woman 
had  to  decide  whether  or  not  this  was  a  risk  she  was  prepared  to  accept. 
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Many  women  elected  a  therapeutic  abortion  and  though  many  affected  fetuses 
were  aborted,  doubtless  some  that  were  not  affected  were  also  aborted.  A  recent 
report  describing  the  accurate  diagnosis  of  rubeUa  in  the  fetus  itself  again  has 
the  potential  to  alter  the  risk  figure  from  a  theoretical  one  to  an  actual  one  of 
zero  or  100%. 

Let  me  re-emphasize  that  amniocentesis  is  a  very  precise  approach.  A  very 
specific  question  is  in  mind  when  this  procedure  is  done.  The  question  is  not, 
"Will  this  be  a  normal  child?"  but  "Does  this  fetus  have  Down's  Syndrome  or 
some  other  chromosome  anomaly?"  or  "Does  this  fetus  have  the  specific  bio- 
chemical abnormality  that  will  cause  Tay  Saeh's  Disease?"  for  example.  This  is 
not  a  shotgun  approach  to  try  to  detect  whatever  diseases  we  can,  but  is  a 
precise  tool  used  to  diagnose  the  particular  condition  for  which  that  woman's 
offspring  is  at  high  risk.  An  example  illustrates  this.  A  woman  underwent  am- 
niocentesis for  pre-natal  detection  of  possible  Down's  Syndrome.  The  answer 
was  that  the  fetus  did  not  have  Down's  Syndrome.  This  diagnosis  was  correct, 
but  it  turned  out  after  the  baby  was  born  that  it  did  develop  a  biochemical 
disorder  of  a  severe  nature  which  itself  would  have  been  pre-natally  diag- 
nosable  had  it  been  known  that  this  woman  was  a  carrier  for  this  disease.  That 
particular  question  had  never  arisen  and  so  was  not  answered  by  amniocen- 
tesis, appropriately. 

I  hope  I  have  given  you  an  adequate  impression  of  the  scope  of  this  proce- 
dure and  also  its  limitations  in  relation  to  the  whole  field  of  birth  defects.  Am- 
niocentesis is  not  entirely  without  its  risks  and  complications,  though  in  com- 
petent hands  it  has  proved  in  well  over  2000  cases  done  for  pre-natal  detection 
of  disease  to  be  a  relatively  safe  procedure.  Please  remember  that  I  am  talking 
about  second  trimester  amniocentesis  done  for  preference  at  about  16  weeks, 
not  about  amniocentesis  done  in  the  third  trimester  for  management  of  Rhesus 
incompatibility,  which  incidentally  is  how  the  technique  got  started.  Compli- 
cations of  amniocentesis  done  at  that  time  of  pregnancy  are  rather  different 
from  those  done  prior  to  20  weeks. 

In  a  review  of  over  1600  amniocenteses  there  were  19  complications  occurr;ing 
within  the  2  weeks  following  amniocentesis.  These  included  maternal  bleeding, 
not  serious,  and  some  fetal  deaths.  However,  not  all  the  complications  could  be 
directly  attributed  to  the  amniocentesis  itself.  There  were  19  cases  of  com- 
plications occurring  2  weeks  or  more  after  the  amniocentesis  which  included 
a  number  of  spontaneous  abortions.  Again,  there  is  no  proof  that  these  compli- 
cations were  in  fact  all  caused  by  the  amniocentesis. 

How  reliable  are  the  diagnoses  made  by  amniocentesis?  The  fact  seems  to 
be  emerging  that,  in  competent  centers,  where  the  best  techniques  are  used  and 
where  results  are  checked  and  rechecked,  the  accuracy  of  diagnosis  is  now  ap- 
proaching 100%.  There  have  been  some  errors.  In  the  study  I  mentioned  of 
over  1600  cases,  only  10  errors  came  to  light,  7  of  these  were  errors  in  determin- 
ing the  sex  of  the  fetus  and  were  explainable  on  the  grounds  of  the  technique 
used.  In  none  of  those  cases  was  the  determination  of  the  sex  a  vital  part  of 
the  diagnosis.  Of  the  other  3  errors,  2  diagnoses  of  abnormality  were  made 
which  proved  after  termination  of  the  pregnancy  to  be  mistaken,  the  fetuses 
were  normal,  and  in  1  diagnosis,  already  referred  to,  a  fetus  was  declared  not 
to  have  Down's  Syndrome,  which  was  correct,  but  the  infant  subsequently 
developed  Hurler's  Syndrome,  a  metabolic  disorder  which  was  not  looked  for. 

In  conclusion,  the  field  of  pre-natal  diagnosis  is  a  new  one,  it  has  all  hap- 
pened in  the  last  10  years  or  so.  The  techniques  are  improving  all  the  time ; 
the  application  of  those  techniques  and  the  potential  for  service  to  very  many 
families  who  care  deeply  about  the  children  that  they  bring  into  the  world  is 
enormous.  Most  of  all,  these  families,  whose  lives  have  already  been  touched 
by  a  child  with  a  serious,  perhaps  fatal,  disease,  or  a  child  severely  and  per- 
manently physically  or  mentally  handicapped,  have  been  given  an  additional 
choice.  Previously  many  of  them  would  have  elected  not  to  have  any  further 
children.  Now  they  may  have  children  with  the  almost  certainty  that  the  child 
will  be  healthy.  The  parents'  right  to  the  benefits  of  this  free  choice  must 
surely  be  upheld. 
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Metabolic  disorders  already  diagnosed  prenatally 


Condition 


Enzyme  deficiency 


iVIetachromatic  Arylsulfatase  A. 

lencodystrophy. 
Fabry's  disease Ceramidetrihexoside 

galactosidase. 

Gaucher's  disease.. ^-Glucosidase. 

Gangliosidosis 0-Galactosidase. 

Tay  Sachs  disease Hexosaminidase  A. 

Sandoff's  disease Hexosaminidase  A  and  B. 

Krabbe's  disease Galactocerebroslde 

-galactosidase. 

Niemann  Pick  disease.. Sphingomyelinase. 

Hurler's  syndrome a-L-lduronidase. 

Hunters  syndrome 

IVIaple  sugar  urine  disease...  Branched  chaint  ketoacid 

decarboxylase. 
Methylamalonic  aciduria Methyl  malonyl  CoA 

isomerase. 


Condition 


Enzyme  deficiency 


Galactosemia Galactose-1-P  uridyl 

transferanse. 

Pompe's  disease -1,  4-  glucosidase. 

Arglnlnosuccinlc  aciduria Arginlnosucclnase. 

Citrulllnemia Arglninosucclnic  acid 

Synthetase. 

Cystathioninuria Cystathlonase. 

Cystlnosis 

Homocystinuria cystothlonine  Synthetase. 

Hyperammonemia,  type  2 Ornithine  carbamyl  trans- 
ferase. 

Ornithine  a  ketoacid  Ornithine  -ketoacid 

transaminase  deficiency.  transaminase. 

Propionic  acidemia Proplonyl  Co  A  carboxylase. 

Icell  disease 

Lepch-Nyhan  Syndrome Xanthine  guanine  -P- 

transferase. 


OTHEE  METABOLIC  DISOBDEBS  DIAQNOSABLE  PBENATALLY 

Glycogen  storage  disease,  type  3  and  4 

Fucosidosis 

Farbers'  disease 

Lactosyl  ceramidosis 

Refsum's  disease 

Sanfilippo  syndrome 

Scheie's  syndrome 

Maroteaux — Lamy  syndrome 

Cystinuria 

Hartnup's  disease 

Histidinemia 

Hypervalinenemia 

Adrenogenital  syndrome 

Senator  Bath.  Doctor,  I  appreciate  your  taking  the  time  to  let 
us  have  the  benefit  of  your  significant  expertise. 

The  fact  that  medical  science  has  been  able  to  explore  and  discover 
these  abnormalities  is  most  impressive.  We  are  here,  of  course, 
specifically  to  study  the  wisdom  of  amending  the  Constitution  in 
the  area  of  abortion.  I  think  we  also  have  an  obligation  as  legislators 
and  concerned  citizens  to  look  for  other  ways  which  certain  of 
the  problems  raised  here  can  be  dealt  with  more  effectively. 

You  point  out  on  page  12  of  your  statement  a  list  of  five  cate- 
gories of  candidates  for  prenatal  diagnosis  utilizing  the  technique  of 
amniocentesis. 

To  what  extent  is  it  possible  in  those  categories,  or  in  isolated 
cases  that  may  not  fall  in  these  categories,  to  make  the  assessment 
that  the  problem  exists  prior  to  pregnancy,  and  what  obligation 
does  a  parent  have  of  taking  steps  to  prevent  pregnancy  rather 
than  abort  the  fetus? 

Dr.  HoRROBiN.  As  I  indicated,  many  of  these  conditions  come  to 
light  because  of  the  birth  of  a  defective  child.  If  a  condition  is 
inherited,  the  parents  have  had  an  affected  child  and  want  to  know 
what  is  the  chance  of  having  another  affected  child,  and  provided 
the  condition  is  inherited  according  to  some  well-recognized  pattern, 
we  can  give  them  an  accurate  figure  of  20  percent,  25  percent,  say, 
in  Tay-Sachs  disease,  where  they  may  properly  decide  that  that 
is  a  risk  that  is  too  high  for  them  to  take,  and  they  decide  not 
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to  have  any  further  pregnancies.  That  is  fine;  that  is  their  choice. 

There  are  people  who  would  not  wish  to  take  any  means  to 
prevent  pregnancies,  who  would  never  undergo  amniocentesis,  because 
it  would  be  alien  to  their  philosophy.  Those  parents  will  continue 
to  run  that  risk  and  continue  to  run  the  risk  of  producing  defective 
children. 

Then  there  is  the  other  group  of  parents  who  would  like  to  have 
more  of  their  own  children  if  they  could  but  do  not  want  to 
produce  any  more  children  with  the  particular  condition  that  their 
first  child  already  has.  Amniocentesis  is  just  giving  them  an  extra 
choice.  It  does  not  change  the  prediction,  it  does  not  change  their 
genes,  it  does  not  prevent  them  from  carrying  the  disorder.  It  just 
prevents  another  child  from  being  affected  by  the  disorder. 

I  certainly  think  that  not  having  any  further  pregnancies  is 
one  choice  that  should  be  available.  That  is  the  only  choice  that 
is  currently  available  or  would  be  currently  available  were  abortion 
proscribed.  They  already  have  that  choice  of  not  having  further 
children.  Some  parents  would  like  to  have  a  wider  range  of  choices. 

Senator  Bath.  With  the  Tay-Sachs  problem,  I  recall  you  men- 
tioned the  probability  of  another  child  would,  with  the  trait  in 
some  instances  as  high  as  50  percent? 

Dr.  HoRROBiN.  For  Tay-Sachs  disease,  25  percent.  It  is  a  recessive 
disorder.  Most  of  the  dominant  disorders  the  risk  at  50  percent  are 
not  prenatally  detectable.  Likely  some  of  them  will  be,  but  at  the 
present  time  I  can  only  think  of  one  that  is  prenatally  detectable. 

Senator  Bath.  Perhaps  it  is  possible  to  have  a  specific  answer. 
We  are  always  looking  for  probabilities  and  possibilities,  realizing 
that  when  you  are  talking  about  life  or  death  or  abnormalities  of 
the  newborn  baby,  we  do  not  like  to  make  judgments  based  on  the 
spinning  of  a  wheel  or  mathematic  calculations. 

But  if  one  were  to  take  all  the  babies  born  in  the  United  States, 
what  percentage  of  those  would  have  abnormalities  that  could  be 
detected  by  various  kinds  of  prenatal  diagnosis? 

Dr.  HoRROBiN.  I  do  not  think  I  can  give  you  a  specific  figure. 
Chromosome  abnormalities  affect  maybe  1  in  200  by  our  evidence, 
which  does  not  mean  that  they  would  be  all  prenatally  detectable, 
because  many  of  those  would  occur  with  people  that  are  not  high 
risks.  For  example,  an  18 -year-old  woman  having  a  baby  is  unlikely 
to  have  a  routine  amniocentesis  for  prenatal  detection  of  Down's 
syndrome  is  so  low  that  one  would  not  even  consider  it. 

But  she  has  a  risk.  The  youngest  mother  I  saw  who  had  a  baby 
with  Down's  syndrome  was  16  years  old.  Her  risk  was  phenomenally 
small,  but  it  happened.  That  was  not  a  birth  that  could  have  been 
prevented  by  amniocentesis,  because  this  woman  did  not  fall  into 
any  of  the  categories  for  offering  that  service  to  her. 

The  biochemical  disorders  that  are  referred  to  are  also  very 
uncommon.  So  if  you  put  all  of  these  conditions  as  a  percentage 
of  births  they  would  be  very  much  less  than  1  percent,  which  sounds 
very  small,  except  to  the  people  who  have  them. 

Senator  Bath.  I  guess  that  is  why  I  pointed  out  that  public  policy 
cannot  and  should  not  be  formulated,  solely  on  the  basis  of  the 
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number  of  people  affected,  because  these  problems  are  very  signifi- 
cant to  those  personally  involved. 

How  much  less  than  1  percent,  if  I  may  pursue  that? 

Dr.  HoRROBiN.  The  chromosome  abnormalities  are  1  in  200.  Bio- 
chemical abnormalities,  the  incidence  of  each  of  those  would  be  one  in 
several  thousand.  They  would  occur  one  in  every  several  thousand 
births.  If  you  added  those  up,  they  would  still  be  in  total,  would 
probably  be  half  of  1  percent,  would  be  much  less  than  1  percent. 
But  that  would  only  be  if  amniocentesis  were  compulsory  for  every 
pregnancy  and  we  did  all  the  tests  to  look  for  all  the  possible 
conditions,  which  is  unthinkable. 

Senator  Bath.  I  do  not  want  to  pursue  this  any  further  now, 
but  we  would  appreciate  it  if  you  could,  after  you  have  had  a  chance 
to  think  about  it,  give  us  a  more  definitive  figure.  When  you  talk 
about  one  in  several  thousand  births,  that  is  much  less  significant 
than  when  you  talk  about  1  out  of  every  200.  You  as  an  expert  know 
exactly  what  you  are  talking  about  when  you  say  1  out  of  200;  it 
is  in  reference  to  specific  types  of  abnormalities. 

What  I  would  like  to  know  is  this.  In  the  general  population  of 
thousands  of  new  births,  how  many  are  going  to  have  various  genetic 
disorders,  and  how  many  would  be  detectable,  if,  indeed,  these 
various  sophisticated  techniques  were  used? 

Dr.  HoRROBiN.  It  would  perhaps  be  more  interpretable  if,  instead 
of  giving  you  a  percentage,  I  could  give  you  a  list  of  how  many 
children  are  affected,  how  many  babies  are  born  with  a  particular 
condition  in  the  United  States  each  year. 

Senator  Bath.  We  do  not  need  that  now,  but  I  would  like  to  know 
what  the  problem  is  nationwide,  recognizing  that  in  this  area  you  get 
right  down  to  one  family,  and  it  is  the  most  important  thing  in  the 
world  if  it  is  my  family.  And  it  is  sort  of  meaningless  to  look  at  all 
the  probabilities  if,  indeed,  it  is  in  your  own  crib. 

Dr.  HoRROBiN.  Right. 

Senator  Bath.  Do  we  need  to  do  more  research  in  this  area? 

Is  the  Government  doing  as  much  as  it  can? 

Dr.  HoRROBiN.  There  is  never  enough  money  being  spent  on  med- 
ical research.  There  is  a  lot  of  research  going  on  currently  in  terms 
of  delineating  the  exact  biochemical  disturbance  in  a  lot  of  disorders 
that  we  have  previously  known  about.  There  are  many  conditions 
that  we  know  well  are  metabolic  disorders,  but  as  yet  we  do  not  have 
the  techniques  to  diagnose  them  prenatally. 

For  example,  a  condition  of  severe  mental  retardation  can  be  al- 
leviated somewhat  by  a  special  diet  if  the  diagnosis  is  made  early 
enough.  It  does  seem  to  help  as  far  as  mental  retardation  is  con- 
cerned. That  condition  is  not  yet  diagnosable  prenatally,  but  it  will 
be  because  the  exact  biochemical  disorder  is  known.  It  is  just  a  matter 
of  refining  the  technique  for  recognizing  the  particular  enzyme  in 
the  amniotic  fluid. 

Research  is  certainly  going  on  in  this  field.  And  in  many  of  the 
labs  around  the  country,  there  is  a  lot  of  activity  in  this  area.  Not 
that  the  research  is  near  complete ;  they  are  adequately  funded,  how- 
ever. 
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Senator  Bath.  Can  you  foresee  the  day  when,  either  by  biochemical 
means  or  amniocentesis,  detection  will  become  generally  available 
where  it  had  normally  been  unavailable  ? 

Dr.  HoKROBiN.  Routinely  in  pregnancy,  do  you  mean? 

Senator  Bath.  Yes. 

Dr.  HoRKOBiN.  I  do  not  think  it  would  be  routine,  except  in  groups 
of  high  risks,  for  example,  the  older  woman.  There  are  certain  places 
in  the  country  where  amniocentesis  is  currently  being  routinely  of- 
fered to  women  over  40  because  of  their  higher  risk  of  having  a  child 
with  a  chromosome  disorder,  not  only  Down's  syndrome  but  some 
of  the  other  chromosome  disorders  also  having  a  high  incidence  in 
maternal  age.  Certainly,  as  some  screening  programs  become  more 
common,  such  as  screening  programs  for  detection  of  the  carriers  of 
Tay-Sachs  disease,  then  amniocentesis  will  be  offered  routinely  to 
people  who  are  known  to  be  of  high  risk.  But  at  least  at  the  present 
time,  I  do  not  see  it  ever  being  used  like  you  go  into  the  doctor's 
office  and  have  your  blood  pressure  taken  routinely  during  pregnancy. 
I  do  not  see  amniocentesis  being  done  routinely  during  pregnancy. 

Senator  Bath.  Is  it  now  possible  for  women  and  men  that  fall  in 
the  high-risk  category  to  take  advantage  of  the  scientific  testing  that 
is  now  available,  or  does  it  cost? 

Dr.  HoRROBiN.  It  is  expensive,  and  it  would  depend  on  what  dis- 
ease you  are  looking  for. 

Senator  Bath.  How  expensive? 

Dr.  HoRROBiN.  Currently  at  our  hospital,  the  cost  for  amniocentesis 
looking  for  a  chromosome  disorder  will  come  out  probably  in  the 
neighborhood  of  $200. 

Senator  Bath.  One  chromosome  disorder? 

Dr.  HoRROBiN.  Yes ;  you  are  always  asking  a  speciJBc  question.  You 
are  not  looking  for  a  whole  range  of  things;  you  are  saying,  would 
this  child  have  Down's  syndrome,  does  this  fetus  have  Down's  syn- 
drome ?  That  will  come  out  in  the  neighborhood  of  probably  $200. 

It  probably  does  not  need  to  be  that  expensive,  but  anything  that 
is  new  obviously  costs  more  than  when  the  process  becomes  a  little 
more  streamlined.  Some  of  the  rare  biochemical  disorders  I  expect 
that  the  cost  of  amniocentesis  would  be  less  at  the  current  time,  be- 
cause many  of  these  tests  are  being  done  in  research  labs,  and  the 
investigators  have  absorbed  the  cost  of  the  procedure  from  their 
research  funds,  because  it  would  be  prohibitive,  probably,  to  do  it 
at  market  value,  whatever  that  would  be.  These  are  expensive  tests 
and  time-consuming  tests. 

Senator  Bath.  Let  us  assume  a  hypothetical  situation.  Recognizing 
that  probably  for  most  families  the  cost  would  be  prohibitive,  if  a 
mother  and  father  were  extremely  concerned  about  the  possibility 
of  a  prenatal  malfunction — let  us  suppose  they  were  later  on  in  life — 
would  it  be  possible  to  get  tests  prior  to  pregnancy  from  the  pros- 
pective parents  ?  Say,  a  shopping  list :  Here  are  five  genetic  disorders ; 
could  you  please  check  the  possibility? 

Dr.  HoRROBiN.  If  you  would  take  those  conditions  that  increase  in 
incidence  with  increasing  age,  you  would  be  considering  then  pretty 
much  the  chromosome  disorders.  You  could  only  detect  those  con- 
ditions during  pregnancy,  because  these  are  not  the  hereditary  type. 
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There  are  two  types  of  Down's  syndrome,  hereditary  and  non- 
hereditary.  The  nonhereditary  type  is  the  type  that  increases  in  inci- 
dence as  the  woman  gets  older.  So,  in  other  words,  testing  her  does 
not  help.  It  is  only  where  the  condition  is  hereditary  and  she  is  carry- 
ing, or  her  husband  is  carrying,  the  chromosome  disorder  in  a  bal- 
anced fashion  that  does  not  show  up.  Those  are  the  only  kinds  that 
you  can  detect  by  testing  the  parent. 

I  do  not  know  if  I  have  made  myself  clear. 

Senator  Bath.  Is  it  possible  in  pregnancy  to  test  for  several 
genetic  malfunctions  ? 

Dr.  HoRROBiN.  It  would  be  theoretically  possible  to  use  amniocentesis 
in  a  blunderbuss  approach.  Here  is  sample;  test  it  for  every  disease 
that  it  is  testable  for. 

Senator  Bath.  Could  that  be  done  without  whatever  the  procedure 
is  to  draw  the  fluid  to  be  done  several  times,  one  procedure? 

Dr.  HoRROBiN.  If  you  took  enough  fluid  the  first  time,  you  could 
probably,  but  the  cost  would  be  prohibitive,  I  think,  of  running  all 
the  different  biochemical  tests.  The  return  on  it  would  be  very  small. 
If  you  just  tested  for  every  disease  you  could  think  of,  the  number  of 
positives  will  come  out  so  small  that  the  test  would — the  whole  pro- 
cedure might  fall  into  disrepute,  which  some  of  the  screening  pro- 
grams have  done. 

There  are  some  States  that  have  laws  about  screening.  For  example, 
screening  newborn  infants ;  the  return  on  those  tests  is  terribly  small, 
which  makes  the  cost  of  such  a  program  in  terms  of  prevention  or 
alleviation  of  disease  very  high.  There  are  other  conditions  that  are 
much  more  common  that  could  be  detected  a  lot  easier.  It  just  de- 
pends on  who  is  enthusiastic  about  what  at  the  time  that  the  law  is 
passed. 

Senator  Bath.  The  return  is  very  small? 

Dr.  HoRROBiN.  It  is  very  small  unless  it  is  your  child. 

Senator  Bath.  Unless  it  is  your  child. 

Dr.  HoRROBiN.  Right.  Then  whatever  the  program  costs,  you  would 
be  happy. 

Senator  Bath.  You  mentioned  that  these  tests,  most  of  them  are 
conducted  in  the  16th  week  of  pregnancy. 

Dr.  HoRROBiN.  The  16th  or  thereabouts. 

Senator  Bath.  Is  it  possible  to  make  this  diagnosis  earlier? 

Dr.  HoRROBiN.  You  cannot  do  it  until  there  is  enough  amniotic 
fluid  to  get.  There  are  appreciable  amounts  of  amniotic  fluid  from 
about  12  weeks,  but  it  is  very  hard  to  get  into  the  uterus  and  into  the 
amniotic  cavity  at  12  weeks  with  a  needle  and  draw  off  enough  fluid 
to  do  tests.  It  has  been  that  16  weeks  is  about  the  time. 

Sometimes  it  can  be  done  earlier ;  sometimes  it  can  be  done  as  early 
as  14  weeks.  It  is  really  a  matter  of  just  having  the  uterus  large 
enough  with  enough  amniotic  fluid  to  be  able  to  go  in  there  with  a 
needle  and  get  it  out. 

Senator  Bath.  You  say  that  the  reliability  of  these  tests  is  very 
close  to  100  percent. 

Dr.  HoRROBiN.  It  is  getting  that  close.  I  want  to  be  very  honest 
about  this.  There  have  been  mistakes  in  diagnosis  made.  Some  of 
those  have  been  explainable  on  groimds  that  the  technique  used  at 
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that  time,  at  the  beginning  of  these  tests,  was  not  the  technique  that 
is  now  used.  Refinements  in  technique  are  occurring  all  the  time. 

There  have  been  a  few  mistakes.  The  number  of  mistakes  has  been 
very  small  compared  to  the  numbers  of  accurate  diagnoses  that  have 
been  made.  And  it  has  been  felt — and  I  was  talking  to  the  people 
in  our  genetics  department,  and  they  fell  that  now  in  good  centers — 
and  as  I  said  in  my  testimony,  this  is  not  a  technique  that  should  be 
done  in  every  hospital  laboratory.  These  are  very  precise  tests  that 
have  to  be  controlled  very  accurately.  It  is  not  like  having  your 
hemoglobin  done.  They  are  complicated,  and  they  are  difficult  to  do, 
and  small  alterations  in  technique  can  give  very  misleading  results. 

And  some  of  the  errors  that  have  occurred  have  been  caused  by 
things  such  as,  the  acidity  of  the  solution  that  was  used  as  a  culture 
medium  was  just  microscopically  off,  and  that  changed  some  of  the 
characteristics. 

Where  the  tests  are  done  properly  with  the  best  techniques  that 
we  currently  have,  and  where  the  results  have  been  checked  and  re- 
checked,  the  accuracy  now  does  seem  to  be  approaching  100  percent. 
I  do  not  think  you  will  ever  get  100  percent  accuracy  in  anything. 

Senator  Bath.  On  the  genetic,  chromosomal  disorder,  is  that  kind 
of  abnormality  correctable? 

There  are  a  number  of  people  who  expressed  concern  to  me  about 
abortions  that  are  performed  in  order  to  prevent  the  birth  of  a  child 
who  is  likely  to  be  deformed.  That  child  may  develop  and  have  a 
very  productive  life  for  himself,  his  family,  and  society  generally. 

Is  it  possible  in  absoluteness  to  determine  the  extent  of  a  deformity 
before  birth? 

Dr.  HoKROBiN.  As  far  as  the  chromosome  disorders  are  concerned, 
the  vast  majority  of  these  are  associated  with,  at  best,  moderate  re- 
tardation and  very  frequently  with  really  profound  retardation, 
which,  although  some  people — and  I  have  a  research  program  to  en- 
hance the  development  of  children  with  Down's  syndrome,  so  I  am 
not  against  doing  the  best  we  possibly  can  for  children  who  have 
birth  defects.  But  generally  with  the  chromosome  disorders,  the  con- 
diton  is  so  severely  handicapped  that  these  children  are  never  able  to 
assume  any  kind  of  productive  life. 

Some  children  can  be  somewhat  productive,  but  there  is  no  cure 
for  a  chromosome  disorder.  There  is  no  way  that  extra  chromosome 
or  another  condition,  a  lack  of  chromosome  or  an  abnormal  chromo- 
some, can  be  corrected. 

Around  several  corners,  in  terms  of  the  biochemical  defects,  it 
may  be  that  some  of  those  conditions  that  are  due  to  an  enzyme  de- 
ficiency, that  that  enzyme  may  be  able  to  be  replaced.  It  is  not  exactly 
Orwellian,  but  that  kind  of  thing  we  may  use  the  viruses  to  help  give 
a  message  to  the  developing  embryo  who  is  going  to  be  short  this  par- 
ticular enzyme,  that  a  virus  may  be  able  to  be  used  to  give  that  mes- 
sage to  produce  the  enzyme. 

These  are  things  that,  like  I  say,  are  around  several  corners,  but 
are  theoretically  possible  to  correct  some  of  the  enzyme  deficiencies. 
There  is  no  way  to  take  that  extra  chromosome  out,  though.  That  is 
present  in  every  cell. 
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'.  Senator  Bath.  Once  you  determine  the  presence  of  Tay-Sachs,  can 
you  also  predict  the  severity  of  the  disease  and  predict  with  cer- 
tainty the  death  of  the  fetus  ? 

Dr.  HoRROBiN-.  We  know  pretty  much.  Things  are  never  as  simple 
as  one  has  to  make  them  sound  in  a  brief  testimony. 

There  are  several  forms  of  similar  metabolic  disorders  to  Tay- 
Sachs  where  the  course  may  not  be  so  severe.  But  we  can  say  that  if 
Tay-Sachs  disease  is  present  that  we  can  expect  that  this  child  will 
develop  according  to  the  way  I  have  expressed  it  here,  that  deteriora- 
tion will  certainly  set  in.  The  child  will  become  blind  and  deaf  and 
deteriorate  severely  and  will  die  by  5  or  so  years.  I  cannot  predict 
whether  children  will  die  at  2  or  die  at  4.  But  one  can  say  that  this  is 
the  course  of  events  in  Tay-Sachs  disease. 

Senator  Bath.  In  the  rubella  measles  situation,  can  you  predict 
with  certainty  what  the  damage  there  will  be? 

Dr.  HoRROBiN.  No ;  that  is  a  different  kettle  of  fish.  That  is  where 
the  fetus  has  been  affected  with  a  virus  condition. 

There  are  other  diseases  that  the  mother  may  contract  during  preg- 
nancy that  can  damage  the  fetus.  And  the  passage  that  I  referred  to 
about  prenatal  diagnosis  of  rubella,  it  is  something  that  is  very  new 
and  had  not  occurred  before.  Previously,  all  we  could  say  was,  this 
mother  has  just  had  rubella,  and  at  this  time  in  pregnancy  there  is 
such  and  such  a  likelihood  of  the  fetus  being  affected.  We  could  not 
say  that  that  fetus  would  be  affected  or  would  not  be  affected,  and  we 
could  not  say  that  this  is  the  defect  that  this  particular  fetus  would 
have.  All  we  could  say  is  whether  or  not  the  fetus  was  likely  to  have 
been  affected  by  the  virus. 

Senator  Bath.  Now? 

Dr.  HoRROBiN.  In  light  of  the  recent  reports,  one,  we  will  be  able 
to  say  yes,  this  fetus  was  affected,  or  no,  this  fetus  was  not  affected, 
even  though  the  mother  had  the  disease,  although  we  are  still  not  able 
to  say  it  means  that  this  fetus  if  carried  to  term  will  become  a  child 
who  will  be  deaf,  or  this  fetus  if  carried  to  term  who  will  be  a  child 
who  will  be  severely  retarded  with  heart  disease  and  cataracts  and 
every  other  known  condition  that  rubella  is  known  to  produce  in  a 
fetus.  We  cannot  say  yet  what  will  be  the  birth  defect  of  the  fetus. 
We  can  say  that,  yes,  the  fetus  did  have  rubella.  Then  the  mother 
makes  her  choice  as  to  whether  this  is  a  risk  that  she  is  prepared  to 
assume. 

Senator  Bath.  What  type  of  testing  ? 

Is  that  amniocentesis? 

Dr.  HoRROBiN.  Yes ;  it  is.  Withdraw  the  amniotic  fluid,  and  having 
the  virus  from  the  fluid  or  the  virus  cells. 

Senator  Bath.  I  want  to  thank  you.  Doctor.  You  have  been  very 
helpful  to  us. 

This  certainly  must  be  a  fascinating  area  to  explore. 

If  you  could  provide  us  later  on  for  the  record  the  probability  that 
we  discussed  earlier,  I  would  appreciate  it. 

Senator  Bath.  Our  next  witness  this  morning  is  Dr.  Dorothy 
Czarnecki,  obstetrician-gynecologist,  from  Philadelphia,  Pa. 
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STATEMENT     OF     DR.     DOROTHY     CZARNECKl,     OBSTETRICIAN- 
GYNECOLOGIST,  PHILADELPHIA,  PA. 

Dr.  CzAKNECKi.  My  name  is  Dorothy  Czarnecki.  I  am  a  physician 
trained  in  obstetrics  and  gynecology,  practicing  in  Philadelphia,  Pa. 
I  have  special  training  in  the  field  of  oncology  and  the  treatment  of 
pelvic  cancer  was  my  main  interest  until  4  years  ago,  when  the  abor- 
tion question  started  to  surface.  In  1972,  as  a  member  of  Governor 
Milton  Shapp's  Pennsylvania  Abortion  Law  Commission.  I  was  in- 
troduced to  every  aspect  of  the  abortion  dilemma.  These  may  be  the 
qualifications  that  got  me  invited  here  today,  but  in  addition  to 
these,  and  as  important  as  the  above,  I  am  female,  married,  and  a 
concerned  mother  of  six  children,  five  of  whom  are  daughters.  All 
these  positions  qualify  me  to  speak  on  this  subject.  It  is  my  concern 
for  women,  my  concern  for  my  children,  my  concern  for  medicine, 
my  concern  for  society  that  prompted  my  acceptance  of  your  invi- 
tation to  speak  today.  This  testimony  is  "prolife"  and  it  is  guar- 
anteed to  be  different  from  that  you  have  heard  before. 

It  is  my  opinion  that  women  are  equal  to  but  not  the  same  as  men. 
In  the  natural  order  of  things,  this  will  never  change.  Women  deserve 
equal  rights,  equal  pay,  equal  job  opportunities,  and  equally  under 
the  law.  Women  ought  to  have  the  right  over  their  own  bodies,  inso- 
far as  they  can  determine  whether  or  not  they  shall  become  preg- 
nant. They  deserve  to  be  educated.  Equal  opportunity  means  that, 
rich  or  poor,  black  or  white,  they  shall  be  required  under  the  law  to 
receive  sex  education,  and  contraceptive  information  by  people 
trained  in  the  field.  It  does  not  mean  that  we  shall  supply  abortion 
to  those  who  cannot  afford  it.  Preventive  medicine  always  has  been, 
is  now,  and  always  will  be  better,  safer,  and  cheaper  than  destructive 
medicine. 

Prior  to  1970  the  word  abortion  was  almost  never  mentioned,  never 
discussed,  except  in  medical  schools.  As  the  issue  surfaced,  the 
abortus  became  "human  life"  vs.  "a  blob  of  protoplasm,"  with  pro- 
ponents of  abortion  refusing  to  recognize  it  as  human  life.  In  1972, 
an  eminent  professor  of  obstetrics  and  gynecology  from  a  Philadel- 
phia medical  school  testified  before  the  Pennsylvania  Abortion  Law 
Commission  and  could  not  be  pinned  down  as  to  when  he  thought 
life  began,  giving  the  reply  that  ova  and  sperm  are  life,  and  every 
cell  in  the  body  is  life,  or  is  living  tissue,  and  that  nolDody  really 
knew.  This  is  a  false  piece  of  information  that  is  frequently  passed 
along.  Even  Justice  Blackman  stated  that  nobody  really  knows. 

It  is  important  to  mention  what  the  eminent  professor  of  obstetrics 
and  gynecology  did  not  say.  What  he  did  not  say  was  that  the  new 
human  life  we  talk  about  is  a  different  organism,  with  a  new  genetic 
code,  totally  different  from  the  two  people  responsible  for  its  exist- 
ence. What  he  did  not  say  was  that  this  new  living  human  being 
was  the  only  thing  other  than  an  abnormal  pregnancy  that  can  give 
us  a  positive  pregnancy  test  because  of  its  production  of  a  specific 
hormone  in  the  body  of  its  mother,  human  chorionic  gonadotropin. 
No  other  living  cell,  living  ova,  living  sperm,  living  anything  can 
give  this  test,  which  specifies  pregnancy,  the  existence  of  new  life. 
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We  have  matured  a  bit.  We  now  all  agree  that  it  is  human  life  we 
are  dealing  with,  only  its  value  is  suspect.  Now  we  deal  with  a  class 
of  individuals,  the  unborn. 

You  have  heard  testimony  from  experts  in  the  fields  of  law  and 
medicine.  I  am  not  in  research.  I  am  not  in  any  subspecialty  such  as 
perinatology  or  genetics  where  I  can  relate  the  latest  developments 
m  genetic  engineering  or  intrauterine  surgery.  But  what  I  can  do  is 
relate  to  people  and  in  the  past  2  years  I  have  done  just  this.  As 
guest  lecturer  in  Pennsylvania  and  New  Jersey  schools  and  guest 
speaker  at  numerous  community  gatherings  and  parent-teacher 
organizations,  I  have  been  before  at  least  200  audiences  in  the  past 
2  years.  I  am  appalled  by  what  the  people  do  not  know — about  them- 
selves, about  each  other,  about  the  availability  of  community  services, 
about  sex  education,  about  medical  treatment  of  rape,  about  the  in- 
crease in  rape  in  our  communities,  about  the  possibility  of  V.D.  con- 
tact in  cases  of  rape.  The  most  frequent  question  they  ask  is :  Should 
an  abortion  be  done  for  cases  of  rape  or  incest? 

The  immediate  and  essential  treatment  for  the  victim  of  rape  is 
medical:  to  observe,  examine  for  injury,  sew  up  lacerations,  treat 
contusions,  treat  for  possibility  of  venereal  disease  contact,  and  treat- 
ment to  discourage  pregnancy!  Every  medical  school  in  the  land  gives 
its  students  this  information.  The  medical  treatment  given  is  high 
doses  of  estrogen  to  change  the  condition  of  the  endometrium  or  the 
lining  of  the  uterus  to  discourage  implantation.  Statistically,  1  in 
300  rape  cases  without  treatment  may  result  in  pregnancy,  1  in  300 
rape  cases  with  treatment  may  result  in  pregnancy. 

You  notice  I  use  "may  result  in  pregnancy."  In  these  days  with 
so  many  women  on  oral  contraceptives  and  having  HID's,  I  feel  the 
incidence  of  pregnancy  after  rape,  with  treatment,  is  almost  non- 
existant.  Abortion  plays  no  role  in  rape  or  incest,  but  proper  atten- 
tion and  treatment  of  the  rape  victim  does. 

What  then  is  the  problem  ?  Why  do  people  not  know  that  treat- 
ment for  rape  is  available?  Who  is  responsible  for  distributing  this 
information?  The  government?  The  State?  The  medical  societies? 
Should  this  information  be  provided  in  community  service  programs? 
I  have  encouraged  active  community  groups  to  appeal  to  ther  med- 
ical societies  for  information.  Women  deserve  to  know.  ^  ^ 

The  second  part  of  my  testimony  concerns  the  practice  of  medicine. 
I  am  a  firm  believer  in  preventive  rather  than  destructive  medicine 
and  I  prefer  medicine  in  its  traditional  role  of  healing  the  sick  rather 
than  its  newer  role  of  sociological  therapeutics.  Abortion  is  only  a 
temporary  solution  to  the  symptoms  of  a  new  disease,  unwanted  preg- 
nancy,  and  it  is  not  a  cure  for  the  disease  itself. 

The  practice  of  obstetrics  in  this  country  has  changed  significantly 
since  January  22,  1973,  at  which  time  the  now  famous  U.S.  Supreme 
Court  decision  was  handed  down.  The  U.S.  citizens  had  always  re- 
garded the  unborn  as  human  beings  with  potential,  and  now  we  seem 
to  be  dealing  with  potential  human  beings,  with  born  persons  having 
superior  rights  to  the  unborn.  An  obstetrician  now  may  take  care  of 
the  mother  pregnant  with  child,  or  may,  with  her  permission,  take 
care  of  the  child. 

By  definition,  abortion  is  the  termination  of  a  pregnancy  at  any 
time  before  the  fetus  has  attained  a  stage  of  viability.  Viability.  The 
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interpretations  of  this  word  viability  have  varied  between  fetuses 
with  weights  of  400  grams,  about  20  weeks  gestation  or  weight  of  8 
ounces,  and  those  of  1,000  grams,  about  28  weeks  gestation  or  weigh- 
ing 2  pounds,  2  ounces.  A  premature  baby  is  one  defined  as  weighing 
less  than  2,500  grams,  5  pounds,  8  ounces,  at  birth.  Although  the 
smallest  surviving  infant  weighed  540  grams,  1  pound,  1  ounce,  at 
birth,  survival  even  at  700  grams  or  800  grams,  1  pound,  6  ounces,  is 
unusual.  Attainment  of  a  weight  of  1,000  grams,  2  pounds,  2  ounces, 
is  therefore  widely  used  as  the  criterior  of  viability.  Infants  below 
this  weight  have  little  chance  of  survival,  whereas  those  over  1,000 
grams,  2  pounds,  2  ounces,  have  a  substantial  chance,  which  increases 
greatly  with  each  100  gram  increment. 

With  this  information  in  mind,  gentlemen,  how  can  we  justify 
this  medical  procedure,  abortion,  when  the  body  removed  from  the 
uterus  sometimes  weighs  2,  2i/^,  3,  3i^,  4,  41^  pounds  after  delivery? 

This  is  not  abortion,  but  is  being  performed  daily.  This  is  delib- 
erate destruction  of  a  viable  infant.  This  can  be  called  what?  Poor 
medical  judgment?  Inaccurate  diagnosis?  Distortion  of  facts?  Wom- 
an's right?  Murder?  Or  abortion  for  genetic  reasons? 

Medicine  on  the  whole  has  done  very  little  to  discourage  abortion 
in  favor  of  preventive  measures,  although  it  is  a  known  fact  that 
all  physicians  believe  in  preventive  medicine,  including  proabortion- 
ists.  We  know  that  preventing  a  pregnancy  is  so  much  better  and 
safer  than  having  an  abortion. 

Where  do  we  find  these  facts?  These  facts  are  found  in  almost 
every  article  pertaining  to  abortion  or  contraception  in  medical 
literature. 

But  who  needs  the  information?  Every  female  in  the  land — and 
she  does  not  read  the  medical  journals.  Every  mother  ought  to  have 
this  information  at  her  fingertips.  And  if  she  does  not  read  the  Red- 
book  or  Ladies  Home  Journal  the  one  or  two  times  a  year  an  excerpt 
may  be  printed  there,  she  has  also  missed  the  boat. 

t\Tiat  about  the  poor  in  the  ghettos?  Instead  of  access  to  free  and 
easy  abortion,  why  not  free  sex  education  and  access  to  contraception 
if  desired? 

The  third  part  of  this  statement  I  have  reserved  for  my  own  ideas 
as  to  the  possible  solution  to  this  abortion  dilemma.  The  question  I 
ask  is  this:  Is  there  any  way  that  the  supporters  of  life  can  be  in 
agreement  with  those  favoring  woman's  rights? 

I  believe  we  agree  on  the  necessity  of  sex  education.  We  also  agree 
on  preventing,  if  possible,  the  unwanted  pregnancy.  This  is  only  pos- 
sible if  we  make  a  concerted  effort  to  make  women  and  men  aware 
of  their  sexuality  and  their  profound  responsibility  for  their  sexual 
activity.  We  can  agree  upon  medical  treatment  for  rape  and  incest, 
or  hormone  therapy  for  the  unexpected  intercourse,  which  includes 
rape  and  incest.  All  of  these  are  preventive  measures,  whereas  abor- 
tion is  destructive  medicine. 

I  once  heard  a  minister  expound  on  how  abortion  should  be  legal- 
ized because  "this  is  a  matter  between  that  woman  and  her  God,  and 
no  person  should  interfere."  Another  gentleman  objected  to  the  state- 
ment made  that  abortion  is  a  private  personal  relationship  between  a 
woman  and  her  doctor,  referring  to  the  fact  that  the  doctor,  in  most 
cases,  had  nothing  to  do  with  the  jointure  of  the  egg  and  sperm. 
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These  comments  represented  sound  reasoning  on  behalf  of  the 
interested  parties,  and  they  need  answering.  We  may  have  success 
in  decreasing  the  number  of  abortions  and  controlling  them  to  some 
degree  if  we  remove  the  third  party,  the  doctor,  and  make  it  a  matter 
between  a  woman  and  her  God,  or  a  woman  and  man  and  their  God. 
Let  us  consider  the  natural  order  of  things  pertaining  to  a  pregnancy 
and  see  whether  or  not  a  physician,  or  anyone,  need  be  involved  at 
all,  or  whether  intervention  of  a  pregnancy  is  ever  necessary,  or 
whether  there  is  ever  a  time  during  pregnancy  that  we  cannot  prove 
the  condition  exists,  and  proof  is  obtained  by  waiting  and  looking 
through  the  retrospectoscope. 

It  is  impossible  for  a  woman  to  detect,  subjectively,  a  pregnancy 
for  14  days,  or  until  the  first  missed  menstrual  period  occurs. 

Physiologically,  it  is  impossible  to  detect  a  pregnancy  until  the 
sixth  or  seventh  day  after  conception.  This  immunoassay  pregnancy 
test  has  just  been  perfected. 

Anatomically,  it  is  impossible  to  detect  an  early  pregnancy,  prior 
to  implantation,  unless  the  menstrual  specimen  were  collected  and 
examined  microscopically.  This  might  show  inconclusive  evidence  of 
some  change  in  hormone  production — maybe. 

It  is  a  known  and  accepted  fact  that  in  most  given  medical  sit- 
uations, medication  is  tried  before  surgical  intervention. 

In  any  naturally  occurring,  spontaneous  abortion,  occurring  within 
6  weeks  of  the  conception,  surgical  intervention  to  complete  the  abor- 
tion is  unnecessary. 

In  any  naturally  occurring,  spontaneous  abortion,  occurring  after 
6  weeks  of  conception,  surgical  intervention  is  necessary  to  complete 
the  abortion,  for  placental  products  are  often  remaining  in  the 
uterus. 

"We  can  conclude,  then,  that  we  have  a  2-week  period  after  concep- 
tion in  which  detection  of  the  pregnancy  is  virtually  impossible.  It 
cannot  be  proven  if  a  drug  or  treatment  administered  during  this 
period  actually  discourages  implantation  of  a  fertilized  ovum  or  does 
nothing  at  all.  We  can  also  conclude  that  drugs,  when  available,  are 
more  preferable  to  surgical  intervention,  for  it  is  also  true  that  every 
complication  of  abortion  is  due  to  mechanical  instrumentation  of  the 
pregnant  uterus. 

At  the  present  time,  abortion  is  a  medical  procedure  for  social 
therapy.  Man  is  a  social  animal.  We  must  have  a  balance  of  rights 
and  responsibilites.  With  a  concerted  effort  at  educating  women, 
making  her  aware  of  preventive  medicine,  the  natural  order  of  things 
as  concerned  with  the  ovarian  cycle,  the  greater  safety  of  preventive 
medicine  over  abortion  and  greater  support  of  medical  societies  in 
education  and  family  planning  information,  we  can  remove  the  third 
party,  the  doctor,  from  his  role  as  abortionist  to  his  traditional  role 
as  healer  of  the  sick  and  preventer  of  disease. 

Senator  Bath.  Thank  you.  Doctor. 

Let  me  deal  with  the  last  part  of  your  statement  first,  if  I  might, 
please. 

You  say  you  can  dispense  with  the  role  of  the  doctor? 

Dr.  CzARNECKi.  I  say  we  might  consider  doing  so. 

Senator  Bath.  Given  the  testimony  of  our  previous  witness 
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Dr.  CzARNECKi.  We  cannot  dispense  with  the  role  of  the  doctor  for 
genetic  reasons.  That  is  correct.  But  I  did  not  mention  that  here. 

Senator  Bath.  Did  you  say  that  you  are  a  doctor  and  mother  of 
six  children? 

Dr.  CzARNECKi.  Yes. 

Senator  Bath.  And  a  concerned  citizen,  do  you  in  your  mind  make 
a  distinction  between  the  efforts  that  might  be  taken  chemically  or 
surgically  by  a  mother  or  father  after  the  disclosure  of  genetic  disor- 
ders as  the  result  of  the  tests  described  by.  our  preceding  witness  ?  Can 
you  make  a  distinction  between  that  and  the  mother  who  just  may  not 
want  a  child  ? 

Where  do  you  come  down  as  far  as  society  is  concerned  on  that, 
the  morality  issue? 

Dr.  CzARNECKi.  I  really  think  that  once  a  pregnancy  is  diagnosed 
that  the  decision  is  made,  and  the  pregnancy  is  what  matters. 
Whether  or  not  there  is  a  genetic  problem,  or  whether  or  not  there  is 
another  problem,  we  have  a  responsibility  toward  the  child. 

Senator  Bath.  What  responsibility  do  you  have  toward  the  child 
that  has  been  diagnosed  as  having  Tay-Sachs,  with  the  conclusion 
that  was  described  by  Dr.  Horrobin? 

Dr.  CzARNECKi.  I  view  it  as  a  child  at  this  stage,  even  though  the 
individual  or  the  baby  or  the  fetus  would  have  a  diagnosis  of  Tay- 
Sachs  or  a  chromosome  abnormality,  et  cetera.  We  would  be  re- 
sponsible for  the  treatment  of  the  child. 

How  can  you  differentiate?  I  cannot  differentiate  an  abnormal 
from  a  normal ;  at  that  point,  it  is  a  human  being  we  have  to  protect. 

Senator  Bath.  I  think  you  stressed  a  very  good  point  in  your 
testimony  when  you  stressed  the  prevention  and  dissemination  of 
information  which  is  not  now  available.  I  think  almost  everybody 
would  agree  that  that  is  a  better  alternative.  Even  those  that  are 
strongly  opposed  to  a  constitution  amendment  in  this  area  would 
agree  that  preventive  medicine  and  information  is  certainly  the  best 
policy. 

You  talked  about  the  situation  of  rape  and  incest.  The  clinical 
procedures  that  you  described  would  seem  to  be  the  clinical  pro- 
cedures that  you  described  would  seem  to  be  the  wise  course  to  follow 
in  the  event  of  a  rape  situation.  In  the  event  of  incest,  I  would  sup- 
pose that  a  great  number  of  circumstances  where  that  particular  act 
had  been  practiced  would  not,  in  fact,  be  disclosed  as  immediately 
as  would  be  the  case  with  rape,  so  the  pregnancy  that  would  follow 
in  an  incestuous  relationship  would  not  be  known  until  the  preg- 
nancy was  known,  not  at  the  act  of  incestuous  intercourse. 

What  do  you  do  then? 

Dr.  CzARNECKi.  You  do  not  do  an  abortion. 

Senator  Bath.  There  is  nothing  you  can  do  to  prevent  conception 
or  prevent  implantation? 

Dr.  CzARNECKi.  That  is  correct.  You  already  have  another  living, 
growing  human  being  within  its  mother.  You  must  protect  it,  as  you 
do  all  others. 

Senator  Bath.  In  your  judgment,  you  do  not  make  distinctions 
between  any  types  of  pregnancy  ? 

Dr.  CzARNECKi.  The  diagnosis  of  pregnancy,  I  feel,  would  make  a 
difference.  As  I  stated,  there  is  a  time — for  instance,  there  is  a  time 


317 

in  pregnancy  when  you  do  not  know  whether  or  not  you  are  dealing 
with  a  pregnancy  or  not.  In  that  respect,  you  would  be  preventing  a 
pregnancy.  Although  some  people  maybe  would  consider  that  giving 
something,  such  as  an  lUD,  as  an  abortifacient.  They  consider  that 
in  this  realm. 

We  are  dealing  with  something  that  we  really  have  no  proof  on. 
I  consider  that  still  as  preventive  medicine,  preventing  a  pregnancy. 
Beyond  that,  we  would  be  destroying  something  that  is  already 
created. 

Senator  Bath.  Regardless  of  the  biological  effect  of  the  lUD  or 
the  morning  after  pill,  there  would  be  a  significant  difference  of 
opinion  as  to  the  effect  these  devices  or  substances  would  have  on 
the  body.  As  long  as  it  is  in  the  area  of  the  unknown,  you  are  not 
concerned  about  whether  it  is  abortifacient  or  otherwise. 

Dr.  CzARNECKi.  That  does  not  concern  me. 

Senator  Bath.  You  know,  there  are  a  number  of  witnesses  who 
have  testified — specifically  Senator  Helms,  who  is  a  sponsor  of  one 
of  the  amendments  before  us — that  life  begins  upon  fertilization, 
when  the  sperm  and  the  egg  get  together,  and  that  anything  that  is 
done  after  that  time  would,  indeed,  be  the  same  as  a  clinical  abortion 
as  far  as  the  moral  aspect  of  taking  life. 

Dr.  CzARNECKi.  I  agree  that  life  begins  at  conception.  I  know  that 
there  are  others  that  believe  that  we  are  not  concerned  until  there 
is  implantation.  What  I  am  concerned  with  is  the  practicality  of  the 
whole  thing.  The  situation  that  exists  today  is  appalling,  and  any- 
thing might  be  better. 

In  a  given  individual,  at  a  given  time,  we  cannot  detect  a  preg- 
nancy. And  even  though  life  begins  at  conception,  it  is  an  unknown ; 
it  is  a  gray  zone.  There  is  no  way  that  we  can  prove  a  pregnancy. 
To  me,  giving  a  woman  medication  at  that  time  is  not  destroying 
anything,  because  it  is  in  the  realm  of  the  unknown.  No  proof  posi- 
tive can  be  done  of  a  pregnancy.  That  is  acceptable  to  me. 

Senator  Bath.  We  all  have  to  make  this  decision  for  ourselves.  On 
the  question  that  we  are  facing  on  this  side  of  the  table,  there  is  a 
very  great  division  of  opinion.  Theologians,  physicians,  mothers  are 
divided.  We  have  had  all  of  these  different  groups,  and  we  will  have 
others,  and  I  am  sure  we  will  find  them  divided. 

There  has  been  a  strong  moral  question  raised  about  abortion,  the 
right  to  protect  a  life  vis-a-vis  the  right  of  a  mother.  And  you  sort 
of  come  down  with  a  mixture. 

Dr.  CzARNECKi.  They  are  not  mixed  after  a  diagnosis  of  pregnancy. 

Senator  Bath.  Let  me  finish  here.  I  want  one  more  chance  to  de- 
fine your  reasoning  here  where  you  come  down  in  a  very  strong  moral 
standpoint  of  the  child  and  the  wrong  of  taking  that  life.  But  from 
a  practical  standpoint,  during  a  certain  number  of  days  you  are 
willing  to  waive  your  feeling  of  morality. 

Dr.  CzARNECKi.  There  is  much  discussion  on  this  intrauterine  de- 
vice, whether  it  is  or  is  not  abortifacient.  This  is  why  I  brought  this 
up  in  particular  today. 

Senator  Bath.  The  reason  I  pursue  that  is  that  you  seem  to  be 
following  the  medical  testimony  which  reasons  if  you  can  prove 
positively  that  a  woman  is  going  to  have  a  baby  that  has  Tay-Sachs, 
then  would  it  not  be  at  least  within  the  realm  of  possibility  to  con- 
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sider  the  practical  aspects  of  giving  that  woman  the  right  that  you 
give  any  woman  diirino^  the  first  14  days? 

Dr.  CzARNECKi.  Society,  I  am  sure,  has  to  decide  this  after  a 
diagnosis. 

Senator  Bath.  What  do  you  feel? 

Dr.  CzARNECKi.  If  you  have  a  decided  diagnosis  of  life,  you  do  not 
take  it;  you  just  do  not.  That  is  where  I  stand.  If  science  can  de- 
termine today  an  hour  after  I  conceive  that  I  am  pregnant,  if  there 
is  any  practical  way  of  doing  that,  then  that  is  what  we  have  to  deal 
with,  and  we  should  not  destroy  that.  There  is  a  definite  point  in 
time 

Senator  Bath.  One  last  question:  How  do  you  weigh  the  value 
of  life  in  those  instances — and  I  know  they  are  not  frequent — where 
a  choice  must  be  made  between  the  life  of  the  mother  and  the  child? 

Dr.  CzARNECKi.  They  are  very  rare.  And  if  you  have  a  mother  in 
distress,  you  must  protect  the  mother's  life.  I  would  do  an  abortion 
to  save  the  life  of  a  mother,  if  it  should  ever  occur.  And  it  is  very 
rare  today  in  medicine. 

Senator  Bath.  Senator  Cook,  I  appreciate  your  being  here  with 
us  this  morning. 

Senator  Cook.  Thank  you  very  much,  Mr.  Chairman. 

Having  just  come  in,  I  hope  you  would  not  mind  if  I  thank  the 
Doctor  very  much  for  what  I  have  heard.  And  if  I  do  have  any 
questions  to  submit  to  her,  I  would  be  delighted  if  she  would  respond 
to  them.  I  would  so  in  writing. 

Senator  Bath.  Thank  you.  Doctor. 

I  should  say  for  the  record  that  Senator  Cook  has  been  one  mem- 
ber of  our  committee  who  has  shown  great  interest  and  concern  by 
his  presence,  has  made  a  significant  contribution  in  our  efforts  to 
find  the  right  way  to  deal  with  the  problem. 

Our  next  witness  is  Kay  Jacobs  Katz,  National  Capital  Tay-Sachs 
Foundation. 

Ms.  Katz,  we  appreciate  your  being  with  us. 

STATEMENT     OF     KAY     JACOBS     KATZ,     NATIONAL     CAPITAL 
TAY-SACHS  FOUNDATION 

Ms.  Katz.  Mr.  Chairman  and  members  of  the  subcommittee,  I 
would  like  to  introduce  myself  and  thank  you  for  the  opportunity 
to  testify  in  opposition  to  proposals  intended  to  outlaw  legal  abor- 
tion in  the  United  States  by  amending  the  Constitution. 

My  name  is  Kay  Jacobs  Katz  of  Silver  Spring,  Md.,  and  I  am  the 
mother  of  a  child  "who  had  Tay-Sachs  disease.  I  appear  here  today  to 
express  my  personal  beliefs  and  to  represent  the  National  Capital 
Tay-Sachs  Foundation,  an  organization  committed  to  public  edu- 
cation, cure  research,  health  care,  and  prevention  of  Tay-Sachs  dis- 
ease and  its  allied  disorders. 

These  genetic  diseases,  known  as  sphingolipidoses  or  lipid  storage 
diseases,  are  characterized  by  inborn  errors  of  lipid  metabolism.  In 
each  disease,  an  enzyme  necessary  for  normal  human  function  is 
either  deficient  or  inactive.  In  Tay-Sachs  disease  the  crucial  enzyme 
is  hexosaminidase-A  which  results  in  neurological  deterioration  and 
early  death.  It  is  estimated  that  one  in  every  30  American  Jews  of 
Eastern  European  ancestry  is  a  carrier  of  this  trait. 
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A  carrier  is  totally  unaffected  by  the  disease,  but  a  blood  test  can 
determine  that  the  amount  of  activity  of  "hex-A"  is  somewhat  less 
than  that  of  most  individuals.  Statistically,  one  in  every  900  Jewish 
marriages  is  between  two  carriers  who  are  therefore  capable  of  pro- 
ducing a  child  with  Tay-Sachs  disease.  One  child  in  every  3,600 
births  to  Jewish  couples  will  be  afflicted  with  Tay-Sachs  disease,  and 
every  child  born  with  this  disease  will  die  by  the  age  of  4. 

I  am  not  here  to  speak  about  every  facet  of  the  abortion  question, 
but  to  help  develop  an  understanding  of  the  need  to  preserve  the 
right  to  abortion  when  a  fetus  is  known  to  have  Tay-Sachs  disease 
or  a  comparable  disorder.  There  are  a  great  many  people  who  wish 
to  deny  potential  parents  of  infants  with  fatal  genetic  disorders  the 
option  to  terminate  affected  pregnancies. 

However,  once  a  doomed  baby  is  born,  these  same  people  who  insist 
on  his  birth  disappear,  leaving  total  responsibility  to  his  parents. 
Besides  the  heartbreak,  mental  anguish,  and,  quite  frankly,  physical 
burden  that  the  parents  must  endure,  there  is  the  problem  of  finding 
people  willing  or  qualified  to  help  in  caring  for  such  a  child. 

In  most  cases  the  families  seek  out  institutionalization  at  some 
point  because  of  increasing  medical  problems  or  simply  overwhelming 
demands  on  the  parents'  time.  Most  retardation  centers  are  inappro- 
priate, and  hospital  care,  costs  are  prohibitive.  Most  insurance  com- 
panies refuse  to  cover  prolonged  hospital  care  on  the  basis  that  it  is 
custodial  care — even  though  the  medical  profession  disagrees.  Even 
those  insurance  companies  that  do  cover  a  prolonged  hospital  stay 
will  not  cover  the  cost  of  a  nurse  at  home,  which  for  many  families 
would  be  a  more  acceptable  form  of  help. 

For  those  afflicted  families  fortunate  enough  to  live  in  Montgomery 
or  Prince  Georges  County  in  Maryland,  there  is  a  very  progressive. 
State-operated  retardation  center  whose  hospital  is  very  satisfactory 
and  whose  nursing  staff  is  loving  and  caring.  But  to  place  one's  child 
in  even  such  a  fine  center  is  a  terribly  sad  event,  as  it  is  an  admission 
that  one  more  aspect  of  normalcy  is  being  stolen  from  the  child's 
life.  I  strongly  urge  every  Senator  to  visit  the  patients  in  the  Great 
Oaks  Center  Hospital  building  in  Silver  Spring,  Md.,  and  see  for 
yourself  exactly  whom  you  will  be  voting  about. 

It  all  started  for  us  41/2  years  ago  when  we  had  our  first  baby. 
She  was  beautiful  and,  we  were  assured,  healthy  and  normal.  She 
grew  and  developed  very  normally  for  several  months,  or  so  we  were 
told.  There  were  a  few  "little  problems  such  as  a  pronounced  startle 
response  which  she  never  outgrew,  but  the  doctor  reassured  us  that 
she  was  normal. 

By  10  months  of  age,  she  had  begun  to  grow  weak  and  to  lose 
some  of  the  skills  she  had  learned,  and  once  again  I  pleaded  with 
the  pediatrician  to  tell  me  what  was  wrong.  Again,  as  before,  I  was 
put  off.  Finally,  a  couple  of  weeks  prior  to  her  1st  birthday,  he  ad- 
mitted that  her  development  was  not  progressing  normally,  and  we 
were  referred  to  a  specialist  at  Children's  Hospital  here  in  Washing- 
ton. We  brought  Joann  home  the  day  before  her  1st  birthday  with 
the  knowledge  that  she  had  Tay-Sachs  disease,  that  the  birthday 
cake  placed  in  front  of  her  the  next  day  would  be  the  only  one  she 
would  ever  see,  and  that  she  would  no  doubt  be  dead  before  her  4th 
birthday. 
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We  made  every  effort  possible  for  Joann's  sake  to  continue  to  pro- 
vide a  normal  environment  for  her.  As  she  continued  to  loose  skills 
and  awareness,  we  adapted  our  lifestyle  and  care  of  her  to  her  needs. 
I  took  her  for  physical  therapy  and  learned  the  exercise  program 
myself  so  I  could  prevent  stiffness  from  taking  over  her  body  as  she 
moved  about  in  her  crib  less  and  less. 

Although  we  made  a  valiant  attempt  to  believe  that  a  cure  would 
come  along  in  time  to  save  her  life  and  restore  some  of  her  intelli- 
gence, each  passing  week  took  more  and  more  away  from  her.  So  as 
not  to  dwell  on  her  deterioration,  I  will  summarize  by  stating  that 
by  the  time  she  died  on  May  28,  1973,  she  was  a  blind  invalid,  sei- 
zuring  and  drowning  in  her  own  secretions,  requiring  daily  enemas, 
naso-gastric  feeding — fed  a  liquid  diet  via  a  tube  plunged  down  the 
nose  into  the  stomach — and  spending  more  time  in  oxygen  and  on 
antibiotics  than  not.  These  were  the  very  real  events  we  had  to  stand 
by  and  helplessly  witness,  and  when  you  love  someone  the  way  we 
loved  Joann,  you  would  do  anything  to  reverse  the  insidious  process 
that  was  taking  her  away  from  you  and,  short  of  that,  anything  to 
prevent  its  recurrence. 

When  Joann  was  diagnosed,  we  learned  that  Tay-Sachs  disease  is 
an  incurable  degenerative  disease  of  the  nervous  system,  uniformly 
fatal  by  the  5th  year  of  life;  beyond  all  that,  it  is  hereditary.  Not 
only  was  it  going  to  kill  my  daughter;  it  would  mean  that  if  I  were 
to  conceive  again,  there  would  be  a  25  percent  chance  of  any  fetus 
being  affected  with  the  disorder. 

We  learned  that  in  the  case  of  this  particular  genetic  disease,  and 
a  growing  number  of  others,  prenatal  diagnosis  was  now  possible, 
and  that  if  the  fetus  in  question  were  affected,  safe,  legal  termination 
of  the  pregnancy  was  also  possible.  We  had  a  big  decision  to  make 
because  we  desperately  wanted  more  children  of  our  own.  After  sev- 
eral months  of  soul  searching,  we  decided  to  go  ahead  and  plan  a 
second  pregnancy.  I  refused  to  become  pregnant,  in  other  words, 
until  I  was  convinced  that  there  was  no  hope  for  Joann,  and  that  I 
would  have  the  courage  to  undergo  an  abortion  rather  than  produce 
another  Tay-Sachs  baby. 

Besides  her  own  short,  hopeless  life,  there  remained  the  fact  that 
we  had  established  a  love  relationship  with  Joann  before  her  illness 
became  apparent.  With  a  subsequent  baby,  we  would  know  from  the 
day  of  his  birth  of  the  possibility  of  his  impending  death  and  could 
never  have  given  him  the  same  loving  kind  of  care  we  gave  Joann 
and  feel  we  owe  our  children.  At  some  point  the  instinct  of  self- 
preservation  forces  one  to  protect  oneself  from  pain. 

Therefore,  when  I  did  become  pregnant,  I  was  referred  to  a 
physician  specializing  in  genetic  counseling  who  saw  Joann  and  dis- 
cussed her  with  me  and  who  later  met  with  my  husband  and  me  to 
explore  our  attitudes  and  feelings  and  to  make  sure  we  knew  all  the 
pertinent  information  we  needed.  He  assured  us  that  he  himself 
would  be  performing  the  prenatal  test  known  as  amniocentesis;  the 
necessary  cell  cultures  would  be  grown  in  his  laboratory  and  sent  for 
analysis  to  the  National  Institutes  of  Health.  If  the  results  were  un- 
fortunate, he  would  perform  the  abortion  himself  and  stay  with  me 
afterwards  to  be  supportive  and  help  in  any  way  possible,  for  he 
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knew  how  hard  it  would  be  for  us,  but  also  understood  why  and  how 
we  had  made  such  a  decision. 

All  this  information  is  really  background  material  to  help  you 
understand  why  we  feel  so  strongly  that  by  depriving  couples  like  us 
of  the  option  of  having  children  unaffected  by  such  serious  and 
hopeless  disorders,  you  are  really  depriving  us  of  having  children  at 
all.  Most  of  us  would  simply  not  be  foolhardy  enough  to  knowingly 
risk  a  pregnancy  without  this  alternative.  We  now  have  a  healthy, 
normal  2-year-old  son,  and  we  expect  another  baby  free  of  Tay- 
Sachs  in  July.  If  an  antiabortion  amendment  is  passed  and  ratified, 
I  will  be  one  of  the  lucky  few  who  had  the  freedom  to  have  such  a 
family  in  the  few  short  years  while  the  medical  and  scientific  capa- 
bility was  available  and  legal. 

Senator  Bath.  Excuse  me  for  interrupting. 

Those  bells  mean  we  have  5  minutes  to  go  vote.  If  you  will  excuse 
us  for  interrupting,  we  will  be  right  back,  and  I  apologize  for  inter- 
rupting your  very  pertinent  testimony. 
[A  brief  recess  was  taken.] 
Senator  Bath.  We  will  reconvene  our  hearing. 
Please  proceed,  Ms.  Katz. 

Ms.  Katz.  To  backtrack  a  little  bit,  as  soon  as  we  learned  of  its 
existence,  we  joined  the  National  Capital  Tay-Sachs  Foundation, 
which  was  composed  of  parents  whose  children  were  dying  or  had 
died  of  Tay-Sachs  disease.  Until  shortly  before  our  entry  into  the 
group,  its  main  purpose  had  been  one  of  mutual  moral  support  for 
the  parents,  but  it  had  just  become  involved  in  planning,  supporting, 
and  executing  the  first  community  screening  for  a  genetic  disease, 
which  took  place  on  INIay  2,  1971,  in  Bethesda,  Md.  For  the  first  time 
it  was  theoretically  possible  for  a  carrier  couple  of  a  genetic  disease 
to  selectively  have  a  normal  family  of  its  own  without  first  suffering 
the  heartbreak  of  having  a  baby  afilicted  with  the  disorder. 

If  you  think  this  idea  was  not  popular,  you  are  mistaken.  Over 
1,300  people  came  to  roll  up  their  sleeves  and  have  a  sample  of  their 
blood  drawn  in  order  to  avoid  personal  tragedy. 

These  voluntary  testings  have  continued  under  the  auspices  of 
Johns  Hopkins  Hospital,  and  here  in  the  District  of  Columbia  metro- 
politan area  we  hold  them  about  twice  a  year.  Each  couple  needs  an 
appointment  for  the  test,  and  they  are  given  preliminary  information 
over  the  phone.  We  try  to  make  certain  that  everyone  who  comes  to 
be  tested  understands  what  the  test  is  for  and  what  the  results  will 
mean.  At  the  testing  center,  genetic  counseling  is  available.  This  plan 
has  been  copied  in  major  metropolitan  areas  all  over  the  United 
States  and  in  quite  a  few  other  countries  as  well. 

Tay-Sachs  is  only  one  of  a  number  of  related  disorders.  It  is  also 
the  most  common.  For  parents  of  children  suffering  with  some  of 
the  related  diseases,  there  is  as  yet  no  prenatal  diagnosis,  and  these 
couples  are  anxious  for  medical  research  to  find  the  means  to  make 
it  available  so  they,  too,  may  have  children  with  a  fair  chance  for 
survival.  However,  because  of  the  cutbacks  in  funding  for  medical 
research  in  this  area  on  one  hand,  and  the  threat  of  an  antiabortion 
amendment  on  the  other,  these  couples  would  have  to  give  up  hope 
of  having  more  children. 
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Mr.  Chairman,  on  Mother's  Day  in  the  Washington  Post  there 
appeared  an  open  letter  to  the  Supreme  Court  signed  by  some  350 
physicians  asking  that  it  reverse  its  decision  on  abortion.  One  of 
several  sentences  that  stood  out  in  my  mind  said  that  we  should  not 
solve  the  problems  of  poverty,  ignorance,  and  disease  by  doing  away 
with  the  poor,  the  ignorant,  and  the  lame.  That  is  no  doubt  true; 
however,  I  do  not  equate  disease  with  the  word  "lame." 

I  know  that  the  subject  of  Tay-Sachs  disease  has  come  up  pre- 
viously before  this  subcommittee  and  that  the  suggestion  has  been 
made  that  two  known  carriers  simply  not  marry  each  other.  This 
idea  rings  of  the  same  simplistic  reasoning  that  I  have  heard  again 
and  again  in  antiabortion  thinking.  This  is  not  the  beginning  of 
time;  marriages  between  carriers  already  exist.  My  husband  and  I 
are  an  example  of  this. 

Would  it  suit  society's  needs  better  if  we  dissolve  our  marriage 
to  avoid  having  children  together? 

Not  only  is  this  argument  simplistic,  it  is  fallacious.  A  couple  who 
decides  against  marriage  because  they  share  one  of  2,000  currently 
identifiable  lethal  genes  might  separately  marry  someone  else  with 
whom  they  share  the  potential  for  some  other  genetic  disease  in  their 
offspring,  as  it  is  a  well-established  medical  fact  that  each  of  us 
carries  between  five  and  ten  such  traits.  Simplistic,  fallacious  and 
even  unreasonable  is  this  idea  because  the  law  would  then  be  denying 
individuals  a  very  basic  human  right  in  our  society,  the  right  to 
marry  the  person  of  one's  choice.  And  so  once  again  we  confront  the 
conflict  of  exactly  whose  rights  are  to  be  protected,  those  of  the  fetus 
or  those  of  the  couple  who  conceived  it. 

Were  safe,  legal  abortions  unavailable,  we  would  be  caught  in  a 
vacuum  offering  few  alternatives.  We  do  not  believe  that  abortion  is 
a  cure-all  or  a  matter  to  be  taken  lightly.  We  realize  only  too  well 
the  seriousness  of  the  situation,  and  we  dislike  the  reality  that  term- 
ination of  pregnancy,  and  late  in  the  second  trimester  at  that,  is  the 
only  means  of  achieving  normal  families.  We  would  much  prefer  a 
cure,  and  for  this  reason  my  husband  and  I  with  the  support  of 
family  and  friends  have  established  a  small  research  foundation  in 
our  daughter's  name  to  keep  cure  research  alive.  However,  until 
successful  therapy  is  possible,  we  will  continue  to  fight  for  the  right 
of  couples  to  terminate  pregnancies  that  would  otherwise  bring  them 
heartbreak. 

It  would  seem  also  that  banning  legal  abortion  would  force  us  to 
undergo  sterilization  operations,  because  no  means  of  contraception 
is  totally  effective  for  everyone,  and  we  wish  to  avoid  having  doomed 
children.  If  we  are  faithfully  practicing  birth  control  and  our 
method  fails  us,  we  are  then  forced  to  bring  a  child  into  the  world 
whose  life  and  death  will  break  our  hearts,  or  forced  as  in  earlier 
days  to  become  criminals  in  the  eyes  of  the  law  and  seek  abortion 
where  we  can  find  it. 

I  have  great  respect  for  the  United  States  Senate,  but  I  do  not 
believe  that  its  members  are  more  qualified  than  I  to  decide  on  the 
question  of  abortion.  I  believe  that  it  is  such  a  personal,  complicated, 
and  difficult  decision  for  everyone  who  approaches  it  that  no  legis- 
lation concerning  it  could  really  satisfy  all  its  aspects. 


323 

Difficult  though  the  decision  may  be,  I  have  the  right  to  make  that 
decision  for  myself,  and  I  want  that  right  preserved.  I  refuse  to  sit 
idly  by  and  watch  pressure  groups  exert  their  influence  on  my  Gov- 
ernment to  erode  my  rights  as  an  American  citizen,  and  I  implore 
you  and  your  colleagues  to  reject  these  efforts  for  individual  freedom 
upon  which  our  society  is  based. 

I  would  also  like  to  add  in  closing  that  the  testimony  which  I  have 
just  presented  has  been  endorsed  by  the  National  Tay-Sachs  and 
Allied  Diseases  Association. 

Thank  you,  Mr.  Chairman. 

[General  applause.] 

Senator  Bath.  Perhaps  some  of  you  have  not  been  to  these  hear- 
ings before.  We  hope  you  will  come  again.  When  you  do,  I  hope  that 
you  will  follow  our  rules  from  the  standpoint  of  how  we  operate  the 
committee  and  how  we  reach  a  decision.  We  are  not  going  to  do  it  by 
an  applause  meter.  By  experience  we  have  found  that  each  group 
tries  to  out-applaud  the  others,  and  we  lose  valuable  time  in  trying 
to  find  out  what  the  facts  are.  It  is  going  to  be  difficult  for  us  to  do 
that  under  the  best  of  circumstances.  I  do  hope  you  will  cooperate 
with  us. 

Ms.  Katz,  your  testimony  is  very  heartrending.  It  is  difficult  to  ask 
questions,  knowing  the  great  personal  anguish  that  you  have  ex- 
perienced. 

We  have  heard  the  folks  who  with  deep  moral  convictions  argue 
that  the  happiness  of  the  few  years  that  you  knew  your  little  daugh- 
ter was  better  than  not  knowing  her  at  all. 

How  would  you  respond  to  that? 

Ms.  ILvTz.  Of  course.  When  I  was  pregnant  with  her  and  until  she 
had  achieved  some  age  after  her  birth,  as  far  as  I  knew  no  means 
was  available  for  detection  of  this  problem  or  its  prevention,  and  we 
were  told  she  was  a  normal  baby.  You  know,  you  fall  in  love  with 
your  child  when  it  is  born,  and  as  with  any  other  childhood  illness 
that  might  afflict  your  own  child,  it  happened  to  our  child.  We  knew 
something  was  happening  to  her,  and  of  course  we  were  going  to 
stick  by  her  and  do  the  best  we  could  for  her. 

But  once  deterioration  became  very  apparent  and  we  saw  her  lose 
all  awareness  of  us,  all  awareness  of  her  own  human  functions  at  all, 
and  the  inability  to  control  them  herself  or  to  perform  them  herself 
at  times,  this  was  too  tragic,  since  the  facilities  were  available  to 
prevent  its  recurrence,  and  we  just  felt  that  it  would  be  impossible 
for  us  to  go  through  this  again,  because  we  could  not  go  through  it 
the  same  way.  We  would  know,  even  if  we  did  not  go  through  amnio- 
centesis, surely  we  would  have  the  child  tested  at  birth  and  we  would 
know  from  day  one  that  we  were  going  to  lose  the  child.  And  you 
just  cannot  keep  giving,  giving,  giving,  without  extreme,  I  think, 
mental  anguish  and  pain,  and  I  think  after  a  while  it  begins  to  be 
just  pain  and  not  happiness  any  longer,  because  you  cannot  enjoy 
the  child's  infancy. 

The  anxieties  will  always  be  there  that  you  will  definitely  lose  the 
child,  no  question  about  it.  It  would  not  be  the  same  the  second  time 
around. 

Senator  Bath.  You  talk  about  hope  and  faith  that  a  cure  would 
be  found. 
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Looking  at  this  from  a  standpoint  of  what  should  or  should  not 
be  done,  did  that  enter  the  picture  ? 

Ms.  Katz.  It  did  at  first.  But  the  doctors  that  we  were  in  contact 
with  kept  telling  us,  and  these  were  not  just  ordinary  doctors,  they 
were  medical  researchers  in  biochemistry  and  genetics  that  are  work- 
ing on  this  problem,  which  is  a  very  complicated  biochemical  prob- 
lem— that  yes,  you  should  have'  hope  for  your  child.  Do  not  give  up 
hope.  Where  there  is  life  there  is  hope.  But  there  will  be  nothing 
available,  no  therapy  whatsover  in  her  lifetime  to  reverse  the  process 
or  even  arrest  it. 

Senator  Bath.  These  are  all  very  personal  questions,  and  this  next 
one  is  even  more  personal.  If  you  would  rather  not  answer  it,  I  under- 
stand completely.  But  you  are  bringing  unique  insight  into  our 
studies,  a  rather  tragic  insight. 

Before  planning  the  pregnancy  which  resulted  in  the  lively  young- 
ster over  here,  you  anticipated  the  possibility  that  he  too  after  con- 
ception might  be  afflicted  with  Tay-Sachs? 

Ms.  Katz.  Yes,  sir,  it  was  a  25  percent  chance. 

Senator  Bath.  According  to  your  testimony,  you  were  prepared 
with  your  doctor  to  have  an  abortion  if  the  tests  showed  that  that 
was  the  case? 

Ms.  Katz.  Yes;  that  is  right. 

Senator  Bath.  What  were  your  thoughts  about  going  through 
an  abortion? 

Ms.  Katz.  Before  I  became  pregnant  I  had  to  make  the  decision. 
I  decided  I  could  not  make  a  decision  when  I  was  told  the  test  re- 
sults, that  it  could  not  be  valid  in  that  way.  I  made  the  decision 
that  I  would  become  pregnant  only  after  I  had  already  made  the 
decision  that  I  would  abort  in  the  case  that  the  subsequent  baby 
would  be  affected.  My  feelings  were  simply,  again,  that  I  did  not 
want  to  spend  my  lifetime  caring  for  one  fatally  ill  child  after 
another.  I  felt  that  my  husband  and  I  had  a  good  marriage,  and  that 
we  had  a  good  home  to  provide  children  with,  and  that  we  wanted 
to  raise  a  family,  not  just  keep  having  doomed  children. 

Senator  Bath.  Here  I  ask  this  just  to  get  your  perspective  of  the 
nature  of  abortion  as  far  as  the  seriousness  of  the  procedure  not 
necessarily  to  prejudge  others.  It  is  very  difficult  for  us  to  do  that 
on  such  an  emotional  issue  as  abortion.  Almost  by  the  nature  of  our 
jobs  here  we  are  put  in  the  position  doing  that  one  way  or  another. 

Ms.  Katz.  Let  me  just  say  that  the  testing  program  that  we  have 
cooperated  with  has  been  totally  voluntary,  and  I  think  that  it 
should  remain  so.  I  do  not  think  that  people,  because  they  are  Jewish, 
for  instance,  should  under  the  law  be  forced  to  be  tested  for  Tay- 
Sachs,  or  once  they  are  found  to  be  carriers  must  have  their  preg- 
nancies monitored  and  if  the  fetus  is  affected  must  abort  the  preg- 
nancy. 

I  think  that  all  these  decisions  should  be  totally  personal  decisions, 
and  we  thought  that  this  was  the  proper  decision  for  us.  For  some- 
body else  it  might  not  be  the  case  or  would  not  be  the  case. 

Senator  Bath.  How  about  a  neighbor  who  is  in  the  early  stages 
of  pregnancy,  but  for  reasons  other  than  the  presence  of  a  disease 
such  as  Tay-Sachs.  personal  reasons,  such  as  poverty  or  an  unwanted 
child,  decides  to  have  an  abortion. 
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Do  you  look  on  that  kind  of  an  abortion  in  the  same  way  that  you 
look  on  one  based  on  Tay-Sachs  ? 

Ms.  Katz.  Of  course,  going  through  the  tragedy  that  we  did,  know- 
ing that  we  would  lose  Joann  while  she  was  alive  and  before  I  had 
another  child,  it  made  me  feel  somewhat  bitter  that  somebody  es- 
sentially was  throwing  a  life  away  that  I  might  be  able  to  take.  But 
I  think  I  was  being  very  nonobjective,  and  I  feel  now  that  there  is 
more  equanimity  and  normalcy  in  my  own  life,  this  would  be,  for 
others  for  whatever  reason  they  would  choose  to  abort,  a  decision 
as  personal  and  as  hard  to  come  by  and  as  thought-provoking  as  my 
own.  Just  because  their  reasons  are  different  for  their  need  or  desire 
to  terminate  a  pregnancy,  that  does  not  affect  my  feelings  toward 
them. 

I  have  friends  who  have  had  psychosocial  abortions,  as  they  are 
known,  and  I  do  not  feel  that  they  were  wrong  to  do  so.  I  feel  that 
it  was  their  right — which,  of  course,  it  really  is  at  this  time. 

Senator  Bath.  Would  you  put  a  time  limit  on  that? 

Ms.  Katz.  No;  I  would  not. 

Senator  Bath.  No  time? 

Ms.  Katz.  I  do  not  feel  I  am  qualified  to  make  a  judgment  like 
that.  If  I  picked  out  a  time  it  would  be  very  arbitrary.  I  do  not  feel 
that  it  is  my  place. 

Senator  Bath.  Unfortunately  anybody  whc  picks  out  a  time  has 
to  do  it  in  sort  of  an  arbitrary  manner. 

Ms.  Katz.  I  realize  that.  I  know  that  a  craniotomy  can  be  done  to 
save  the  life  of  the  mother  even  in  full-term  pregnancy. 

Senator  Bath.  I  am  thinking  of  the  point  of  viability,  if  we  could 
ever  reach  it. 

Ms.  Katz.  I  really  do  not  feel,  personally,  that  viability  is  a  legit- 
imate idea.  I  mean  it  has  been  pointed  out  by  very  reputable  people 
that  at  the  time  of  conception  that  the  potential  for  viability  is  there, 
and  obviously  later  in  the  pregnancy  more  so. 

I  think  that  is  an  irrelevant  question.  I  think  that  it  simply  has  to 
be  a  more  personal  decision  than  that,  and  it  cannot  just  be  judged 
on  the  basis  of  time  or  the  stage  of  the  development  of  the  fetus.  I 
think  that  there  are  other  factors  to  be  considered  here. 

Senator  Bath.  Let  me  ask  you  a  question  or  two  about  the  com- 
munity screening. 

This  is  voluntary? 

Ms.  Katz.  Yes ;  it  is  totally  voluntary. 

Senator  Bath.  Samples  of  blood  are  drawn? 

Ms.  Katz.  Samples  of  blood,  very  small  samples  of  blood  from 
the  person's  arm. 

Senator  Bath.  Is  this  advertised  in  the  newspaper  or  radio  or  tele- 
vision ? 

Ms.  Katz.  It  is  advertised  that  if  people  wish  more  information  or 
wish  to  make  an  appointment  that  they  should  call  our  foundation, 
and  then  we  help  set  up  appointments  for  those  people  and  explain 
what  the  testing  is  and  what  the  cost  would  be  of  the  test. 
Senator  Bath.  What  is  the  cost  of  the  test? 

Ms.  Katz.  We  are  told  by  Johns  Hopkins  that  the  cost  of  the  test  is 
approximately  $15  per  person,  but  we  do  not  ask  that.  There  is  a 
voluntary  contribution  which  is  asked  of  everyone  of  $5  per  person. 
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but  it  is  waived  when  the  person  refuses  or  cannot  pay.  It  is  not  a 
mandatory  fee. 

Senator  Bayh.  This  test  is  made  before  pregnancy  or  after? 

Ms.  Katz.  This  test  is  made  before  pregnancy.  It  can  be  made  dur- 
mg  pregnancy  if  the  couple  wishes. 

Senator  Bayh.  Would  you  tell  us  what  the  cost  of  your  own  exam- 
ination was  during  the  period  of  pregnancy? 

Ms.  Katz.  The  amniocentesis? 

Senator  Bayh.  Yes. 

Ms.  Katz.  I  believe  it  was  $240.  but  our  insurance  paid  for  it. 

Senator  Bayh.  Your  insurance  paid  for  it? 

Ms.  Katz.  Yes. 

Senator  Bayh.  In  the  process  of  the  screening  in  Bethesda  that  you 
referred  to,  were  there  others  that  suffered  from  the  possibility  of 
Tay-Sachs  discovery  that  you  know  of? 

Ms,  Katz.  There  were  several  carriers.  Obviously,  out  of  1,300 
people  with  a  1  in  30  statistic  there,  there  were  several  carriers  de- 
tected. However,  I  do  not  believe  that  at  that  testing  any  carrier 
couples  were  detected.  If  someone  is  found  to  be  a  carrier  they  are 
asked  to  advise  siblings,  first  cousins,  et  cetera,  to  also  be  tested  with 
their  spouses,  since  it  is  carried  in  the  family,  and  therefore  other 
people  in  the  family  might  be  affected. 

I  know  of  only  one  carrier  couple  that  was  detected  through  the 
testing  that  had  no  children,  and  at  the  first  conception  amniocentesis 
was  done,  and  they  had  to  terminate  the  pregnancy.  These  were  peo- 
ple who  had  not  even  seen  a  Tay-Sachs  baby,  but  iust  on  the  infor- 
mation they  knew  of  made  that  decision  to  terminate  that  preg- 
nancy because  the  fetus  had  Tay-Sachs  disease. 

Senator  Bayh.  The  fetus  did  have  Tay-Sachs? 

Ms.  Katz.  Yes ;  but  others  have  been  more  fortunate  and  the  preg- 
nancies have  gone  on  to  produce  healthy  babies.  Also,  I  know  per- 
sonally three  women  whose  children  had  Tay-Sachs  or  an  allied  dis- 
order who  had  amniocentesis  with  the  next  pregnancy  and  aborted  ill 
fetuses.  All  three  then  went  on  to  have  a  healthy  baby  later.  This 
shows  how  much  these  people  wanted  children,  and  how  positively 
they  regarded  the  test. 

Senator  Bayh.  How  many  people  are  members  of  the  National 
Capital  Tay-Sachs  Foundation? 

Ms.  Katz.  Nationwide,  I  guess  we  have  about  300  to  500  members. 
I  am  not  sure  exactly.  The  working  members  in  the  D.C.  area  are 
probably  about  20  people.  Of  course,  this  is  a  more  or  less  local 
group.  There  is  a  national  association  with  headquarters  in  New 
York  which  is  larger. 

Senator  Bayh.  In  the  National  Capital  Foundation,  of  which  you 
are  a  member,  are  all  those  people  folks  like  yourself  who  have  had  the 
kind  of  experience  you  had. 

Ms.  Katz.  No  ;  originally  they  were,  but  I  would  say  half  the  mem- 
bership now,  the  active  membership  of  the  people  who  do  the  work 
and  so  on,  about  half  of  them  are  not  parents  of  Tay-Sachs  children, 
but  people  who  are  interested  in  this  cause. 

Senator  Bayh.  Thank  you  very  much,  Ms.  Katz.  Our  next  witness  is 
Mary  Hartle,  volunteer  at  the  women's  center  in  Minneapolis,  Minn. 
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STATEMENT  OF  MARY  HARTLE,  VOLUNTEER,  WOMEN'S  CENTER, 
MINNEAPOLIS,  MINN. 

Ms.  Hartle.  Mr.  Chairman  and  members  of  the  committee,  my 
name  is  Mary  Hartle.  I  come  before  you  today  to  support  the  Buck- 
ley and  Helms  amendments.  My  remarks  will  center  on  two^  main 
reasons  for  arguing  against  women  being  allowed  to  have  abortions — 
German  measles  and  rape.  When  the  move  to  legalize  abortion  started 
heavily  a  decade  ago,  the  proponents  originally  argued  that  abortion 
should  be  legalized  for  women  who  had  had  German  measles  during 
pregnancy  and  for  women  and  young  girls  who  had  been  raped. 

I  would  first  like  to  address  myself  to  the  German  measles  ques- 
tion. During  the  first  trimester  of  pregnancy,  with  me,  my  mother 
contracted  German  measles.  The  first  trimester  is  the  most  dangerous 
time  to  contract  German  measles  for  the  baby  has  the  greatest  chance 
of  being  affected  by  the  German  measles  during  this  time. 

I  was  born  in  1952  with  a  heart  defect  and  cataracts  in  my  eyes. 
Heart  and  eye  defects  are  two  of  the  three  major  handicaps  occurring 
from  German  measles.  My  first  year  of  life  was  in  a  very  precarious 
state.  I  underwent  heart  surgery  in  December  1952  and  eye  surgery 
in  October  1952  and  again  in  June  1953.  After  the  operations  my 
health  improved  immensely. 

My  heart  condition  has  been  corrected  such  that  my  heart  is  now 
normal.  Mv  vision  was  improved  to  the  point  where  I  can  see  at 
20/200  with  correction.  Thus,  I  can  see  objects  clearly  and  read 
regular  size  print  at  a  close  distance. 

It  is  said  that  those  who  may  be  deformed  should  be  aborted  so 
they  do  not  have  to  lead  an  unhappy  life  and  so  as  to  not  cause  a 
great  hardship  on  their  families.  I  wholeheartedly  disagree  with  this 
argument  for  several  reasons.  First  of  all,  many  unborn  babies  whose 
mothers  are  exposed  to  German  measles  are  not  born  with  birth  de- 
fects do  not  live  unhappy,  lonely,  unproductive  lives.  Thirdly,  I 
know  my  parents  would  carry  me  to  term  again,  if  they  had  to  do  it 
all  over  again,  and  I  am  sure  this  is  true  for  most  other  parents  of 
disabled  children. 

It  is  thought  by  most  people  that  a  handicap  incapacitates  a  per- 
son so  completely  that  they  are  rendered  unemployable  persons  who 
are  dependent  on  their  relatives  and  society  at  large.  However,  this 
is  a  falsehood.  Most  physical  handicaps  can  be  reduced  to  a  mere 
physical  nuisance  if  the  individual  receives  medical  treatment,  the 
proper  training  in  the  use  of  alternative  techniques,  and  the  proper 
opportunity  to  use  his  skills.  Because  of  the  medical  treatment  I  re- 
ceived, and  the  alternative  techniques  to  sight  which  I  use,  my  blind- 
ness has  been  reduced  to  a  physical  inconvenience  for  me. 

The  real  problem  of  blindness,  and  all  other  handicaps,  is  not  the 
occasional  physical  limitation  it  imposes,  but  rather  societal  attitudes 
toward  blindness.  Misconceptions  and  misinformation  about  blind- 
ness which  give  rise  toward  prejudice  and  discrimination  against  the 
blind  are  the  real  problems  of  blindness.  Thus,  I  consider  blindness 
to  be  a  social  handicap,  not  a  physical  handicap. 

Rather  than  eliminating  those  who  might  be  handicapped  from 
German  measles,  I  propose  that  the  public  be  educated  about  the 
facts  about  blindness— the  real  problems  of  blindness,  and  the  capa- 
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bilities  of  blind  people.  As  the  public  becomes  more  informed  about 
blindness  and  attitudes  toward  the  blind  improve,  the  lives  of  blind 
people  will  improve. 

Since  handicapped  people  can  function  independently  in  society 
once  they  have  been  given  the  proper  training  and  an  opportunity 
to  utilize  their  skills,  I  believe  it  would  be  wrong  to  permit  abortion 
for  the  purpose  of  preventing  the  birth  of  disabled  people. 

At  this  point,  I  would  like  to  turn  my  attention  to  the  question  of 
aborting  women  pregnant  from  rape.  It  has  been  argued  by  the  pro- 
ponents of  legalized  abortion  that  women  who  become  pregnant  as 
a  result  of  rape  should  be  allowed  to  get  an  abortion. 

I  do  not  feel  that  abortion  needs  to  be  legalized  for  this  reason. 
I  worked  in  a  rape  counseling  center  in  Minnesota  last  fall,  and  so 
have  had  a  great  deal  of  experience  with  rape  victims.  Pregnancy 
need  not  occur — and  in  fact  does  not  occur  much  anyway — ^if  the 
woman  receives  prompt  medical  treatment  soon  after  the  rape. 

The  doctor  can  perform  a  test  to  determine  if  sperm  has  entered 
the  woman's  vagina,  and  to  determine  if  the  woman  has  ovulated.  If 
sperm  is  present  and  the  woman  is  ovulating  or  she  might  be  within 
the  week  following  the  rape,  she  may  be  given  the  morning  after  pill. 
This  will  prevent  pregnancy.  If  pregnancy  is  not  prevented  for  some 
reason,  the  unborn  being  should  be  given  the  right  to  live.  This  right 
should  not  be  denied  simply  because  the  child  was  conceived  from  a 
rape  experience. 

Although  abortion  is  not  necessary  to  prevent  pregnancy  due  to 
rape,  immediate  medical  treatment  is.  At  present,  society  tends  to 
forget  about  the  rape  victim  until  she  becomes  pregnant,  if  she  does. 

Gentlemen,  I  would  recommend  that  an  intensive  education  pro- 
gram be  launched  to  inform  women  of  the  immediate  steps  they 
should  take  following  a  rape.  Women  should  be  encouraged  to  seek 
medical  treatment  to  prevent  pregnancy  and  venereal  disease,  and 
to  treat  injuries  the  victim  may  have  suffered.  At  present  many 
women  do  not  seek  such  help  until  several  days  after  the  rape  because 
they  feel  ashamed  of  having  been  raped,  fear  telling  their  doctor, 
and /or  want  to  forget  about  the  incident. 

Women  should  also  be  encouraged  to  report  the  crime  to  the  police 
so  that  the  rapist  may  be  arrested  and  brought  to  justice.  As  many 
as  six  out  of  every  ten  rapes  go  unreported  because  women  fear  the 
police  will  treat  them  almost  as  cruelly  as  the  rapist,  women  believe 
the  police  will  never  catch  the  criminal,  and/or  because  women  be- 
lieve they  will  never  get  the  rapist  convicted,  given  the  fact  that 
statute  and  case  law  tends  to  protect  the  defendant  and  put  the 
victim  on  trial. 

So  that  the  rape  victim  can  come  to  grips  with  the  physical  and 
emotional  problems  resulting  from  a  rape  experience,  I  recommend 
the  police  be  trained  to  deal  with  more  sensitivity  towards  rape  vic- 
tims, the  laws  be  amended  by  deleting  the  corroboration  requirement, 
making  it  easier  to  convict  a  man  who  does  rape  a  woman,  and  that 
rapists  be  given  psychiatric  treatment  rather  than  imprisonment.  I 
believe  these  are  key  factors  which  will  result  in  the  reduction  in  the 
incidence  of  rape. 

The  most  important  change  which  must  be  made  to  help  victims 
of  rape  is  a  change  in  our  attitudes  toward  rape  victims  and  ideas 
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about  rape.  The  idea  that  women  who  are  raped  somehow  asked  for 
it  or  did  something  to  precipitate  it  must  be  dispelled  once  and  for 
all. 

The  notion  that  a  woman  could  not  have  been  raped  if  she  did 
not  struggle  must  be  recognized  for  what  it  is — a  falsehood.  Women 
who  are  involved  in  the  most  innocent  activity  are  raped  every  day 
of  the  year,  and  many  women  who  are  raped  do  not  struggle  either 
because  the  man  has  a  lethal  or  dangerous  weapon — a  gun,  a  knife, 
or  even  his  body — or  the  woman  fears  he  may  pull  out  a  weapon  or 
inflict  injury  on  her  by  some  means. 

A  rape  victim  needs  empathy  and  understanding  from  those  close 
to  her.  She  should  be  encouraged  to  talk  about  the  experience  when 
she  feels  a  need  to,  rather  than  being  told  to  forget  it,  so  as  to  prevent 
psychological  problems  later.  In  this  connection,  more  rape  centers 
like  those  in  Minneapolis  and  D.C.  should  be  established  to  help 
victims  with  immediate  and  long-term  physical  and  psychological 
needs. 

I  feel  I  am  especially  well  qualified  to  speak  on  the  problems  and 
needs  of  rape  victims  not  only  because  I  have  worked  with  rape 
victims,  but  also  because  I  too  was  raped.  As  it  happened,  I  was 
beaten  and  raped  by  a  stranger  at  night  nearly  2  years  ago.  I  re- 
ceived immediate  medical  care  to  prevent  pregnancy  and  venereal 
disease,  and  to  treat  the  injuries  I  incurred. 

Although  I  was  certain  that  I  would  not  become  pregnant,  I  often 
wondered  how  I  would  have  reacted  if  I  had.  Although  it  would  have 
been  difficult  to  be  pregnant  under  this  condition,  it  would  have  been 
even  more  difficult  to  have  an  abortion.  I  believe  I  would  have  re- 
ceived emotional  support  from  my  family  and  friends  had  I  become 
pregnant. 

In  conclusion,  I  would  like  to  say  that  abortion  should  not  be  per- 
mitted to  prevent  the  birth  of  a  baby  who  may  be  deformed  or  to 
prevent  the  birth  of  a  baby  conceived  due  to  a  rape.  Abortion  only 
rids  us  of  the  effects  rather  than  ridding  us  of  the  causes  of  con- 
genital defects  or  the  problems  encountered  by  the  disabled  and  the 
causes  of  rape  and  the  immediate  problems  of  the  victim. 

I  have  offered  some  proposals  that  I  believe  will  help  effect  long- 
range  change.  These  recommendations,  if  acted  upon,  would  improve 
the  lives  of  disabled  people  and  would  help  the  rape  victim  deal 
effectively  with  any  short-term  and  long-term  problems,  in  addition 
to  preventing  pregnancy. 

I  wish  to  submit  copies  of  my  personal  resume  to  committee  mem- 
bers, and  I  request  that  my  resume  be  made  a  part  of  the  record.  I  am 
doing  this  to  illustrate  that  a  person  whose  chance  for  a  normal, 
independent  life  looked  bleak  at  birth  can,  and  in  my  case  did,  be- 
come a  productive,  normal,  independent  person  in  society.  I  do  not 
consider  myself  an  extraordinary  person.  I  consider  myself  to  be  an 
average  person  with  average  abilities  who  happens  to  be  blind.  I 
have  attended  regular  schools  all  my  life,  graduating  from  Mac- 
alester  College  with  a  B.A.  degree  in  political  science.  In  addition  to 
my  academic  work,  and  the  summer  jobs  I  have  held,  I  have  also  been 
active  in  community  affairs. 

My  most  important  involvement  is  with  the  National  Federation 
of  the  Blind.  I  am  currently  first  first  vice  president  of  the  national 
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student  division  of  this  organization.  The  National  Federation  of  the 
Blind  is  an  organization  of  blind  people  seeking  the  total  integration 
of  blind  people  into  society  on  an  equal  basis  with  sighted  people. 
Through  this  organization,  I  seek  to  reduce  the  social  handicap  of  the 
blind.  I  have  not  come  here  to  represent  the  National  Federation  of 
the  Blind ;  I  am  here  to  represent  only  myself  and  my  personal  views 
as  a  private  citizen. 

I  wish  to  thank  you,  Mr.  Chairman  Bayh,  and  the  rest  of  the 
commitee  for  affording  me  this  opportunity  to  speak  with  you  today 
on  these  important  proposed  constitutional  amendments. 

[The  information  referred  to  follows:] 

Maey  Habtle 

(2806  Park  Ave.  So.,  Apt.  No.  2,  Minneapolis,  Minn.  55407.  Home  telephone: 
(612)  871-7270). 
Single,  5  feet  5  inches,  105  pounds,  born :  January  17,  1952. 

Alternative  career  objectives 

1.  Area  of  Human  Rights  and  AflSrmative  Action  in  Employment. 

2.  Counseling,  preferably  employment  counseling  or  rehabilitation  counseling. 

3.  Political  area,  organizing  for  social  action,  campaign  organizing. 

4.  Administration  of  personnel  policies  and  practices,  hiring  of  staff  and  staff 
development. 

5.  Administration  of  social  welfare  programs,  either  in  state  or  private 
agency. 

Education 

B.A.  in  Political  Science,  Macalester  College,  St.  Paul,  MN  May  19, 1974 
Coursework;  Area  of  Concentration 

American  Democratic  Government. — Description  and  analysis  of  the  basje 
institutions  and  political  processes  of  the  American  political  system. 

European  Comparative  Government. — Comparison  and  analysis  of  European 
political  systems,  principally  Great  Britain,  France,  and  Germany.  Emphasis 
on  recent  history  and  current  institutions. 

Administrative  Organization  and  Behavior. — Theories  and  analysis  of  public 
bureaucracies,  their  environments  and  their  problems ;  emphasis  on  human 
behavior  and  performance.  Paper :  "An  Analysis  and  Evaluation  of  State  Serv- 
ices for  the  Blind"  which  is  now  being  used  by  a  state  legislator  to  seek  pas- 
sage of  a  bill  creating  a  State  Commission  for  the  Blind. 

Political  Behavior  of  Minorities. — An  analysis  of  the  political  problems  and 
culture  of  racial  minorities.  Also,  a  study  of  the  political  socialization  of  and 
use  of  power  by  these  groups.  Papers :  "The  Cultural  and  Political  Difference 
between  Blacks  and  Indians",  and  "A  Critique  of  the  Moynihan  Report". 

Elections  and  Voting  Behavior. — An  analysis  of  campaign  theory  and  practice, 
emphasis  on  1972  Presidential  and  Congressional  Campaigns.  Papers:  "A  Cri- 
tique of  McGovern's  Strategy  and  Some  Proposals"  and  "An  Interpretation  of 
Election— 1972". 

A  Reading  Independent  Study. — A  study  of  the  legislative  process  on  the 
state  and  national  levels;  emphasis  on  lobbying  theories.  Paper:  "Theories  of 
Legislative  Lobbying". 

An  Experiencial  Independent  Study. — A  practical  experience  in  lobbying  at 
the  state  legislature  applying  the  theories  of  lobbying  learned  from  the  first 
independent  study.  Paper  :  "Activities  of  a  Lobbyist". 

Intergovernmental  Relations. — The  examination  of  the  relationship  of  local, 
state,  and  the  federal  level  to  each  other.  The  analysis  of  the  role  of  govern- 
mental bodies,  elected  officials,  and  the  political  process.  Paper:  An  Analysis 
and  Evaluation  of  the  State  of  Minnesota's  Affirmative  Action  Program". 

Community  Involvement  Intexnship. — An  off-campus  semester,  working  and 
living  in  a  community.  The  analysis  of  an  urban  community — the  life-styles, 
community  resources,  and  community  organizations.  Full  semester  credit  was 
received  for  this  program.  Each  student  had  a  40-hour  field  placement.  I  worked 
in  a  social  service  agency  doing:  rape  counseling  (one  to  one  over  phone), 
group  counseling  of  rape  victims,  legal  research  on  rape,  assisting  clients  in 
health  clinic,  writing  press  releases,  and  working  as  a  crisis  counselor  in  the 


331 

Abandoned  Parents  Program,  a  program  for  parents  of  runaways.  Papers: 
"Memoranduim  on  the  Prosecution  of  a  Rape  Charge"  and  "Lobbying  Techniques 
on  the  Rape  Issue",  for  use  by  the  staff  of  the  agency. 

Internship — ''Organizing  for  Social  Change". — A  five  component  program  of 
training  and  reflection  in  organizing  theory.  Components  included  weekly  sem- 
inars, a  daily  journal,  readings,  individual  conferences,  and  a  field  placement. 
Full  semester  credit  was  received  for  this  program.  I  worked  with  the  United 
Handicapped  Federation.  My  work  included  organizing  the  grass  roots  level  of 
the  handicapped  community  into  a  coalition  of  groups  of  disabled  people.  I  also 
did  research  on  groups  and  individuals  for  later  use  by  the  coalition  and 
helped  in  the  planning  of  a  fundraisingj)roject. 

Coursework;  Supportvng  Courses 

Logic ;  Deliberative  Process — a  course  in  debate ;  Persuasion — of  individuals, 
small  groups,  and  large  audiences. 

Summer  Employment 

1973,  Receptionist/Secretary ;  Frederick  W.  Appell  Jr. ;  duties :  phone  recep- 
tioning,  filing,  some  typing,  and  some  bookkeeping. 

1972,  Summer  Project  Aide ;  Minneapolis  Rehabilitation  Center ;  duties : 
worked  with  blind,  high  school  age  clients,  assigned  them  tasks  to  perform, 
rated  their  performance,  did  some  counseling,  and  participated  in  staff  confer- 
ences on  clients. 

1970,  Nurse's  Aide  ;  Villa  Maria  Nursing  Home  ;  duties  :  assisted  patients  with 
their  daily  living  needs  of  food,  clothes,  and  personal  hygiene,  changed  bed 
linens,  and  charted  information  on  patient  records. 

1969,  Receptionist/General  OflSce  Work ;  Gold  Bond  Stamp  Company ;  duties ; 
phone  receptioning,  took  phone  orders,  filing,  and  processed  used  books  of  Gold 
Bond  stamps. 

Organizational  Membership  and  Service 

Urban  Coalition  of  Minneapolis,  Bd.  of  Dr.  1972-1973 ;  Assembly,  1973- 

Task  Force  on  Rape,  member  1974- 

National  Federation  of  the  Blind  (NFB),  member  1970-  ;  founding  presi- 
dent of  the  Minnesota  Student  Division,  January  1971-August  1971 ;  re-elected 
August  1973-August  1974 ;  duties :  presiding  over  monthly  meetings,  administra- 
tion over  projects  and  committees.  Elected  First  Vice-President  of  the  National 
Student  Division,  July  1971-July  1973 ;  re-elected  July  1973-July  1975 ;  duties : 
traveling  to  other  states  and  delivering  speeches,  writing  articles  for  the  na- 
tional publication.  The  Braille  Monitor,  and  working  closely  with  state  leaders 
at  the  national  convention  each  year. 

Community  Activities 

Helped  press  for  the  amendment  of  the  State  Act  Against  Discrimination. 

Written  articles  for  publication. 

Numerous  speaking  engagements,  before  live  audiences  and  on  radio. 

Co-author  of  Handbook  on  Client's  Rights,  published  under  sponsorship  of 
the  NFB  of  Minnesota. 

Attended  national  conventions  in  Houston,  Chicago,  and  New  York. 

Represented  the  NFB  of  Minnesota  at  meetings  in  New  York  and  Washington, 
D.C. 

Organized  in  Mississippi,  Florida,  and  Minnesota. 

Testified  before  legislative  bodies  on  the  local,  state,  and  national  levels. 

References 

Dr.  Charles  Green,  Professor  of  Political  Science,  Macalester  College,  St. 
Paul,  MN. 

Dr.  G.  T.  Mitau,  Professor  of  Political  Science,  Macalester  College,  mailing 
address :  Chancellor  Mitau,  State  College  System,  Capitol  Square  Building,  St. 
Paul,  MN. 

Dr.  Walter  Mink,  Professor  of  Psychology,  Macalester  College,  St.  Paul,  MN. 

Mr.  Michael  Bjerkessett,  Staff  Organizer,  United  Handicapped  Federation, 
1951  University  Avenue,  St.  Paul,  MN. 

An  Additional  Comment 

Having  read  the  preceeding  paragraphs,  you  have,  no  doubt,  realized  that  I 
am  blind.  Your  initial  reaction  may  be  to  question  my  ability  to  perform  at  a 
highly  competent  level  since  I  am  blind.  Your  fears,  doubts,  and  suspicions  may 
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cause^.you  to  be  very  reluctant  to  hire  me.  However,  before  making  your  de- 
cision, please  read  on.  I  submit  to  you  that  such  feelings  are  based  on  a  stereo- 
typed image  of  blind  people  which  views  us  as  helpless  and  dependent,  and  on 
a  traditional  misconception  that  blindness  is  a  tragic  and  all-embracing  handi- 
cap. In  reality,  blind  people  are  simply  people  who  happen  not  to  be  able  to  see, 
no  more — no  less.  We  have  the  same  range  of  abilities,  interests,  and  personality 
traits  that  sighted  people  have.  Blind  people  are  employed  as  teachers,  adminis- 
trators, biologists,  radio  and  television  broadcasters,  secretaries,  etc.  Thus, 
blind  people  are  employed  in  a  wide  variety  of  occupations. 

If  you  hold  the  philosophy  that  I  do,  that  a  person's  past  record  of  work  and 
achievement  is  indicative  of  probable  future  performance,  then  I  would  submit 
to  you  that  my  academic  qualifications,  professional  training  and  work  expe- 
rience, and  community  involvement  well  qualifies  me  to  be  employed  by  you. 

With  the  aid  of  a  number  of  alternative  techniques  such  as  a  reader  for 
extensive  reading,  a  driver  for  extensive  intra-city  travel,  and  braille  notes  for 
public  speaking,  I  can  perform  any  job  I  choose  as  well  as  a  sighted  person 
with  abilities  similar  to  mine. 

I  would  urge  you  not  to  dismiss  my  application  merely  on  the  grounds  that  I 
am  blind.  I  would  be  a  great  asset  to  your  organization.  I  hereby  request  an 
interview  with  you  at  your  earliest  convenience.  Only  through  an  interview 
would  you  be  able  to  determine  whether  I  possess  the  necessary  qualifications, 
and  at  that  time  I  would  be  able  to  discuss  my  qualifications  and  experience, 
and  the  alternative  techniques  I  would  use  to  perform  my  job.  In  conclusion, 
I  would  hope  that  you  will  judge  me  on  my  ability,  not  my  disability. 

Senator  Bath.  We  appreciate  your  taking  time  to  be  with  us,  and 
I  might  say  that  we  would  be  more  than  happy  to  introduce  your 
resume  into  the  record,  and  for  those  who  have  not  had  a  chance  to 
read  it,  it  is  impressive,  and  would  that  all  people  who  do  not  suffer 
from  your  handicap  of  less  than  full  sight  had  the  accomplishments 
that  you  at  your  age  in  life  do  have. 

Here  you  discuss  your  feelings,  and  you  have  heard  Ms.  Katz  dis- 
cuss hers.  It  leaves  me,  as  chairman  of  this  subcommittee,  with  great 
feelings  of  inadequacy  as  one  who  has  to  sit  in  judgment  on  a  ques- 
tion like  this. 

May  I  ask,  how  old  are  you  now? 

Ms.  Hartle.  Pardon  me? 

Senator  Bath.  Is  your  age  a  fair  question  to  ask  a  woman  witness 
in  a  Senate  hearing? 

Ms.  Hartle.  I  am  22. 

Senator  Bayh.  You  say  your  heart  condition  has  been  corrected 
and  gives  you  no  problems  now? 

Ms.  Hartle.  Yes,  that  is  correct. 

Senator  Bath.  Obviously,  from  what  you  have  been  able  to  ac- 
complish and  the  way  you  were  able  to  go  through  your  statement, 
the  vision  problem  is  one  that,  although  it  is  an  inconvenience,  cer- 
tainly has  not  kept  you  down.  I  can  see  why  you  have  very  strong 
feelings  about  the  question  of  abortion. 

Would  you  have  the  same  feelings  if  you  knew  you  were  pregnant 
with  a  baby  that  had  Tay-Sachs,  such  as  is  the  experience  of  Ms. 
Katz,  or  if  you  had  a  test  that  showed  that  your  baby  was  going  to 
have  Down's  syndrome? 

INIs.  Hartle.  Yes ;  I  think  I  would.  I  guess  I  have  come  to  believe 
that  with  the  proper  training  other  people  just  as  myself  can  lead 
an  independent  life,  and  I  think  that  if  we  put  our  energies  into 
legalizing  abortion,  what  will  happen  is  that  medical  research  to  try 
to  cure  other  disabilities  and  research  to  discover  alternative  tech- 
niques that  disabled  people  might  use  in  their  lives  wiH  decrease. 
People  will  not  see  such  a  need  to  do  this. 
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Senator  Bath.  Are  we  as  a  society  so  insensitive  and  irresponsible 
that  we  must  consider  alternatives  limited  to  either  abortion  or  to 
research  ? 
Are  those  the  only  two  alternative  available  to  us? 
I  think  that  it  would  be  tragic  if  that  were  the  consequence.  We  do 
need  to  do  more  in  the  area  of  preventing  some  of  these  unfortunate 
occurrences  and  make  it  possible  for  human  beings  to  live  with  them 
if  they  are  afflicted  and  indeed  look  for  a  cure. 

Ultimately,  do  you  really  feel  that  we  must  weigh  off  abortion 
versus  research? 

Ms.  Hartle.  What  I  am  saying  is  that  if  we  legalize  abortion,  then 
I  think  that  research  will  not  go  on  in  full  force  that  it  would  if 
abortions  were  not  legalized. 

The  techniques  that  blind  people  use,  by  and  large,  were  discovered 
by  blind  people,  not  sighted  people,  not  agencies  for  the  blind,  not 
professionals  who  work  for  the  blind.  They  are  discovered  by  blind 
people  themselves.  I  feel  that  we  are  not  ever  going  to  erase  handi- 
capped people  from  the  world.  That  is  not  going  to  occur.  We  still 
are  going  to  have  a  lot  of  people  who  are  going  to  become  disabled 
late  in  life.  I  have  a  friend  who  had  polio  when  she  was  close  to  2 
years  old,  and  so  she  was  left  with  that.  There  is  never  going  to  be 
k  way  to  eliminate  disabled  people  from  the  world. 

If  50  percent  of  the  population  were  disabled,  we  would  have  made 
a  lot  more  strides  in  terms  of  research  and  in  terms  of  alternative 
techniques,  in  terms  of  education,  employment  opportunities  and  so- 
cietal attitudes  than  we  have  to  this  date. 

Senator  Bath.  I  share  your  feeling  that  we  have  not  adequately 
dealt  with  this.  I  speak  with  a  little  experience  as  a  chairman  for 
several  years  of  our  Easter  Seals  crippled  children  and  adult  pro- 
gram, as  well  as  a  member  of  the  national  board. 

I  would  hope  that  we  could  do  more.  Personally,  I  do  not  see  this 
country  ever  accepting  the  alternative  of  liquidating  those  who  do 
not  reach  some  normal  standard. 

Getting  back  to  the  Tay-Sachs  question— and  I  hate  to  use  that 
specific  example,  but  it  seems  to  me  that  it  draws  the  question  very 
quickly.  You  responded  to  my  question  with  an  answer  that  I  concur 
in,  but  I  do  not  think  it  is  an  answer  to  the  specific  question  I  asked. 
You  said  that  you  thought  disabled  people  could  be  taught  to  func- 
tion and  to  make  a  contribution.  I  think  almost  all  can. 

But  Tay-Sachs  is  the  kind  of  disease  where  fatality,  death,  de- 
scribed by  Ms.  Katz,  is  inevitable. 

What  about  that?  .      .      .       .  -  t  u 

Ms.  Hartle.  You  are  asking  me  if  at  this  point  m  time  it  i  became 
pregnant  and  I  knew  that  the  child  would  have  Tay-Sachs— — 

Senator  Bath.  If  you  would  rather  not  answer  it,  I  understand, 
because  these  are  very  tough  questions  to  ask.  They  must  be  equally 

tough  to  answer.  .-,         i  •     i         -i- 

Ms  Hartle.  Well,  I  have  a  very  strong  philosophical  position  on 
the  question  of  abortion.  So  I  am  sure  that  I  would  carry  the  ba,by 
to  term  and  probably  become  quite  active  in  trying  to  find  alternative 
methods  for  the  baby  to  live  and  to  develop  research  to  curb  this 

problem.  ,  •     i  t  •     <- 

Senator  Bath.  I  can  understand  your  philosophical  reason,  i  lust 

want  to  make  sure  that  the  answer  is  based  on  that,  not  on  the  teelmg 
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that  right  now,  we  have  the  capacity  to  make  it  possible  to  have  a 
Tay-Sachs  baby  lead  a  normal  life.  We  do  not  have  that  capacity 
right  now,  and  I  think  we  should  recognize  that.  I  certainly  share 
your  feeling  that  we  ought  to  be  doing  more  in  this  area  in  making 
it  possible  to  find  answers  to  those  tragedies. 

I  appreciate  your  bringing  your  expert  personal  thoughts  to  our 
committee  regarding  experiences  from  being  sexually  assaulted.  You 
emphasized  the  necessity  for  the  presence  of  quick  medical  care  and 
knowledge  of  what  should  be  done.  I  salute  you  for  that  and  I  concur. 

You  emphasized  the  importance  of  disseminating  information  and 
how  inadequate  that  process  is  now,  and  you  also,  as  dramatically  as 
I  have  ever  seen,  described  some  of  the  misconceptions  that  society 
has  generally  placed  on  rape.  I  refer  to  the  place  in  your  statement 
where  you  said  that  the  idea  that  women  who  are  raped  somehow  ask 
for  it  or  did  something  to  precipitate  it  must  be  dispelled  once  and 
for  all.  The  notion  that  a  woman  could  not  have  been  raped  if  she 
did  not  struggle  must  be  recognized  for  what  it  is — a  falsehood. 

One  of  the  real  tragedies  in  our  society  today  is  the  way  women 
are  made  to  feel  almost  like  the  criminal  when  assaulted  in  this  way. 
It  is  a  diiRcult  question  to  me  as  a  lawyer  to  look  at  how  you  balance 
due  process  of  the  man  against  the  woman  who  is  almost  defenseless 
in  a  situation  like  that  and  faced  with  ostracism  by  society. 

How  many  other  communities  have  the  kind  of  community  centers 
similar  to  the  ones  in  Minneapolis  and  Washington  that  you  referred 
to  where  a  woman  can  get  this  kind  of  treatment? 

Ms.  Hartle.  There  is  one  in  Los  Angeles;  there  is  one  in  Detroit, 
one  in  Chicago.  I  believe  one  in  Missouri,  one  in  Maryland.  Those 
are  the  ones  that  I  know  of  right  offhand. 

Senator  Bath.  "What  do  I  do  if  I  happen  to  be  a  young  lady  in 
Shirkieville,  Indiana,  or  some  other  place  lacking  these  facilities, 
and  I  am  assaulted? 

I  must  say  that  I  accept  your  answer  as  to  what  we  should  do. 

But  what  do  we  do  now  before  that  is  possible,  where  a  woman 
is  beset  upon  by  a  man,  forced  into  this  situation? 

Ms.  Hartle.  Get  the  information  out  to  the  women  in  grade  school, 
high  school,  college,  to  try  to  disseminate  the  information.  Over  the 
past  2  years  the  whole  issue  of  rape  has  come  out  of  the  taboo  area 
and  into  the  public  sphere.  There  have  been  movies,  documentaries, 
press  articles,  and  all  sorts  of  things,  publications,  written  on  the 
subject  of  rape  over  the  last  2  years. 

It  is  finally  recognized  that  there  is  a  social  problem.  Rape  is  in- 
creasing across  the  country,  and  especially  in  urban  reas  and  around 
college  campuses.  So  that  is  why  I  recommend  that  we  set  up  more 
community  counseling  centers  and  through  other  ways  we  educate 
the  public  about  rape.  I  think  it  is  starting  to  happen,  but  we  still 
have  a  ways  to  go. 

Senator  Bath.  Thank  you  very  much,  Ms.  Hartle.  We  appreciate 
you  letting  us  have  your  personal  thoughts  and  your  personal  ex- 
perience. I  certainly  want  to  add  my  commendation  for  the  contribu- 
tion that  you  are  making  to  society. 

We  will  recess  our  hearing  now  pending. the  call  of  the  Chair. 

[Whereupon,  at  12:45  p.m.,  the  hearing  was  recessed,  subject  to 
the  call  of  the  Chair.] 
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WEDNESDAY,  JUNE  26,   1974 

U.S.  Senate, 
Subcommittee  on  Constitutional  Amendments 

OF  THE  Committee  on  the  Judiciary, 

Washington^  B.C. 

The  subcommittee  met,  pursuant  to  recess,  at  2:05  p.m.,  in  room 
1318,  Dirksen  Senate  Office  Building,  Senator  Birch  Bayh— chair- 
man of  the  subcommittee — presiding. 

Present :  Senator  Bayh. 

Also  present:  Lynne  Fishel,  research  assistant;  Abby  Brezina,  chief 
clerk  and  Teddie  Phillips,  assistant  clerk. 

Senator  Bayh.  We  will  convene  our  hearings. 

I  would  like,  prior  to  our  hearings,  to  offer  a  word  of  explanation 
to  some  of  you  who  may  have  been  inconvenienced  by  the  absence  of 
the  chief  counsel  of  the  subcommittee,  Mr.  J.  William  Heckman.  He 
has  come  down  with  some  variety  of  hepatitis.  Rest  is  the  only  thing 
the  doctors  say  he  can  do  to  get  better.  I  appreciate  the  fact  that  his 
assistant  is  substituting  very  efficiently  for  us.  ^   _ 

Our  first  witness  this  afternoon  is  Dr.  Irving  C.  Bernstein,  clinical 
professor  of  obstetrics  and  gynecology  and  clinical  professor  of  psy- 
chiatry at  the  University  of  Minnesota  Hospital. 

Doctor,  we  appreciate  your  being  with  us  and  taking  the  time  to 
let  us  have  your  expertise  on  the  subject. 

STATEMENT  OF  DR.  IRVING  C.  BERNSTEIN,  CLINICAL  PROFESSOR 
OF  OBSTETRICS  AND  GYNECOLOGY  AND  CLINICAL  PROFESSOR 
OF    PSYCHIATRY,     UNIVERSITY     OF     MINNESOTA     HOSPITAL 

Dr.  Bernstein.  Thank  you. 

The  staff  has  already  told  you  that  I  am  at  the  medical  school,  so 
I  will  not  go  into  that. 

Senator  Bayh.  Pardon  me.  Doctor. 

Could  you  pull  that  mike  closer  to  you? 

Dr.  Bernstein.  I  am  chairman  of  the  Mental  Health  Committee 
of  the  Minnesota  State  Medical  Association,  psychiatric  consultant 
to  the  Hennepin  County  Welfare  Department,  chairman  of  the  Clin- 
ical Faculty  Committee  of  the  Department  of  Obstetrics  and  Gyne- 
cology of  the  University  of  Minnesota  Medical  School,  and  chief  ot 
the  Psychiatric  Department  of  Mt.  Sinai  Hospital;  Minneapolis. 

I  am  speaking  as  an  individual  and  I  do  not  represent  specifically 
any  of  these  organizations. 

(335) 
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From  the  psychiatric  point  of  view  of  the  psychiatrist,  there  are 
no  indications  for  recommending  therapeutic  abortions.  Yet,  prior 
to  the  Supreme  Court  decision  regarding  abortion,  it  was  estimated 
that  80  percent  of  all  abortions  done  in  hospitals  were  done  for  so- 
called  psychiatric  indications.  More  appropriately,  the  function  of  a 
psychiatrist  in  this  field  should  be  to  help  manage  the  occasional 
patient  who  requires  an  abortion  for  medical  reasons,  since  termina- 
tion of  pregnancy  is  not  without  psychiatric  risk. 

Sims  states,  "Abortion,  even  if  therapeutic,  may  in  itself  produce 
a  psychosis."  Noyes  and  Kolb  state,  "As  high  as  one-fifth  of  the 
women  allowed  therapeutic  abortions  later  expressed  regret  for  ac- 
cepting the  procedure." 

As  already  stated,  prior  to  the  Supreme  Court  decision  most  abor- 
tions done  in  hospitals  were  done  for  psychiatric  indicatons.  In  my 
opinion,  the  psychiatrists  involved  in  recommending  this  procedure 
were  recommending  them  not  on  the  basis  of  medical  facts,  but  for 
the  convenience  of  some  adult,  and  not  necessarily  for  the  pregnant 
patient.  The  patient  was  usually  referred  to  the  psychiatrist  after 
she  had  missed  one  or  two  menstrual  periods  and  the  referring  phy- 
sician wanted  an  opinion  quickly  because  he  wished  to  operate  within 
the  first  trimester  of  pregnancy  if  at  all  possible. 

Because  the  psychiatrist  was  under  pressure  of  the  shortage  of  time 
and  the  pressure  of  the  referring  physician,  who  had  already  decided 
that  the  patient  should  have  a  therapeutic  abortion,  but  who  had  been 
unable  to  find  an  acceptable  medical  reason  for  it,  the  examination 
was  usually  neither  complete  nor  objective.  At  that  particular  time 
threats  of  suicide  and  the  fear  of  the  future  were  at  their  height,  and 
thus  some  psychiatrists,  probably  in  good  conscience,  believed  the 
possibility  of  suicide  was  imminent  and  recommended  an  abortion. 
One  psychiatrist,  a  Dr.  Bolter,  felt  the  psychiatrist  was  acting  as  an 
unfortunate  accomplice.  He  did  not  know  what  he  was  being  asked  to 
do. 

Dr.  Halleck,  who  is  a  professor  of  psychiatry  and  was  at  the  Uni- 
versity of  Wisconsin — he  is  now  somewhere  on  the  east  coast — who 
believes  somewhat  differently,  from  me,  about  abortion,  says  that 
psychiatrists  who  recommend  abortions  for  psychiatric  reasons  are 
deliberately  lying. 

Abortion  is  an  area  in  psychiatry  in  which  some  psychiatrists  were 
intent  on  dealing  with  the  neurotic  symptom  as  a  primary  maneuver. 
It  is  customary  for  the  psychiatrist  to  deal  with  what  is  behind  the 
presenting  symptoms,  and  not  to  take  statements  of  patients  at  face 
value.  Actually,  it  is  better  to  treat  a  pregnant  woman  for  psychiatric 
illness,  rather  than  abort  her  and  not  treat  her  psychiatrically. 

In  the  area  of  abortion,  psychiatrists  to  have  a  role  to  play.  Psvchi- 
atric  consultation  is  beneficial  in  helping  patients  tolerate  the  oc- 
casional abortion  which  is  indicated  for  other  than  psychiatric  rea- 
sons. 

Termination  of  pregnancy  is  not  without  psychiatric  risks.  Psychi- 
atrists are  also  valuable  to  referring  physicians  in  determining 
psvchiatric  contraindications  for  therapeutic  abortions. 

For  example,  a  patient  was  referred  because  of  her  adamant  de- 
mands to  have  an  abortion  because  it  was  inconvenient  for  her  to 
have  a  baby  at  that  particular  moment.  She  was  threatening  suicide. 
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Her  attending  physician,  the  patient's  cousin-in-law,  realizing  the 
patient  was  a  worrisome,  perfectionistic  woman,  referred  her  for 
psychiatric  study  and  care.  He  thought  this  care  would  be  beneficial 
in  preparing  her  for  the  operation. 

A  diagnosis  of  obsessive  compulsive  neurosis  was  made.  The  ob- 
stetrician was  advised  the  patient  was  already  so  guiltladen  that  she 
could  not  tolerate  such  a  procedure  safely.  She  left  the  office  very 
angry. 

The  abortion  was  not  carried  out.  A  short  time  ago,  and  13  years 
later,  the  child  was  participating  in  a  religious  ceremony.  The  pa- 
tient went  up  to  her  cousin-in-law,  the  obstetrician,  and  said,  "This 
is  the  boy  we  would  have  killed  if  you  had  not  sent  me  to  the  psychi- 
atrist." Subsequent  to  the  psychiatric  referral,  the  patient  felt  much 
better  when  she  realized  the  psychiatrist  found  she  was  not  so  ill 
that  she  could  not  have  another  child. 

Being  told  that  one  is  too  sick  emotionally  to  tolerate  a  pregnancy 
can  be  extremely  upsetting  to  a  patient. 

A  psychiatrists,  Dr.  Kolb,  who,  incidentally,  recommends  abortion 
for  psychiatric  reasons,  inadvertently  emphasizes  the  point  that 
psychiatrists  have  a  role  in  finding  psychiatric  contraindications  for 
so-called  therapeutic  abortions.  He  writes: 

I  and  other  psychiatrists  recall  incidents  in  which  women  were  allowed  to 
talk  themselves  out  of  having  an  abortion,  although  we  would  have  been  willing 
to  recommend  one  because  we  had  found  some  degree  of  depression  present.  In 
discussing  the  general  circumstances,  the  women,  now  that  they  saw  it  in  a  dif- 
ferent light,  decided  to  have  the  child.  They  are  among  the  most  grateful 
patients  we  have  had,  and  although  my  contacts  with  them  were  limited  to 
two  or  three  interviews,  when  I  see  on  of  them,  she  reminds  me  this  was  a 
very  important  factor  in  her  life. 

In  many  States  prior  to  the  Supreme  Court  decision,  therapeutic 
abortions  were  legal  if  the  life  of  the  mother  was  in  danger.  Thus, 
the  principal  criteria  that  psychiatrists  used  to  recommend  thera- 
peutic abortions  was  the  possibility  of  suicide  in  the  mother.  _ 

Although  some  psychiatrists  utilized  the  possibility  of  suicide  as 
an  indication  for  therapeutic  abortion,  the  data  available  indicates 
that  suicide  in  pregnant  women  is  extremely  rare.  In  fact,  it  is  less 
than  in  a  comparable  group  of  nonpregnant  women. 

Bolter  again  states  that  many  psychiatrists  admit  they  do  not  know 
of  even  a  single  woman  who  has  successfully  committed  suicide  under 
the  conditions  of  pregnancy.  It  appears  that  pregnancy  is  a  deterrent 
to  committing  suicide. 

Senator  Bath.  Doctor,  excuse  me. 

Do  those  same  studies  and  the  statements  from  those  doctors  sug- 
gest they  have  had  experience  knowing  women  who  have  committed 
suicide  for  anv  reason? 

Dr.  Bernstein.  Well,  the  Minnesota  statistics,  which  I  know  most 
about,  only  include  women  who  are  followed  for  3  months  after  the 
pregnancy.  Individually,  psychiatrists  who  have  treated  patients  who 
were  not  "approved  for'  abortions  find  there  is  no  evidence  that  they 
have  attempted  suicide  to  any  appreciable  degree.  In  fact,  all  of  the 
evidence  is  that  they  attempt  suicide  less  than  nonpregnant  patients. 

In  the  State  of  Minnesota,  there  is  extremely  accurate  reportmg  of 
all  maternal  deaths  by  the  Minnesota  Mortality  Study  Group.  In  a 
recent  21  year  period,  1950  to  1970,  there  were  only  19  suicides  m 
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pregnant  women  in  approximately  1.5  million  births.  And  I  believe 
the  study  has  been  given  here  in  detail  in  the  past. 

In  a  British  study  of  1963  which  investigated  a  7-year  period  in 
Birmingham,  not  one  pregnant  woman  committeed  suicide. 

In  a  California  study  of  three  counties — San  Mateo,  Santa  Clara, 
and  San  Francisco — of  10  million  women  in  1961,  1962,  and  1963, 
only  three  instances  of  suicide  by  pregnant  women  were  found.  This 
figure  was  compared  with  the  statistically  predicted  figure  for 
women  of  childbearing  age  in  the  three  counties.  The  actuarial  ex- 
pectancy of  suicide  was  determined  to  be  17.6  for  the  same  age 
group. 

The  explanation  of  why  so  few  pregnant  women  commit  suicide 
may  be  due  to  the  fact  that  pregnant  women,  including  unmarried 
ones,  receive  considerably  more  attention  from  society  when  pregnant 
than  when  not.  In  reviewing  the  case  histories  of  the  suicides  in  the 
Minnesota  study  mentioned  above,  it  is  clear  in  retrospect  that  the  19 
suicides  probably  could  have  been  prevented  if  psychiatric  care  had 
been  obtained  and  ultilized.  Of  these  19  patients,  15  were  post- 
partum— that  is,  in  the  first  3  months  after  the  delivery — and  4  were 
pregnant. 

The  most  tenable  psychiatric  diagnoses  in  these  cases  were  either 
psychotic  depressions  or  schizo-affective  types  of  schizophrenia,  for 
which  there  are  fairly  adequate  treatment  modalities.  It  should  be 
emphasized  that  the  use  of  the  usual  psychiatric  therapies  is  not 
precluded  by  pregnancy.  Morbidity  related  to  these  therapies  is  not 
affected  by  pregnancy. 

Statements  have  been  made  in  the  media  that  certain  mental  ill- 
nesses are  made  worse  by  pregnancy.  The  literature  does  not  bear 
this  out,  Noyes  and  Kolb  in  their  textbook  state : 

Experience  does  not  show  that  pregnancy  and  birth  of  the  child  influence 
adversely  the  course  of  schizophrenia,  manic  depressive  illness,  or  the  majority 
of  psychoneuroses. 

There  is  a  misprint  in  the  paper  that  you  have,  and  I  will  read  it 
correctly  now.  Zillboorg,  who  was  a  great  psychoanalyst,  stated : 

Pregnancies  that  are  marked  by  psychological  tensions,  severe  moods  and 
anxieties  are  not  really  abnormal  pregnancies,  and  common  sense  to  the  con- 
trary, the  so-called  psychologically  uneventful,  serene  pregnancies  are  apt  to 
be  harbingers  of  severe  and  even  malignant  post-partum  reactions.  This  does 
not  mean  that  all  psychologically  stormy  pregnancies  are  forerunners  of  post- 
partum psychoses  but  they  frequently  may,  whereas  the  psychologically  stormy 
pregnancies  are  seldom  such  forerunners. 

He  concludes,  therefore,  that  on  purely  clinical  grounds,  it  is  im- 
possible to  predict  who  might,  and  who  might  not,  develop  a  post- 
partum psychoses.  In  practice,  the  typical  woman  who  develops  such 
a  psychosis  is  not  one  who  wanted  an  abortion,  but  is  rather  an  ob- 
sessive, compulsive  patient:  for  example,  a  married  woman  with  a 
strong  moral  code  who  had  a  planned  pregnancy  and  was  considered 
to  be  a  good  mother  by  her  peers. 

Since  therapeutic  abortions  are  being  carried  out,  consideration 
must  be  given  to  what  happens  after  the  procedure.  There  are  contro- 
versial reports  in  the  literature  as  to  whether  there  are  psychiatric 
complications  after  abortion  or  whether  there  are  not.  The  reports 
range  from  zero  to  100  percent,  and  none  are  long-term  studies. 
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One  that  just  came  out  last  week,  which  is  in  the  Clinical  Psychi- 
atric News  of  June  1974,  page  16,  which  I  would  like  to  read  you,  is 
a  report  from  two  doctors  in  Boston  who  report  their  experience 
with  women  undergoing  abortions  at  Boston  Hospital  for  Women. 
They  confirm  that  psychiatric  illness  is  very  rare  after  abortion — 
that  is  what  they  say — although  mild,  transient  negative  feelings  of 
guilt,  sadness,  or  regret  are  part  of  the  normal  response.  They  add, 
the  greatest  likelihood  of  post-abortion  psychiatric  illness  probably 
exists  in  the  woman  or  girl  who  probably  does  not  view  the  decision 
for  an  abortion  as  her  own.  Other  situations  most  likely  to  lead  to 
post-abortion  psychiatric  illness  are  abortion  under  coercion  for  med- 
ical indications  or  for  the  woman  who  has  severe  ambivalence  or 
already  has  a  severe  psychiatric  illness. 

"What  I  tried  to  bring  out  here  is  that  the  reports  of  what  happens 
after  abortion  are  so  vague  and  inconsistent,  I  do  not  think  anybody 
could  make  much  sense  from  them  at  the  present  time. 

In  my  own  experience,  I  have  struggled  to  help  many  patients  over 
their  guilt  about  having  had  an  abortion,  and  incidentally,  none  of 
the  patients  that  have  been  referred  to  me  for  a  recommendation  for 
abortion  and  did  not  obtain  it  ever  committed  suicide.  To  date,  these 
mothers  are  not  known  to  have  disturbed  children. 

This  brings  up  another  point  for  discussion.  At  the  present  time, 
any  woman  who  does  not  want  a  particular  pregnancy  can  have  an 
abortion  in  order  to  prevent  so-called  battered  babies.  If  this  kind  of. 
permissiveness  was  present  when  most  of  us  were  in  utero  we  could 
have  all  been  aborted,  since  my  research  corroborated  Menninger's 
that  all  women  reject  their  pregnancies  to  some  degree,  especially 
early  in  the  pregnancy. 

So  it  is  conceivable  that  some  of  our  mothers  many  years  ago, 
when  times  were  not  as  permissive  as  they  are  now,  could  have  gone 
to  the  doctor  and  said,  I  do  not  want  this  baby.  They  could  have 
gotten  an  abortion  and  that  would  have  been  it.  Some  of  us  would 
not  be  here  today. 

Menninger  wrote: 

Even  with  complete  willingness  for  the  role  there  are  so  many  changes  in 
the  physiological  and  social  life  of  the  woman  that  no  prospective  mother 
escapes  from  the  emotional  stresses  that  result  from  these  changes.  There  are 
pronounced  hormonal  changes,  which  even  without  a  tumor  of  the  abdomen, 
might  theoretically  account  for  some  emotional  changes  from  the  normal. 

The  pronounced  readjustments  required  by  this  growing  tumor— the  dis- 
turbance of  her  activities  and  social  relationships,  the  changes  in  her  rela- 
tionship with  her  husband,  her  wounded  pride  because  of  her  "deformity"  all 
are  realistic  causes  for  her  emotional  distress.  The  social  status  is  an  impor- 
tant determinant  in  the  intensity  of  these  maladjustments.  For  the  social 
butterfly  the  "figure"  is  all  important.  For  the  peasant  laborer  it  is  of  no 
importance.  In  our  culture,  even  in  the  ideal  situation  of  an  intelligently  de- 
sired pregnancy,  the  woman  may  be  expected  to  display  some  transient  evi- 
dences of  rejection  or  denial  of  the  pregnancy. 

In  every  woman,  then,  we  may  expect  positive  and  negative  emotional  at- 
titudes to  express  themselves,  sometimes  fleeting,  sometimes  prolonged  in  dura- 
tion—and these  attitudes  will  be  manifested  in  definite  disturbances  in  her 
reactions  and  feelings.  The  specific  reactions  and  disturbances  may  be  under- 
stood only  in  terms  of  the  life  situation  of  that  individual. 

What  might  have  occurred  can  be  demonstrated  by  the  following, 
which  incidentally  was  printed  in  Holiday  magazine  a  few  years 
ago. 
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I  am  so  busy  living  my  life  that  I  cannot  seem  to  find  time  to  write  about  it 
\.\^Z^l  ^^  ^^  autobiography  I  shall  call  it  A  Fairy  Tale,  because  that  is 
what  It  has  always  been.  It  is  a  fairy  tale  right  now.  Even  before  I  was  born 
something  remarkable  happened  to  me.  Let  me  tell  you  about  it. 

I  was  my  mother's  seventh  child.  My  mother  did  not  want  a  seventh  child 
so  she  decided  to  get  rid  of  me  before  I  was  born.  Then  a  marvelous  thing 
happened.  My  aunt  dissuaded  her,  and  so  I  was  permitted  to  be  born  Think  of 
it,  my  dear  fellow.  It  was  a  miracle. 

And  as  if  to  show  my  gratitude  for  my  debut  in  the  world,  right  away  I 
began  to  show  an  aptitude  for  music.  You  see,  I  wasted  no  time.  When  I  was 
a  year  old,  believe  it  or  not,  I  could  carry  a  tune,  and  at  four  I  played  the 
overture  to  Poet  and  Peasant  four  hands  with  my  sister. 

This  was  from  an  article  in  Holiday  magazine,  and  the  musician 
was  Artur  Rubenstein.  The  point  is,  just  because  a  woman  does  not 
want  a  pregnancy  at  a  particular  time,  does  not  mean  she  will  con- 
tinue to  not  want  it  and  produce  a  battered  child. 

This  point  can  also  be  demonstrated  by  a  patient  I  saw  a  few  days 
ago.  She  was  49  and  was  referred  here  because  of  a  sexual  problem. 
In  her  history  she  mentioned  she  had  seven  children,  all  doing  well, 
but  with  whom  she  had  seven  uncomfortable  pregnancies.  She  added 
she  was  happy  that  the  opportunity  was  not  offered  in  her  child- 
bearing  period  to  have  an  abortion,  because  she  would  have  aborted 
all  of  them.  Now,  of  course,  she  was  pleased  they  were  all  living. 

Her  sexual  problem,  which  sounded  pretty  bad,  incidentally,  was 
able  to  be  helped  in  a  matter  of  four  interviews. 

There  are  many  statistical  reports  in  the  Scandinavian  literature 
concerning  what  happened  post-therapeutic  abortion.  In  a  1965 
Swedish  study  of  57  cases  of  abortion,  which  included  legal,  illegal, 
and  postaneous,  Jansson  reported  that  psychiatric  difficulties  were 
much  higher  afte  rlegal  abortions  than  after  illegal  and  spantaneous 
abortions.  In  this  study,  as  in  other  studes,  it  appears  that  those  who 
supposedly  need  the  abortion  most  for  psychiatric  reasons  develop 
the  most  psychiatric  reasons  develop  the  most  psychiatric  complica- 
tions after  the  abortion.  It  therefore  could  be  deduced  that  these  pa- 
tients who  can  tolerate  a  therapeutic  do  not  need  it  in  the  first  place. 

Linberg's  study  emphasizes  that  pregnant  patients  who  demand 
na  abortion  and  threaten  suicide  rarely  carry  it  out.  In  his  series, 
304  patients  whose  request  for  therapeutic  abortion  had  been  refused, 
not  one  committee  suicide,  although  62  indicated  they  would  if  their 
requests  were  refused. 

In  another  series.  Dr.  Hooks  investigated  249  cases  who  were  re- 
fused legal  abortion  and  not  one  committed  suicide,  even  though 
seven  of  the  series  had  previously  made  attempts,  unassociated  with 
pregnancy.  This  author  felt  that  two-thirds  of  the  213  women  who 
bore  the  children  had  become  well  adjusted. 

In  summary,  then,  there  are  no  psychiatric  indications  for  thera- 
peutic abortion  because:  (1)  therapeutic  abortion  is  not  effective 
treatment  for  the  patient  or  for  the  situation,  and  just  kills  babies; 

(2)  the  abortion  will  not  solve  the  battered  child  syndome  problem; 

(3)  suicide  is  less  of  a  risk  in  pregnant  women  than  in  nonpregnant 
women;  (4)  it  is  impossible  to  predict  who  will  develop  a  post- 
partum psychosis;  (5)  therapeutic  abortion  has  its  own  psychiatric 
morbidity;  (6)  adequate  treatment  methods  are  available  to  handle 
psychiatric  difficulties  occuring  during  pregnancy. 

Thank  you  very  much.  Senator. 
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[The  full  text  of  Dr.  Bernstein's  testimony  and  additional  material 
follow :] 

Psychiatric  Aspects  of  Abortion  by  Irving  C.  Bernstein,  M.D.,  Clinical 
Professor  of  Psychiatry,  Obstetrics  and  Gynecology,  University  of 
Minnesota  Medical  School,  Minneapolis,  Minn. 

Mr.  Cliairman :  My  name  is  Irving  C.  Bernstein,  M.D.  I  have  been  a  physician 
since  1942  and  a  practicing  psychiatrist  in  Minneapolis  since  1951.  I  am  a 
clinical  professor  of  psychiatry  and  obstetrics  and  gynecology  at  the  University 
of  Minnesota  Medical  School  where  I  teach  part  time. 

I  am  chairman  of  the  Mental  Health  Committee  of  the  Minnesota  State  Med- 
ical Association,  psychiatric  consultant  to  the  Hennepin  County  Welfare  Depart- 
ment, chairman  of  the  Clinical  Faculty  Committee  of  the  Department  of  Ob- 
stetrics and  Gynecology  of  the  University  of  Minnesota  Medical  School,  and 
Chief  of  the  Psychiatric  Department  of  Mt.  Sinai  Hospital. 

From  the  psychiatric  point  of  view  there  are  no  indications  for  recommend- 
ing therapeutic  abortions.  Yet,  prior  to  the  Supreme  Court  Decision  regarding 
abortion,  it  was  estimated  that  80%  of  all  abortions  done  in  hospitals  were 
done  for  so-called  psychiatric  indications.  More  appropriately,  the  function 
of  a  psychiatrist  in  this  field  should  be  to  help  manage  the  occasional  patient 
who  requires  an  abortion  for  medical  reasons,  since  termination  of  pregnancy 
is  not  without  psychiatric  risk.  Sims  (1)  states,  "Abortion,  even  if  therapeutic, 
may  in  itself  produce  a  psychosis."  Noyes  and  Kolb  (2)  state,  "As  high  as  one- 
fifth  of  the  women  allowed  therapeutic  abortions  later  expressed  regret  for 
accepting  the  procedure". 

As  already  stated,  prior  to  the  Supreme  Court  Decision  most  abortions  done 
in  hospitals  were  done  for  psychiatric  indications.  In  my  opinion  the  psychia- 
trists involved  in  recommending  this  procedure  were  recommending  them  not 
on  the  basis  of  medical  facts,  but  for  the  convenience  of  some  adult,  and  not 
necessarily  for  the  pregnant  patient.  The  patient  was  usually  referred  to  the 
psychiatrist  after  she  had  missed  one  or  two  menstrual  periods  and  the  re- 
ferring physician  wanted  an  opinion  quickly  because  he  wished  to  operate 
within  the  first  trimester  of  pregnancy  if  at  all  possible.  Because  the  phychiatrist 
was  under  pressure  of  the  shortage  of  time  and  the  pressure  of  the  referring 
physician,  who  had  already  decided  that  the  patient  should  have  a  therapeutic 
abortion,  but  who  had  been  unable  to  find  an  acceptable  medical  reason  for  it, 
the  examination  was  usually  neither  complete  nor  objective.  At  that  particular 
time  threats  of  suicide  and  the  fear  of  the  future  were  at  their  height,  and 
thus  some  psychiatrists,  probably  in  good  conscience,  believed  the  possibility  of 
suicide  was  imminent  and  recommended  an  abortion. 

Abortion  is  an  area  in  psychiatry  in  which  some  psychiatrists  were  intent  on 
dealing  with  the  neurotic  symptom  as  a  primary  maneuver.  It  is  customary  for 
the  psychiatrist  to  deal  with  what  is  behind  the  presenting  symptoms,  and  not 
to  take  statements  of  patients  at  face  value.  Actually,  it  is  better  to  treat  a 
pregnant  woman  for  her  psychiatric  illness,  rather  than  abort  her  and  not 
treat  her  psychiatrically. 

In  the  area  of  abortion,  psychiatrists  do  have  a  role  to  play.  Psychiatric 
consultation  is  beneficial  in  helping  patients  tolerate  the  occasional  abortion 
which  is  indicated  for  other  than  psychiatric  reasons.  Termination  of  preg- 
nancy is  not  without  psychiatric  risks.  Psychiatrists  are  valuable  to  referring 
physicians  in  determining  psychiatric  contraindications  for  therapeutc  abor- 
tons.  For  example,  a  patient  was  referred  because  of  her  adamant  demands  to 
have  an  abortion  because  it  was  inconvenient  for  her  to  have  a  baby  at  that 
particular  moment.  She  was  threatening  suicide.  Her  attending  physician,  the 
patient's  cousin-in-law,  realizing  the  patient  was  a  worrisome,  perfectionistic 
woman,  referred  her  for  psychiatric  study.  He  thought  psychiatric  care  would 
be  beneficial  in  preparing  her  for  the  operation.  A  diagnosis  of  Obsessive  Com- 
pulsive Neurosis  was  made.  The  obstetrician  was  advised  the  patient  was  al- 
ready so  guilt  laden  that  she  could  not  tolerate  such  a  procedure  safely.  She 
left  the  oflBce  very  angry.  The  abortion  was  not  carried  out.  A  short  time  ago, 
and  thirteen  years  later,  the  child  was  participating  in  a  religious  ceremony. 
The  patient  went  up  to  her  cousin-in-law,  the  obstetrician,  and  said,  "This  is 
the  boy  we  would  have  killed  if  you  had  not  sent  me  to  the  psychiatrist".  Sub- 
sequent to  the  psychiatric  referral,  the  patient  felt  much  better  when  she  real- 
ized the  psychiatrist  found  she  was  not  so  ill  that  she  could  not  have  another 
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child.  Being  told  that  one  is  too  sick  to  tolerate  a  pregnancy  can  be  extremely- 
upsetting  to  a  patient. 

A  psychiatrist  (2)  who,  incidentally  recommends  abortion  for  psychiatric 
reasons,  inadvertantly  emphasizes  the  point  that  psychiatrists  have  a  role  in 
finding  psychiatric  contraindications  for  so-called  therapeutic  abortions.  He 
writes,  "I  and  other  psychiatrists  recall  incidents  in  which  women  were  allowed 
to  talk  themselves  out .  of  having  an  abortion,  although  we  would  have  been 
willing  to  recommend  one  because  we  had  found  some  degree  of  depression 
present.  In  discussing  the  general  circumstances,  the  women,  now  that  they 
saw  it  in  a  different  light,  decided  to  have  the  child.  They  are  among  the  most 
grateful  patients  we  have  had,  and  although  my  contacts  with  them  were 
limited  to  two  or  three  interviews,  when  I  see  one  of  them,  she  reminds  me 
this  was  a  very  important  factor  in  her  life." 

In  many  states  prior  to  the  Supreme  Court  Decision,  therapeutic  abortions 
were  legal  if  the  life  of  the  mother  was  in  danger.  Thus,  the  principal  criteria 
that  psychiatrists  used  to  recommend  therapeutic  abortions  was  the  possibility 
of  suicide  in  the  mother.  Although  some  psychiatrists  utilized  the  possibility  of 
suicide  as  an  indication  for  therapeutic  abortion,  the  data  available  indicates 
that  suicide  in  pregnant  women  is  extremely  rare.  In  fact,  it  is  less  than  in  a 
comparable  group  of  non-pregnant  women.  Bolter  (3)  states  that  many  psychi- 
atrists admit  they  do  not  know  of  even  a  single  woman  who  has  successfully 
committed  suicide  under  the  conditions  of  pregnancy.  It  appears  that  preg- 
nancy is  a  deterrent  to  committing  suicide. 

In  the  states  of  Minnesota  there  are  extremely  accurate  reporting  of  all  ma- 
ternal deaths  by  the  Minnesota  Materal  Mortality  Study  Group.  In  a  recent  21 
year  period,  1950-1970,  there  were  only  19  suicides  in  pregnant  women  in  ap- 
proximately 1.5  million  births.  (4)  In  a  British  study  of  1963  (5)  which  in- 
vestigated a  seven  year  period  in  Birmingham,  not  one  pregnant  woman  com- 
mitted suicide.  In  a  California  study  (6)  of  three  counties,  San  Mateo,  Santa 
Clara,  and  San  Francisco,  of  10  million  people  in  1961,  1962,  and  1963,  only  three 
instances  of  suicide  by  pregnant  women  were  found.  This  figure  was  compared 
with  the  statistically  predicted  figure  for  women  of  child  bearing  age  in  the 
three  counties.  The  "actuarial"  expectancy  of  suicide  was  determined  to  be 
17.6  for  the  group  involved. 

The  explanation  of  why  so  few  pregnant  women  commit  suicide  may  be  due 
simply  to  the  fact  that  pregnant  women,  including  unmarried  ones,  receive 
considerably  more  attention  from  society  when  pregnant  than  when  not.  In  re- 
viewing the  case  histories  of  the  suicides  in  the  Minnesota  study  mentioned 
above,  it  is  clear  in  retrospect  that  the  19  suicides  probably  could  have  been 
prevented  if  psychiatric  care  had  been  obtained  and  utilized.  Of  these  19  pa- 
tients, 15  were  post-partum  and  4  were  pregnant.  The  most  tenable  psychiatric 
diagnoses  in  these  cases  were  either  Psychotic  Depressions  or  Schizo-affective 
types  of  Schizophrenia,  for  which  there  are  fairly  adequate  treatment  modal- 
ities. The  use  of  the  usual  psychiatric  therapies  is  not  precluded  by  preg- 
nancy. Morbidity  related  to  these  therapies  is  not  affected  by  pregnancy. 

Statements  have  been  made  that  certain  mental  illnesses  are  made  worse  by 
pregnancy.  The  literature  does  not  bear  this  out.  Noyes  and  Kolb  (7)  state, 
"Experience  does  not  show  that  pregnancy  and  birth  of  the  child  influence 
adversely  the  course  of  Schizophrenia,  Manic  Depressive  Illness,  or  the  ma- 
jority of  the  Psychoneuroses".  Zillboorg  (8)  stated  "Pregnancies  that  are 
marked  by  psychological  tensions,  severe  moods  and  anxieties  are  not  really 
abnormal  pregnancies  and  common  sense  to  the  contrary,  the  so-called  psycho- 
logically uneventful  pregnancies  are  forerunners  of  post-partum  psychoses,  but 
they  frequently  may  be,  whereas  the  so-called  psychologically  stormy  pregnan- 
cies seldom  are  such  forerunners."  He  concludes,  therefore,  that  on  purely  clin- 
ical grounds,  it  is  impossible  to  predict  who  might,  and  who  might  not  develop 
a  post-partum  psychoses.  In  practice,  the  typical  woman  who  develops  such  a 
psychoses  is  not  one  who  wanted  an  abortion,  but  is  rather  an  obsessive,  com- 
pulsive patient :  for  example,  a  married  woman  with  a  strong  moral  code  who 
had  a  planned  pregnancy  and  was  considered  to  be  a  good  mother  by  her  peers. 

Since  therapeutic  abortions  are  being  carried  out.  consideration  must  be 
given  to  what  happens  after  the  procedure.  There  are  controversial  reports  in 
the  literature  as  to  whether  there  are  psychiatric  complications  after  abortion. 
The  reports  range  from  0-100%  and  none  are  long  term  studies.  In  my  own 
experience  I  have  struggled  to  help  many  patients  over  their  guilt  about  having 
had  an  abortion,  and  none  of  the  patients  that  have  been  referred  to  me  for  a 
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recommendation  for  abortion  and  did  not  obtain  it,  ever  committed  suicide.  To 
date  these  mothers  are  not  known  to  have  disturbed  children. 

This  brings  up  another  point  for  discussion.  At  the  present  time  any  woman 
who  does  not  want  a  particular  pregnancy  can  have  an  abortion  in  order  to 
prevent  "battered  babies".  If  this  kind  of  permissiveness  was  present  when  most 
of  us  were  in  utero  we  could  have  all  been  aborted,  since  my  resarch  (9)  cor- 
roborated Menninger's  (10)  that  all  women  reject  their  pregnancies  to  some 
degree,  especially  early  in  the  pregnancy.  Menninger  wrote,  "Even  with  com- 
plete willingness  for  the  role  there  are  so  many  changes  in  the  physiological 
and  social  life  of  the  woman  that  no  prospective  mother  escapes  from  the  emo- 
tional stresses  that  result  from  these  changes.  There  are  probably  hormonal 
changes,  which  even  without  a  tumor  of  the  abdomen,  might  theoretically 
account  for  some  emotional  changes  from  the  normal.  The  pronounced  readjust- 
ments required  by  this  growing  tumor — the  disturbing  of  her  activities  and 
social  relationships,  the  changes  in  her  relationship  with  her  husband,  her 
wounded  pride  because  of  her  "deformity"  all  are  realistic  causes  for  her 
emotional  distress.  The  social  status  is  an  important  determinant  in  the  inten- 
sity of  these  maladjustments.  For  the  social  butterfly  the  'figure'  is  all  impor- 
tant ;  for  the  peasant  laborer  if  is  of  no  importance  *  *  *  in  our  culture  even  in 
the  ideal  situation  of  an  intelligently  desired  pregnancy  the  woman  may  be 
expected  to  display  some  transient  evidences  of  rejection  or  denial  of  the  preg- 
nancy. In  every  woman  then  we  may  expect  positive  and  negative  emotional 
attitudes  to  express  themselves,  sometimes  fleeting,  sometimes  prolonged  in 
duration — and  these  attitudes  will  be  manifested  in  definite  disturbances  in  her 
reactions  and  feelings.  The  specific  reactions  and  disturbances  may  be  under- 
stood only  in  terms  of  the  life  situation  of  that  individual." 

What  might  have  occurred  can  be  demonstrated  by  the  following,  which  was 
printed  in  Holiday  Magazine.  (11)  "I  am  so  busy  living  my  life  that  I  can't 
seem  to  find  time  to  write  about  it.  If  I  ever  do  an  autobiography  I  shall  call 
it  A  Fairy  Tale,  because  that  is  what  it  has  always  been.  It  is  a  fairy  tale  right 
now.  Even  before  I  was  born  something  remarkable  happened  to  me.  Let  me 
tell  you  about  it.  I  was  my  mother's  seventh  child.  My  mother  did  not  want  a 
seventh  child,  so  she  decided  to  get  rid  of  me  before  I  was  born.  Then  a  mar- 
velous thing  happened.  My  aunt  dissuaded  her,  and  so  I  was  permitted  to  be 
born.  Think  of  it,  my  dear  fellow !  It  was  a  miracle.  And  as  if  to  show  my 
gratitude  for  my  debut  in  the  world,  right  away  I  began  to  show  an  aptitude 
for  music.  You  see,  I  wasted  no  time.  When  I  was  a  year  old,  believe  it  or  not, 
I  could  carry  a  tune,  and  at  four  I  played  the  overture  to  Poet  And  Peasant 
four  hands  with  my  sister."  This  was  Arthur  Rubenstein,  the  great  musician. 
The  point  is,  just  because  a  woman  does  not  want  a  pregnancy  at  a  particular 
time,  does  not  mean  she  will  continue  to  not  want  it  and  produce  a  "battered 
child". 

This  point  can  also  be  demonstrated  by  a  patient  I  saw  a  few  days  ago.  She 
was  49  and  was  referred  here  because  of  a  sexual  problem.  In  her  history  she 
mentioned  she  had  seven  children,  all  doing  well,  but  with  whom  she  had 
seven  uncomfortable  pregnancies.  She  added  she  was  happy  that  the  oppor- 
tunity was  not  offered  in  her  child  bearing  period  to  have  an  abortion,  be- 
cause she  would  have  aborted  all  of  them.  Now  of  course  she  was  pleased  they 
were  all  living. 

There  are  many  statistical  reports  in  the  Scandinavian  literature  concerning 
what  happened  post-therapeutic  abortion.  In  a  1965  Swedish  study  (12)  of  57 
cases  of  abortion,  which  included  legal,  illegal,  and  spontaneous,  Jansson  re- 
ported that  psychiatric  difficulties  were  much  higher  after  legal  abortions  than 
after  illegal  and  spontaneous  abortions.  In  this  study,  as  in  other  studies,  it 
appears  that  those  who  supposedly  need  the  abortion  most  for  psychiatric 
reasons,  develop  the  most  psychiatric  complications  after  the  abortion.  It, 
therefore,  could  be  deduced  that  these  patients  who  can  tolerate  a  therapeutic 
abortion  do  not  need  it  in  the  first  place.  Linberg's  study  {13)  emphasizes  that 
pregnant  patients  who  demand  an  abortion  and  threaten  suicide,  rarely  carry 
it  out.  In  his  series,  304  patients  whose  request  for  therapeutic  abortion  had 
been  refused,  not  one  committed  suicide,  although  62  indicated  they  would  if 
their  requests  were  refused.  In  another, series.  Dr.  Hooks  (H)  investigated  249 
cases  who  were  refused  legal  abortion  and  no't  one  committed  suicide,  even 
though  seven  of  the  series  had  previously  made  attempts,  unassociated  with 
pregnancy.  This  author  felt  that  two-thirds  of  the  213  women  who  bore  the 
children  had  become  well  adjusted. 
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In  summary,  there  are  no  psychiatric  indications  for  therapeutic  abortion 
because  (a)  therapeutic  abortion  is  not  effective  treatment  for  the  patient  or 
for  the  situation;  (b)  abortion  will  not  solve  the  "battered  child"  syndrome 
problem;  (c)  suicide  is  less  of  a  risk  in  pregnant  women  than  in  non-pregnant 
women;  (d)  it  is  impossible  to  predict  who  will  develop  a  post-partum  psy- 
choses; (e)  therapeutic  abortion  has  its  own  psychiatric  morbidity;  (f)  ade- 
quate treatment  methods  are  available  to  handle  psychiatric  diflBculties  oc- 
curring during  pregnancy. 
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The  Psychiatrist's  Role  in  Therapeutic  Abortion  :  The  Unwitting 

Accomplice  ^ 

(By  Sidney  Bolter,  M.D.) 

Since  the  days  of  World  War  II,  the  psychiatrist's  influence  in  American  life 
has  persistently  broadened.  We  are  called  upon  to  give  opinions  on  all  sorts  of 
matters  ranging  from  the  purely  medical  through  the  psychological  to  the  social, 
economic,  and  even  political.  With  better  salesmanship,  our  image  has  changed 
and  has  brought  a  gradual,  but  definite  acceptance  by  the  general  public  and 
by  our  colleagues  in  other  parts  of  the  medical  profession.  With  this  increasing 
acceptance  has  come  increased  responsibility.  We  are  asked  to  assist  in  making 
decisions  which  not  only  are  of  prime  importance  to  our  patients  but  also  may 
have  a  widespread  effect  on  the  community-at-large. 

The  topic  of  this  paper  concerns  one  of  the  areas  in  which  we  are  frequently 
consulted,  that  of  therapeutic  abortion.  These  operations  are  being  performed 
more  often  for  psychiatric  reasons  than  ever  before.  A  recent  study  of  Cali- 
fornia hospitals  (1)  revealed  that  over  50%  of  therapeutic  interruptions  of 
pregnancy  were  accomplished  for  reasons  other  than  the  physical  health  of  the 
mother.  In  a  recent  10-year  period,  the  percentage  of  therapeutic  abortions  per- 
formed for  psychiatric  reasons  in  New  York  State  rose  from  8.2%  to  40%  (1). 
Is  it  possible  that  instead  of  being  flooded  with  new  insight  into  the  unconscious, 
doctors  are  recognizing  an  easy  out  when  under  pressure  to  stop  a  pregnancy? 
Is  it  possible  that  the  psychiatrist  has  become  the  unwitting  accomplice? 

In  all  U.S.  jurisdictions,  it  is  a  crime  to  induce  an  abortion  unless  the  case 
falls  within  certain  exceptions (2).  In  recent  years,  it  appears  that  the  abor- 
tion laws  have  been  interpreted  more  liberally (3).  At  the  present  time,  in  31 
states,  it  is  a  crime  to  perform  a  therapeutic  abortion  unless  this  operation  is 
necessary  to  preserve  the  life  of  the  mother.  For  instance,  in  the  State  of 
Michigan, 


1  Read  at  the  118th  annual  meeting  of  The  American  Psychiatric  Association,  Toronto, 
Canada,  May  7-11,  1962. 
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"Any  person  who  shall  wilfully  administer  to  any  pregnant  woman  any  medi- 
cine, drug,  substance,  or  thing  whatever,  or  shall  employ  any  instrument  or 
other  means  whatever,  with  intent  thereby  to  procure  the  miscarriage  of  any 
such  woman,  unless  the  same  shall  have  been  necessary  to  preserve  the  life  of 
such  a  woman,  shall  be  guilty  of  a  felony,  and  in  case  the  death  of  such  pregnant 
woman  be  thereby  produced,  the  offense  shall  be  deemed  manslaughter.  In  any 
prosecution  under  this  section  it  shall  not  be  necessary  for  the  prosecution  to 
prove  that  no  such  necessity  existed." 

This  is  spelled  out  in  no  uncertain  .terms  in  most  of  the  states,  although  three 
states  make  abortion  legal  when  it  is  done  to  protect  the  woman's  health  as 
well  as  to  preserve  her  life. 

Since  pregnancy  is  seldom  a  serious  threat  to  the  life  of  the  mother  in  the 
face  of  modern  medical  management  (^),  it  must  follow  that  many  of  the  rec- 
ommendations for  therapeutic  abortion  are  on  other  than  strictly  medical 
grounds.  It  must  follow,  also,  that  these  cases  fall  into  the  cloudy  area  of 
psychiatric  indications  for  interruption  of  pregnancy  and  are,  at  best,  of  some- 
what dubious  legality.  It  seems  possible,  too,  that  in  many  cases  the  operations 
are  performed  as  a  result  of  the  elasticity  of  psychoanalytic  considerations  or 
the  unfortunate  misinterpretation  of  the  individual  woman's  problems.  The 
question  which  faces  the  psychiatrist  who  bothers  to  remember  the  law  is  "Will 
the  patient  commit  suicide  if  we  do  not  go  ahead  with  the  abortion?"  In  most 
states,  the  law  is  specific  enough  so  that  we  are  not  allowed  to  consider  whether 
the  pregnancy  will  bring  on  mental  disease  or  aggravate  preexisting  mental 
disease.  We  are  also  not  allowed  to  consider  or  make  overt  statements  as  to 
the  possible  influence  of  a  sick  mother  upon  the  child  which  would  be  a  result 
of  the  pregnancy.  These  are  matters  about  which  psychiatrists  have  very  dis- 
tinct opinions.  But  these  opinions  are  not  provided  for  in  the  statutes. 

It  becomes  apparent  then  that  we  must  state  in  any  recommendation  for 
abortion  that  the  patient  will  kill  herself  and  we  must  state  this  in  writing. 
How  sure  are  we  of  this  prediction?  Many  psychiatrists  have  admitted  that 
they  do  not  know  of  even  a  single  woman  who  has  successfully  committed 
suicide  under  these  conditions.  Certainly  it  is  the  consensus  that  these  pregnant 
women  very  rarely  carry  out  the  threat.  Some  psychiatrists  recommend  that 
women  who  threaten  suicide  and  are  obviously  going  through  a  severe  emo- 
tional upset  should  be  hospitalized  until  the  pregnancy  is  completed  and  if  it 
makes  good  sense  after  delivery,  the  baby  adopted  out.  It  has  also  been  pointed 
out  that  psychotherapy  has  been  helpful  to  patients  whose  initial  visit  to  the 
psychiatrist  concerns  a  request  for  therapeutic  abortion (5). 

The  magnitude  of  the  problem  is  rapidly  increasing.  There  are  thousands  of 
babies  who  are  prevented  from  entering  our  society  each  year  by  virtue  of  a 
so-called  therapeutic  abortion.  How  many  hundreds  of  thousands  of  illegal 
abortions  that  are  done  can  only  be  roughly  estimated.  These  also  must  be  in 
cases  where  the  woman  concerned  knew  or  were  told  that  they  had  no  good 
medical  case  for  interruption  of  the  pregnancy.  It  has  been  stated,  too,  by 
authorities  that  a  large  number  of  these  interruptions  are  accomplished  on 
married  women (2).  There  are  only  a  small  number  of  pregnancies  which  really 
are  a  result  of  rape  or  incest  or  other  unfortunate  situations  toward  which 
our  sympathies  cannot  help  but  be  extended. 

One  of  the  diflticulties  which  a  psychiatrist  encounters  in  assessing  a  case 
referred  to  him  for  recommendations  concerning  therapeutic  abortion  is  the 
time  element.  Most  patients  come  or  are  sent  to  the  psyciatrist  after  they  have 
missed  at  least  two  periods.  The  psychiatrist  is  under  great  pressure  to  come 
up  with  some  kind  of  an  answer  within,  at  best,  two  or  three  visits.  Arrange- 
ments have  to  be  made  in  a  hurry  so  that  the  obstetrician,  who  will  perform 
the  procedure,  will  feel  that  he  is  within  the  acceptable  time  limit  or  as  close 
to  the  first  trimester  as  is  possible.  Any  examination  performed  under  pressure 
will  run  the  risk  of  being  incomplete  and  also  of  not  being  objective.  The  psy- 
chiatrist is  not  only  being  pressed  by  the  patient,  but  often  every  bit  as  much 
by  the  referring  physician  who  has  already  decided  in  his  own  mind  that  the 
patient  should  have  a  therapeutic  abortion  but  can  really  find  no  good  medical 
reason  for  it.  He  therefore  refers  the  patient  to  the  psychiatrist  in  the  hope 
that  the  psychiatrist  will  pull  the  case  out  of  the  fire.  It  is  probably  true  that 
a  great  many  suicidal  intents  are  grossly  exaggerated  in  order  to  make  the 
indication  not  only  a  legal  one,  but  a  justifiable  one  to  the  conscience  of  all 
concerned.  It  is  also  interesting  to  explore  the  attitudes  of  those  around  the 
patient  as  to  whether  or  not  someone  else  is  the  leading  agent  for  the  abor- 
tion. Many  times,  it  is  the  husband  who  does  not  want  the  child  or  even  the 
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mother  or  mother-in-law  who  feels,  for  some  reason,  that  the  patient  should  not 
have  the  child.  Careful  study  often  reveals  the  true  facts  of  the  situation, 
namely,  that  the  pregnant  woman  wants  the  baby  but  is  fearful  of  someone 
else's  disapproval.  In  very  rare  cases,  the  psychiatrist,  despite  his  reluctance, 
might  have  to  admit  that  it  is  possible  a  therapeutic  interruption  of  pregnancy 
is  indicated  and  that  it  comes  within  the  meaning  of  the  law.  The  following 
case  illustrates  a  possible  indication. 

The  patient  was  a  woman  in  her  early  30's  and,  at  the  time  of  the  psychiatric 
examination,  had  missed  her  second  period.  She  had  had  5  previous  pregnan- 
cies ;  one  of  the  children  was  drowned  at  the  age  of  3  about  4  years  before  the 
pregnancy  in  question.  The  first  4  of  her  pregnancies  were  described  as  very 
happy  ones  and  she  was  completely  contented.  Her  fifth  pregnancy  was  the  only 
one  in  which  she  was  significantly  ill  and  she  said,  "I  was  nauseous  from  morn- 
ing to  night.  After  I  got  a  shot,  I  then  couldn't  make  myself  sick,  I  guess  I  was 
making  myself  sick."  The  patient  was  one  of  those  women  who  insisted  that 
none  of  the  rules  of  contraception  seemed  to  work  for  her  and,  very  significantly, 
she  felt  that  this  sixth  pregnancy  was  accomplished  without  a  complete  sexual 
act.  The  patient  developed  great  resentment  for  her  husband  because  she  felt 
that  this  was  a  sneak  attack.  This  resentment  grew  from  the  time  of  the  act  of 
intercourse,  itself,  and  reached  serious  proportions  by  the  time  she  was  referred 
to  a  psychiatrist. 

The  patient,  on  examination,  appeared  to  be  seriously  depressed  and  suicidal. 
She  had  withdrawn  completely  from  all  social  life.  She  had  been  sleeping  most 
of  every  day  in  addition  to  at  night.  Her  appetite  was  severely  impaired.  She 
was  bothered  with  obsessive  ruminations  about  doing  harm  to  the  children  she 
already  had.  She  was  bothered  by  the  obsessive  impulse  to  destroy  herself  while 
driving  the  car.  Her  libidinal  interest  disappeared  completely.  It  was  felt  that 
her  suicidal  intent  was  real  and  that  she  would  not  only  carry  this  out  but  ac- 
tually might  act  upon  her  feelings  toward  the  other  children.  It  appeared,  too, 
that  the  fifth  pregnancy  was  one  in  which  she  strained  her  defenses  to  the 
limit  and  that  this,  the  sixth  pregnancy,  would  break  down  those  defenses 
completely. 

A  therapeutic  interuption  was  recommended  and  the  patient,  to  the  date  of 
this  paper,  has  been  described  as  being  very  happy  by  her  physician  and  her 
relatives.  It  should  be  noted,  however,  that  this  patient,  as  most  patients  who 
had  had  therapeutic  interruption  ( 6 ) ,  did  not  return  for  follow-up  psychother- 
apy. What  remains  for  her  is  yet  to  be  seen  and  it  is  the  author's  opinion  that 
the  last  of  this  has  not  been  heard  and  that  perhaps  during  the  menopause  there 
will  be  a  flare-up  of  the  old  guilt  feelings.  The  author  has  never  seen  a  patient 
who  has  not  had  guilt  feelings  about  a  previous  therapeutic  abortion  or  illegal 
abortion. 

It  is  probable  that  most  psychiatrists,  upon  examining  the  above  patient, 
would  have  agreed  on  the  indications  for  therapeutic  abortion  and  that  the 
patient  fell  within  the  meaning  of  the  law  as  it  has  been  practiced  and  inter- 
preted in  most  jurisdictions.  A  more  interesting  case,  however,  which  brings 
out  the  need  to  look  for  contraindications,  and  for  not  accepting  the  initial 
statements  of  the  patient  is  that  of  the  following : 

The  patient  was  a  41 -year-old  woman,  who  had  one  child,  a  son,  about  20  years 
of  age.  The  patient  was  seen  originally  in  hospital  consultation  where  she 
already  had  been  given  the  impression  that  she  had  been  admitted  for  thera- 
peutic interruption  of  pregnancy.  The  patient  went  through  the  usual  tearful- 
ness and  agitation  in  describing  her  depressed  feelings  and  her  desire  to  have 
this  pregnancy  interrupted.  It  was  revealed  in  discussion  with  her  that  about  6 
months  prior  to  her  becoming  pregnant,  her  only  son  had  announced  to  her  that 
he  was  a  homosexual.  This  disturbed  her  greatly,  of  course,  and  after  20  years 
of  not  becoming  pregnant,  she  suddenly  conceived  and  then,  as  soon  as  she  knew 
she  was  pregnant,  began  to  feel  that  something  would  happen  to  this  preg- 
nancy. This  opinion  was  fed  by  one  of  her  physicians  who  told  her  that  the 
pregnancy  might  not  go  to  term  anyway.  The  patient's  sense  of  inadequacy  and 
guilt  concerning  what  she  felt  to  be  a  failure  in  her  first  child  was  com- 
pounded by  the  fear  of  a  second  error.  She  therefore  stated  that  she  was  ex- 
tremely depressed  and  did  not  want  to  live  if  she  had  to  go  through  with  this 
pregnancy.  It  was  quite  readily  apparent  that  what  this  patient  was  saying 
was  that  she  feared  producing  another  imperfect  child  and  therefore  failing  in 
role  as  a  woman.  It  should  be  remembered  that  she  was  nearing  the  menopause 
and  was  quite  aware  of  this.  Further  investigation  revealed  that  the  marriage 
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was  not  a  totally  satisfactory  one  and  that  here,  too,  she  felt  a  sense  of  inade- 
quacy and  failure.  The  psychiatrist  refused  to  go  along  with  the  recommenda- 
tion for  therapeutic  abortion.  The  husband  phoned  the  psychiatriet  at  his  office 
and  gave  him  his  opinion  in  no  uncertain  terms  and  told  the  doctor  that  he 
could  not  understand  his  reluctance  to  okay  this  procedure.  He  implied  that  it 
was  not  convenient  at  this  time  to  have  a  baby.  The  psychiatrist  posed  the 
question,  "When  is  it  convenient  to  have  a  baby?"  At  this,  the  angry  husband 
slammed  the  phone  and  ended  the  conversation.  Follow-up  of  this  case  revealed 
that  when  the  woman  finally  came  to  term  and  delivered  a  normal  child,  she 
was  extremely  happy  and  pleased  and  has  been  ever  since.  An  ironic  twist  to 
the  whole  situation  is  illustrated  by  a  phone  call  from  the  husband  to  the  ob- 
stetrician (not  the  psychiatrist)  thanking  him  for  not  letting  anyone  do  the 
abortion. 

It  seems  that  a  case  such  as  the  second  one  is  an  excellent  example  of  not 
taking  the  patient's  statements  at  face  value  and  of  using  our  knowledge  of 
psychodynamics  and  of  the  needs  of  human  beings  in  coming  to  decisions  of 
this  kind.  Despite  protests  to  the  contrary,  we  know  that  woman's  main  role 
here  on  earth  is  to  conceive,  deliver,  and  raise  children.  Despite  all  other  sub- 
limated types  of  activities,  this  is  still  their  primary  role.  When  this  function 
is  interfered  with,  we  see  all  sorts  of  emotional  disorders  and  certainly  the 
climax  of  these  disorders  is  reached  at  the  menopause  when  women  recognize 
that  they  no  longer  can  reproduce  their  kind  and  interpret  the  menopause  as 
the  end  of  life  rather  than  the  change  of  life.  This  is  not  just  textbook  theory, 
as  all  who  practice  psychiatry  very  well  know. 

It  is  interesting,  too,  as  we  study  women  who  have  difficulties  during  their 
reproductive  years  that  many,  many  women  who  are  habitual  spontaneous 
aborters  really  do  not  want  the  children  and  therefore  do  cancel  themselves  out 
of  the  reproductive  race,  so  to  speak.  This  is  only  one  example  of  the  influence 
of  the  unconscious  on  the  functioning  of  the  female  reproductive  organs.  An- 
other is  that  of  pseudocyesis  or  false  pregnancy  in  which  unconscious  factors 
so  influence  physiology  that  even  the  pregnancy  tests  may  be  positive  along  with 
amenorrhea,  breast  tenderness,  abdominal  enlargement,  etc.  Yet  another  example 
is  the  increase  or  decrease  of  sexual  desire  gauged  to  coincide  with  fertile  or 
infertile  periods.  Some  women  feel  the  need  for  sexual  satisfaction  only  during 
the  menstrual  period  itself. 

In  the  face  of  all  of  this  evidence  for  unconscious  influences  in  women's 
attitudes  toward  pregnancy,  how  can  we  accept  a  conscious  statement  from 
a  woman  to  the  effect  that  she  does  not  want  a  certain  pregnancy?  If  we 
have  learned  anything  in  psychiatry,  we  have  learned  to  respect  the  unconscious 
far  more  than  the  conscious  and  we  have  learned  not  to  take  statements  at 
face  value. 

In  the  light  of  the  second  case,  it  seems  prudent  to  call  attention  to  the 
possibility  that  many  women  may  have  had  pregnancies  interrupted  in  the  past 
for  what  appeared  to  be  sound  medical  reasons,  without  a  psychiatric  examina- 
tion, which  might  even  have  offered  some  possible  contraindications  to  inter- 
ruption of  pregnancy.  Certainly,  if  the  life  of  the  woman  is  in  jeopardy  due  to 
a  medical  condition,  the  author  cannot  conceive  of  a  psychiatric  contraindica- 
tion, but  in  so  many  of  our  present-day  therapeutic  abortions,  it  seems  that 
with  a  little  search  we  can  find  many  instances  of  contraindication  and  can  be 
of  greater  assistance  to  our  colleagues  in  this  area  than  we  can  in  rubber- 
stamping  the  first  appeals  of  an  angry,  frightened  patient  or  her  family. 

Psychiatrists  must  not  allow  their  knowledge  of  psychodynamics  to  be  mis- 
used by  anyone,  including  themselves.  We  have  no  business  allowing  our  per- 
sonal feelings  about  the  moral  or  social  or  economic  position  of  our  patients 
to  influence  our  decisions  concerning  therapeutic  abortion.  There  is  a  statute 
in  most  states  which  spells  out  what  we  have  to  do.  If  psychiatrists  are  inter- 
ested in  changing  the  law,  that  is  up  to  them,  but  the  author  does  not  believe 
this  is  their  function.  The  cases  in  which  unfortunate  circumstance  has  con- 
tributed to  pregnancy  are  really  few  and  far  between  and  the  vast  majority 
of  the  requests  for  therapeutic  interruption  which  are  made  of  a  psychiatrist 
are  those  of  married  women  in  families  who  can  well  afford  to  have  children, 
but  who,  on  flrst  hearing  the  news  of  pregnancy,  become  upset  and  try  to  in- 
fluence medical  opinion  to  interrupt  the  pregnancy. 

As  psychiatrists,  we  must  re-examine  our  position  on  therapeutic  abortion. 
We  must  not  allow  ourselves  to  be  pressured  and  we  must  never  forget  that 
there  are  certain  fundamental,  biological  facts  which  influence  the  psyche  of 
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our  patients.  We  must  remember  that,  in  most  of  the  requests  which  are  made 
to  us  concerning  an  interruption  of  pregnancy,  the  pregnancy  can  be  carried 
to  term  and  the  patient  can  be  handled  either  in  office  treatment  or  in  a  hospital 
until  the  baby  is  delivered.  The  ability  of  mothers  to  accept  infants  after  they 
are  born  is  underrated  and  underestimated.  We  also  are  much  too  quick  to  ac- 
cept trite  statements  and  poorly  controlled  studies  about  the  influence  of  so- 
called  sick  mothers  upon  their  children. 

In  summary,  the  author  wishes  to  call  the  attention  of  all  psychiatrists  to 
the  increasing  demands  made  upon  them  to  make  decisions  concerning  thera- 
peutic abortion.  The  author  asks  his  colleagues  to  reconsider  their  position  and, 
in  examining  these  patients,  concern  themselves  mostly  with  a  search  for 
contraindications  rather  than  for  indications  to  therapeutic  interruption  of 
pregnancy.  The  author  further  wants  to  remind  the  members  of  the  psychiatric 
profession  that  they  have  no  more  right  to  break  the  law  than  anyone  else  in 
our  society  and  that  if  they  want  to  change  the  law,  that  is  their  business,  but 
that  with  only  a  few  exceptions,  actually  there  is  good  biological,  psychological, 
and  moral  justification  for  the  law  as  it  stands. 
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[From  the  Clinical  Psychiatry  News,  June,  1974] 
The  Childbearing  Attitudes  of  Today's  "Modern  Woman" 

Detroit. — "Modern"  women  are  likely  to  have  had  more  sexual  partners,  to 
be  less  satisfied  as  a  homemaker,  to  marry  later,  to  use  contraception  effec- 
tively, and  to  have  fewer  children  than  those  with  "traditional"  orientation, 
Dr.  Warren  B.  Miller  said  in  a  panel  discussion  at  the  annual  meeting  of  the 
American  Psychiatric  Association. 

These  were  some  of  the  findings  from  a  survey  of  967  California  women,  in 
which  a  "feminine  interest  questionnaire"  developed  by  Dr.  Miller  was  used. 

The  women  were  about  evenly  divided  into  three  groups:  never  married, 
married  4-6  months,  and  new  mothers,  said  Dr.  Miller,  of  Stanford  University 
School  of  Medicine. 

Successful  birth  regulation  allows  women  to  explore  their  own  roles  without 
the  pressure  of  pregnancy.  With  limited  population  growth,  it  is  essential  to 
understand  more  clearly  the  structures  of  female  roles  and  the  effects  of  changes 
in  role  orientation  on  population  growth.  Dr.  Miller  said. 

measures  orientation 

The  questionnaire  measures  orientation — modern  or  traditional — and  the  at- 
titude factors  of  child  limitation,  career  deterrents,  husband  orientation,  and 
spouse  role  equality.  It  also  reflects  the  intendedness  and  wantedness  of  con- 
ceptions. 

The  results  indicate  that  the  questionnaire  is  useful  and  reliable  in  relating 
role  orientation  to  reproductive  intentions  and  behavior.  It  may  possibly  be 
useful  to  predict  the  number  of  children  to  be  expected  in  a  tested  population. 
Dr.  Miller  said. 

Dr.  John  Cawte,  of  Cogee,  Australia,  who  has  done  extensive  research  with 
aboriginal  tribes  in  the  southwest  Pacific,  said  that  it  is  still  not  absolutely 
clear  whether  many  of  these  tribes  directly  associate  coitus  with  causing  con- 
ception, though  most  of  them  know  the  two  are  associated. 

Many  tribes  are  polygamous,  and  their  power  structure  is  based  on  the  man 
who  appropriates  the  most  women.  In  some  areas  the  population  increases  for 
about  10  years  and  then  starves  for  the  next  cycle  of  5  years'  drought.  With- 
out fertility  choice  behavior,  these  peoples  become  homicidal  and  suicidal  in 
times  of  famine.  Dr.  Cawte  said. 
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"not  acceptable" 

Oral  contraceptives  and  the  iud  are  not  acceptable  culturally  to  these  tribes. 
Modern  invasion  has  sometimes  cancelled  their  traditional  means  of  population 
control,  such  as  the  taboo  on  coitus  during  breast-feeding. 

Education  for  the  women,  which  will  lead  to  population  control,  is  slow  in 
coming.  The  tribes  are  groping  for  acceptable  fertility  choice  behavior  as  an 
alternative  to  killing  each  other,  but  modern  health  machinery  for  family 
planning  will  not  be  as  effective  as  working  with  existing  social  structures 
in  these  areas,  he  said. 

Rhoda  Greenspan,  of  the  New  England  Medical  Center  Hospital,  Boston, 
reported  that  experience  with  women  undergoing  abortion  at  Boston  Hospital 
for  Women  has  confirmed  that  psychiatric  illness  is  very  rare  after  abortion, 
though  mild,  transient,  negative  feelings  of  guilt,  sadness,  or  regret  are  part 
of  a  normal  response. 

The  greatest  likelihood  of  postabortion  psychiatric  illness  probably  exists 
in  the  woman  or  girl  who  does  not  view  the  decision  for  abortion  as  her  own, 
she  said. 

Other  situations  most  likely  to  lead  to  postabortion  psychiatric  illness  are 
abortion  under  coercion,  for  medical  indications,  or  in  the  woman  who  has 
severe  ambivalence  or  already  has  severe  psychiatric  illness. 

Previous  psychiatric  illness  is  not  predictive,  however.  Of  all  factors,  deci- 
sion-making is  the  most  crucial,  and  the  women  who  were  most  settled  in 
their  decision  have  the  best  course  in  the  weeks  and  months  after  the  abor- 
tion, she  said. 

Miss  Greenspan's  associates  in  this  study  were  Dr.  Cornelia  Morrison  and 
Faye  Mittleman,  both  of  Boston  Hospital  for  Women. 

Reporting  on  another  study  of  unconscious  attitudes  in  251  women  who  were 
obtaining  first-trimester  abortion,  170  obtaining  second-trimester  abortions, 
233  nonpregnant  women  using  contraception,  and  98  women  attending  a  pre- 
natal clinic.  Dr.  Charles  B.  Arnold,  of  New  York  University,  said  that  there 
were  significant  differences  among  the  groups. 

Late  aborters  saw  themselves  as  least  competent,  with  lowest  self-esteem, 
and  as  having  the  most  problems  in  obtaining  contraception.  Early  aborters 
had  more  favorable  scores  in  these  areas.  Late  aborters  were  more  ambivalent 
about  the  abortion  decision  than  early  aborters. 

MOBE   SYMPTOMS 

With  regard  to  psychosomatic  responses  to  pregnancy,  however,  early 
aborters  reported  more  symptoms  than  late  aborters,  who  in  turn  had  more 
symptoms  than  the  prenatal  group. 

Both  groups  of  women  obtaining  abortions  were  the  same  in  some  respects. 
They  had  more  negative  perceptions  about  mother,  more  sexual  prudishness, 
and  less  sexual  knowledge  than  either  of  the  comparison  groups.  Dr.  Arnold 
said. 

His  associate  in  this  study  was  Sarah  J.  Slagle,  Ph.D. 

In  the  discussion  following  the  presentations.  Dr.  Arnold  commented  on  the 
paradoxical  situation  in  New  York  that  allows  legal  abortions  for  girls  under 
16  years  of  age  but  prohibits  providing  them  with  contraceptive  information 
without  parental  consent.  He  agreed  with  a  member  of  the  audience  who 
called  it  a  public  health  outrage  to  force  young  girls  into  abortion  as  a  means 
of  birth  control.  About  1%  of  all  15-year-olds  have  babies  yearly,  he  said.  Dr. 
Miller  pointed  out  that  many  abortions  result  from  nondecisionmaking.  The 
adolescent  is  less  sophisticated  in  decision-making  and  is  also  subject  to 
coercion. 

All  panelists  agreed  that  if  population  control  is  based  on  reducing  fertility 
of  women,  there  must  be  an  increase  in  satisfactory  alternative  roles  to  child- 
bearing  for  women. 

Senator  Bath.  Thank  you,  Doctor.  I  appreciate  your  letting  us 
have  your  testimony. 

Is  it  fair  to  say — and  T  hope  that  by  asking  these  questions,  that 
I  do  not  show  my  ignorance  relative  to  your  profession.  I  think  it 
is  important  for  you  and  others  who  have  a  high  degree  of  exper- 
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tise  to  let  us  have  your  thoughts  for  our  record  because  most  of  us 
on  this  committee  are  certainly  laymen  in  terms  of  the  subject  that 
you  bring  before  us.  .     . 

Is  it  fair  to  say  that  psychiatry  is  a  nonexact  science,  or  is  it  an 
exact  science,  and  if  so  how  exact  is  it? 

Dr.  Bernstein.  It  is  not  as  exact  as  some  parts  of  medicine,  but  I 
think  we  can  make  a  good  diagnosis  and  prescribe  good  methods  of 
treatment. 

Senator  Bath.  I  do  not  mean  to  belittle  it  at  all. 

Dr.  Bernstein.  It  is  not  as  exact  as  cardiology,  but  we  do  pretty 
well. 

Senator  Bayh.  I  did  not  mean  to  ask  the  question  with  that  in- 
ference in  mind  at  all.  I  was  just  struck  by  your  testimony,  where 
one  of  the  sources  that  you  quoted  said  that  psychiatrists  had  recom- 
mended therapeutic  abortions  not  necessarily  operating  for  the  pa- 
tient or  what  was  good  for  the  patient. 

Dr.  Bernstein.  Yes. 

Senator  Bath.  Someone  else  said  they  did  not  know  what  they 
were  doing,  and  someone  else  said  that  they  were  lying. 

Dr.  Bernstein.  Yes. 

Senator  Bath.  Now,  that  is  rather  stern  stuff  by  one  in  your  pro- 
fession directed  toward  others.  You,  by  quoting  those  three  sources, 
do  you  associate  yourself  with  that  assessment? 

Dr.  Bernstein.  Do  I  associate  myself? 

Senator  Bath.  Is  there  room  for  reasonable  psychiatrists  to  differ 
or  are  they  lying  or  not  knowing  what  they  are  doing  or  not  neces- 
sarily acting  for  the  benefit  of  the  patient? 

Dr.  Bernstein.  I  think  I  can  answer  that.  The  reason  I  brought 
that  particular  bit  of  evidence  is.  Dr.  Halleck  is  a  well-known  psy- 
chiatrist in  this  country  who  feels  somewhat  differently,  as  I  men- 
tioned before,  about  alDortion.  But  he  feels  that  the  psychiatrists 
should  not  be  made  to  lie  about  this. 

He  said  if  the  majority  of  the  people  of  this  country  or  the  ma- 
jority of  the  Congressmen  decide  that  babies  should  be  destroyed  at 
such'  and  such  a  time  that  is  the  way  it  will  have  to  be  in  this  coun- 
try. But  thev  should  not  have  a  psvchiatrist  get  up  there  and  lie. 
And  he  uses'  the  word  "lie".  I  would  not  do  that.  He  says  they  are 
lying  when  they  say  this  person  will  commit  suicide  because  they 
know  better.  That  is  a  direct  quote  and  I  have  the  article  right  here 
if  you  would  like  to  have  it  in  your  record. 

Senator  Bath.  We  would  be  glad  to  have  it. 

[The  information  referred  to  follows :] 

Although  Psychiatry  Can  Serve  Humane  Functions  By  Providing  Cul- 
turally-Acceptable "Outs,"  It  Also  Can  Aggravate  Social  Ills.  Item  One  : 
Abortion 

(By  Seymour  L.  Halleck,  M.D.) 

Should  the  psychotherapist  use  his  skills  to  try  to  bring  about  change 
within  social  or  political  systems?  A  casual  review  of  current  psychiatric 
\vritings  reveals  a  startling  array  of  opinions  on  this  question — even  among 
those  who  hold  power  within  the  psychiatric  "establishment." 

It  appears  that  many  American  psychiatrists  are  convinced  that  their  pro- 
fessional mandate  is  simply  that  of  healing  illness,  and  their  therapeutic 
activities  do  not  and  should  not  have  political  consequences.  At  the  same  time. 
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other  psychiatrists  have  eagerly  embraced  the  role  of  social  visionary  or 
political  activist,  and  consciously  combine  efforts  to  help  patients  with  efforts 
to  change  society. 

Any  kind  of  psychiatric  intervention,  even  when  treating  a  voluntary  pa- 
tient, has  an  impact  upon  the  distribution  of  power  within  the  social  system 
in  which  the  patient  moves.  Insofar  as  politics  is  defined  as  the  science  of 
how  power  is  sought,  distributed,  and  exercised  within  social  systems,  all 
psychiatric  intervention  must  be  viewed  as  having  political  consequences. 
Radical  therapists  are  right  when  they  insist  that  psychiatric  neutrality  is 
a  myth. 

The  power  of  the  psychiatrist  to  affect  the  status  quo  is  not  confined  to  his 
work  with  patients,  or  to  his  public  pronouncements  on  abnormality.  Some- 
times he  directly  helps  society  make  critical  decisions  affecting  its  stability, 
as  well  as  the  privileges  and  freedom  of  some  of  its  citizens.  One  significant 
way  he  does  this  is  to  excuse  selected  individuals  from  ordinary  social  obli- 
gations. 

In  a  civilized  society  few  demands  are  made  on  those  who  are  severely  111. 
A  man  with  a  high  fever  will  not  be  required  to  work,  a  boy  with  a  crippling 
orthopedic  condition  will  not  have  to  serve  in  the  armed  forces.  Because  our 
society  looks  upon  some  forms  of  emotional  suffering  as  illness,  we  often 
excuse  the  emotionally  disturbed  from  fulfilling  some  obligations.  Sometimes 
the  psychiatrist  has  the  oflacial  power  to  sanction  such  an  excuse;  at  other 
times  he  merely  recommends,  a  judicial  agency  has  the  ultimate  power. 

Although  psychiatric  excuse-giving  apparently  is  a  humane  practice,  I  am 
convinced  that  it  contributes  to  our  social  ills  because  it  strengthens  an  op- 
pressive status  quo. 

In  our  country,  a  woman  who  finds  herself  with  an  unwanted  pregnancy 
has  several  alternatives.  She  can  carry  the  baby  to  term  and  make  the  best 
of  it;  she  can  seek  a  criminal  abortionist  who,  for  a  price,  will  terminate  her 
pregnancy ;  or  she  can  go  to  another  country  (or  state  such  as  New  York) 
where  she  can  obtain  a  safe  abortion.  She  can  also  try  to  obtain  a  legal 
abortion  in  most  states  by  finding  a  doctor  who  will  recommend  it;  but  this 
usually  means  that  she  must  convince  a  doctor  that  she  is  sick  enough  to 
have  her  pregnancy  terminated  on  medical  grounds. 

THE  THEEAPEUTIC   MYSTIQUE 

Although  the  situation  in  this  country  is  rapidly  changing,  therapeutic 
abortion  is  still,  for  the  most  part,  granted  only  when  a  doctor  makes  a 
formal  statement  that  carrying  a  child  to  term  will  seriously  threaten  the 
mother's  life.  As  of  this  writing,  only  a  few  states  sanction  therapeutic 
abortion  in  situations  where  the  mother's  health  rather  than  her  very  existence 
is  threatened.  In  most  states,  doctors  cannot  legally  recommend  therapeutic 
abortion  even  if  they  are  almost  positive  that  the  child  will  be  born  defective ; 
nor  can  the  abortion  be  sanctioned  if  the  pregnancy  results  from  incest  or 
rape.  In  practice,  doctors  usually  are  willing  to  recommend  therapeutic  abor- 
tion when  a  woman  has  such  severe  heart,  respiratory,  or  urinary  disease  that 
there  is  substantial  risk  she  will  die  if  she  has  to  carry  the  child  to  term.  It 
is  much  more  diflScult  to  ascertain  if  abortions  are  granted  when  there  is 
reasonable  certainty  that  carrying  a  child  to  term  will  aggravate  the  mother's 
health,  but  not  result  in  her  death.  It  is  quite  possible  that  many  doctors 
recommend  abortion  in  such  cases,  but  they  usually  do  so  quietly  and  illegally. 

Conceivably,  a  woman  may  be  so  emotionally  disturbed  that  there  is  a 
strong  likelihood  she  will  kill  herself  if  she  is  forced  to  carry  her  child  to 
term.  In  these  cases,  recommendations  for  therapeutic  abortion  are  made  by 
a  psychiatrist.  If  he  believes  abortion  is  justified,  he  is  required  only  to 
submit  a  written  report  stating  that  the  patient's  life  will  be  gravely  threat- 
ened by  continuation  of  her  pregnancy.  In  many  hospitals,  this  report  will  not 
be  challenged  by  the  obstetrician  or  the  review  board. 

At  the  present  time,  it  is  very  hard  to  know  what  criteria  are  utilized  in 
granting  therapeutic  abortions  on  psychiatric  grounds.  Policies  differ  from 
state  to  state  and  hospital  to  hospital.  Some  doctors  recommend  therapeutic 
abortion  only  when  absolutely  convinced  that  the  patient  is  gravely  ill  and 
suicidal ;  others  recommend  it  when  there  are  less  ominous  signs  of  psycho- 
logical disturbance. 
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From  my  own  experience,  and  what  I  have  learned  from  colleagues,  it 
seems  clear  that  women  who  are  granted  therapeutic  abortions  are  a  special 
group.  They  are  often  among  the  community  elite.  Not  surprisingly,  many  are 
relatives  of  physicians;  it  requires  a  certain  knowledge  of  the  law  and 
familiarity  with  psychiatrists  even  to  know  how  to  go  about  asking  for  a 
therapeutic  abortion  on  psychiatric  grounds.  Hence  this  type  of  abortion  is 
largely  a  privilege  granted  to  upper-middle-class  whites,  rarely  is  available 
to  the  poor,  uneducated,  and  black. 

When  the  psychiatrist  writes  a  report  stating  that  the  patient  will  en- 
danger her  life  by  carrying  a  child  to  term,  he  is  on  shaky  intellectual 
grounds.  Many  women  with  serious  emotional  disturbances  who  are  reluctant 
to  have  a  baby  never  contemplate  suicide;  their  lives  are  not  in  danger. 
Other  emotionally  disturbed  women  threaten  suicide,  but  it  is  quite  difficult 
to  evaluate  the  seriousness  of  their  threats. 

Psychiatrists  know  that  even  when  a  woman  sincerely  threatens  suicide, 
she  generally  can  be  treated  by  traditional  means  without  resort  to  abortion. 
They  are  also  aware  that  once  the  patient  realizes  there  are  no  alternatives, 
she  probably  will  respond  to  psychotherapy,  drug  therapy,  or  hospitalization. 

A  woman  looking  for  an  abortion  on  psychiatric  grounds  quickly  learns 
that  she  must  talk  suicide  if  she  is  to  get  her  way.  It  is  very  easy  for  the 
female  with  an  unwanted  pregnancy,  knowing  that  illness  is  a  way  out,  to 
convince  herself  that  she  is  ill.  It  makes  little  difference  whether  she  does 
this  consciously  or  unconsciously.  The  psychiatrist  accelerates  this  process 
when  he  directly  or  indirectly  lets  the  patient  know  that  she  must  present 
grave  signs  of  illness  before  he  will  recommend  abortion. 

Many  psychiatrists  recommend  therapeutic  abortion  for  humanitarian  rea- 
sons, even  when  not  convinced  the  patient  will  destroy  herself.  To  do  this, 
however,  they  must  affirm  she  is  suicidal.  To  salve  their  professional  con- 
sciences, they  subtly  teach  the  patient  (and  usually  she  is  an  apt  pupil)  to  as 
as  sick  as  possible  and  say  the  right  words— "I'll  kill  myself  if  I'm  forced  to 
have  this  baby" — before  they  write  a  psychiatric  excuse.  Only  after  she  has 
produced  a  convincing  display  of  "illness"  can  she  have  her  abortion.  A  few 
doctors  more  honest  about  their  dishonesty  are  less  scrupulous  in  documenting 
the  need  for  abortion,  simply  say  the  patient  is  suicidal. 

There  are  many  reasons  why  a  woman  may  not  want  to  have  her  baby. 
Children  can  be  an  economic  or  psychological  burden ;  sometimes  the  birth  of 
an  additional  child  or  a  child  out  of  wedlock  makes  a  previously  adequate 
life  intolerable.  Many  mothers  bring  unwanted  children  into  the  world.  If 
they  were  sufficiently  aware  and  determined,  many  of  them  probably  could 
have  convinced  psychiatrists  that  they  were  too  sick  to  carry  their  children 
to  term. 

For  every  woman  who  receives  an  abortion  on  psychiatric  grounds,  there 
are  probably  a  dozen  others  whose  plight  is  more  tragic  and  whose  emotional 
handicaps  are  more  serious.  No  psychiatrist,  if  he  is  honest  with  himself, 
will  claim  to  be  able  to  distinguish  between  selfish,  practical,  idealistic,  and 
irrational  motivation.  Nor  can  he  describe  any  scientific  criteria  that  enable 
him  to  know  which  woman  should  have  her  pregnancy  terminated,  and  which 
should  not.  When  he  recommends  an  abortion,  he  usually  lies.  It  is  a  kind 
lie,  a  dishonesty  intended  to  make  the  world  a  little  better,  but  it  still  is  a  lie. 

Consider  the  case  of  the  24-year-old  woman  who  came  to  see  me  requesting 
a  therapeutic  abortion.  She  was  in  her  third  month  of  pregnancy  and  the 
possibility  of  legal  abortion  was  brought  to  her  attention  by  a  psychiatrist, 
who  had  been  treating  her  in  conventional  psychotherapy  for  about  six  months. 

One  of  six  children  raised  in  a  poverty-stricken,  unhappy  home,  she  re- 
membered that  she  was  frightened  most  of  the  time.  Her  father  drank  heav- 
ily, beat  the  children.  Her  mother  was  intensely  religious  and  harangued  the 
children  about  the  virtues  of  piety  and  chastity.  When  the  patient  was  13 
her  father  left  home  and  she  became  dominated  by  her  mother. 

She  did  well  as  a  student  after  high  school,  worked  as  a  secretary  and 
saved  her  money.  She  entered  a  teachers'  college,  obtained  a  teaching  certifi- 
cate and  position  as  a  rural  elementary  school  teacher.  After  a  year  of 
teaching  .she  became  depressed.  She  had  few  friends,  rarely  went  out  with 
members  of  the  opposite  sex.  When  she  began  to  have  crying  spells,  she  con- 
sulted a  psychiatrist. 

During  the  course  of  her  therapy  she  began  to  feel  more  confident,  overcame 
her  shyness,   and  started  to  date  men.   One  of  her  dates  was  an   aggressive 
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male  who  got  her  intoxicated  and  forced  her  to  have  intercourse.  This  was 
her  first  and  only  sexual  experience. 

The  patient  knew  that  if  she  carried  the  baby  to  term  she  would  lose  her 
job.  Because  of  the  moralistic  attitude  of  the  community,  it  would  be  ex- 
tremely difficult  for  her  to  obtain  another  teaching  job,  and  she  had  no  other 
means  of  support.  She  had  no  idea  what  she  would  do  with  the  baby.  It 
seemed  unlikely  that  her  mother  would  help  her;  in  fact,  she  feared  that 
her  mother  would  totally  reject  her. 

A  DIFFICULT   DECISION 

During  the  course  of  our  interview,  I  was  very  aware  that  she  was  expe- 
riencing profound  emotional  anguish.  At  the  same  time,  I  was  impressed  with 
her  character  and  psychological  strength.  At  no  time  did  she  threaten  suicide; 
she  was  only  mildly  demanding,  and  certainly  not  histrionic.  There  was  little 
or  no  doubt  in  my  mind  that  she  could  carry  her  baby  to  term  without  en- 
dangering her  life,  but  I  was  deeply  moved  by  the  tragedy  of  her  situation. 

The  position  I  found  myself  in  was  not  too  different  from  the  one  a  psy- 
chiatrist usually  faces  when  he  evaluates  patients  for  therapeutic  abortion. 
The  most  humane  and  decent  thing  was  to  recommend  abortion.  I  had  the 
choice  of  lying  outright  by  saying  the  patient  was  suicidal,  or  training  her 
to  talk  of  suicide  *  *  *  to  salve  my  conscience.  Whatever  I  did  would  be  morally 
questionable. 

The  psychiatrist  who  recommends  therapeutic  abortion  should  be  aware  of 
how  this  affects  the  patient.  Many  who  request  it  do  not  have  the  personality 
strength  of  the  above  patient.  Granting  excuses  to  emotionally  disturbed 
individuals  may,  in  the  long  run,  harm  them.  Although  there  probably  is 
little  danger  of  depression  following  therapeutic  abortion,  the  process  of 
securing  a  psychiatric  excuse  from  meeting  an  obligation  may  be  psycho- 
logically damaging;  the  patient  may  learn  to  use  "illness"  as  a  means  of 
avoiding  other  obligations,  insist  that  she  should  not  be  held  responsible  for 
her  actions. 

The  overall  impact  of  therapeutic  abortion  does  not  promote  humanistic 
goals.  Helping  a  few  women  find  an  easy  solution  does  nothing  for  the 
millions  who  risk  their  lives  by  going  to  criminal  abortionists,  or  bring  un- 
wanted children  into  the  world.  Furthermore,  granting  therapeutic  abortions 
to  a  select  few  acts  as  a  safety  valve,  neutralizing  forces  that  otherwise 
would  press  for  social  change. 

"a   SOCIAL  opiate" 

If  society  had  to  witness  the  tragedy  of  highly  disturbed  women  bringing 
unwanted  children  into  the  world,  it  might  examine  the  whole  issue  of  bring- 
ing unwanted  children  into  the  world.  If  women  of  position  and  power  could 
not  easily  rid  themselves  of  unwanted  pregnancies,  they  might  be  more  in- 
clined to  promote  change  in  the  existing  abortion  laws.  If  physicians  could 
not  salve  their  consciences  by  legally  aborting  some  patients  and  friends, 
they  too  might  try  to  change  the  abortion  laws.  Therapeutic  abortion  laws 
serve  as  a  social  opiate;  excuse-giving  masks  the  pain,  but  does  not  cure 
the  problem. 

Many  physicians,  attorneys,  and  legislators  have  reached  the  obvious  con- 
clusion that  every  woman  should  have  the  right  to  terminate  unwanted 
pregnancy.  They  insist  that  the  rules  governing  abortion  should  not  be  part 
of  the  criminal  law,  that  the  decision  should  simply  be  up  to  the  patient  and 
a  qualified  doctor.  They  recommend  legislation  (already  enacted  in  some 
states)  permitting  abortion  upon  request,  if  a  doctor  believes  it  will  help 
the  patient. 

Unfortunately,  even  the  states  that  have  legalized  it  have  not  appropriated 
funds  to  make  quick,  inexpensive  abortion  available  to  all  citizens.  No  woman 
should  have  to  bring  an  unwanted  child  into  the  world,  or  alternatively  have 
to  falsely  label  herself  mentally  ill  and  irresponsible. 

Senator  Bayti.  I  just  wondered  whether  you  felt  there  was  room 
for  reasonable  psychiatrists  to  differ  on  this  matter. 

Dr.  Bernstein.  In  Minneapolis,  sir,  there  are  many  psychiatrists 
that  feel  differently  about  the  abortion  question  than  I  do.  But  I 
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think  they  would  all  individually  agree  there  are  no  psychiatric 
reasons  for  doing  an  abortion,  really.  That  does  not  mean  they  may 
not  find  some  social  reasons,  sir. 

Senator  Bayh.  You  emphasized  that  if  a  person  has  a  psychiatric 
problem,  an  emotional  problem  during  pregnancy,  just  removing 
the  pregnancy  does  not  necessarily  remove  the  psychiatric  problem. 
That  problem  would  exist  after  the  abortion  or  after  the  birth. 

Dr.  Bernstein.  Yes. 

Senator  Bath.  Is  that  basically  your  premise? 

Dr.  Bernstein.  Yes,  yes,  sir. 

Senator  Bath.  And  1  further  deduce  from  what  you  said,  and 
you  said  it  much  better  than  I,  that  many  of  the  most  pronounced 
incidents  of  psychiatric  disturbances,  brought  by  pregnant  women 
to  psychiatrists  at  that  time  of  pregnancy,  are  normal  incidents  of 
pregnancy  and  will  pass  with  the  birth. 

Dr.  Bernstein.  Well,  I  think  in  the  very  early  part  of  most 
women's  pregnancies  there  are  some  questions  in  their  mind  whether 
they  would  like  to  have  this  pregnancy.  Even  people  that  really  say 
they  want  it,  there  are  some  doubts  in  their  mind  because  it  is  in- 
convenient, it  is  diflficult,  you  do  not  look  the  same,  and  so  on. 

But  as  females  progress  during  their  pregnancy,  all  of  them  in 
my  opinion  have  a  more  positive  atttitude  toward  the  pregnancy. 
At  the  very  beginning  most  women  have  negative  feelings  about  it 
some  of  the  time. 

Senator  Bath.  All  right.  Suppose  a  person  has  a  mental  disturb- 
ance prior  to  pregnancy,  becomes  pregnant,  desires  an  abortion,  is 
denied  it.  Now,  you  have  made  a  strong  case  that  the  presence  or 
the  absence  of  a  baby  does  not  go  to  the  basic  mental  disturbance. 

Do  you  have  incidents  where  the  birth  of  a  baby,  given  that  kind 
of  a  mental  picture  in  the  first  place,  compounds  the  disturbance 
after  birth? 

Dr.  Bernstein.  I  think  we  have  had  some  both  ways.  Senator.  We 
have  had  some  patients  that  really  did  not  want  the  pregnancy  and 
because  she  has  been  a  patient  of  mine  before  continued  in  therapy. 
In  fact,  I  just  saw  her  yesterday  about  some  other  problem.  She 
is  now  46  or  47  years  old."  She  had  that  baby,  which  is  now  a  couple 
of  years  old — and  she  said  if  she  had  another  baby  she  could  raise 
another  one. 

On  the  other  hand,  we  do  have  people  who  have  mental  illnesses 
after  delivery,  become  ill,  and  we  can  treat  them.  There  is  no  question 
about  that.  There  is  such  a  thing  as  postpartum  psychosis.  We  do 
not  know  when  they  are  going  to  get  them,  but  they  are  brought  out. 
In  my  own  experience  and  Dr.  Zilboorg's  they  usually  do  not  come 
from  the  ones  that  you  would  expect  them  from.  But  we  do  get  some 
and  you  treat  them  during  the  pregancy  or  after  the  pregnancy,  if 
necessary. 

Senator  Bayh.  As  I  recall,  you  said  that  most  of  those  psychoses 
came  from  the  mother  who  very  much  wanted  the  child  and  intended 
to  become  overly  possessive. 

Dr.  Bernstein.  Yes.  We  do  have  some  of  the  others,  too.  Some 
psychiatrically  ill  patients  do  break  down,  but  there  are  very  few 
of  them. 

Senator  Bayh.  Is  there  anyway  we  can  break  down  the  percentage 
in  one  instance  compared  to  the  percentage  in  the  other? 
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Dr.  Bernsteix.  Well,  let  me  say  it  this  way.  In  my  experience  I 
do  see  a  lot  of  them  because  I  am  at  the  medical  school.  Surprisingly 
enough,  there  are  very  few  severe  illnesses  in  my  experience  m  Twin 
Cities  now  that  I  know  of  after  delivery.  There  are  not  very  many. 
Most  people  seem  to  take  their  pregnancies  pretty  well.  There  are  not 
many  post-patrum  illnesses  that  are  very  severe. 

Senator  Bath.  Is  the  impact  of  the  disturbance  or  the  development 
of  the  disturbance  more  or  less  or  about  the  same  now  that  the 
Supreme  Court  has  ruled  and  abortions  are  granted? 

Dr.  Bernstein.  I  do  not  think  I  really  answered  that,  because  most 
patients  that  are  having  abortions— I  can  only  speak  of  in  Min- 
neapolis—are not  sent  to  psychiatrists.  Yes,  they  seem  to  be  getting 
along.  I  see  a  couple  of  them,  but  not  a  lot.  They  seem  to  be  getting 
by.  I  have  to  say  that,  but  I  do  not  know  what  is  going  to  happen  m 
the  future.  I  think  that  is  the  important  factor.  The  guilts  are  going 
to  be  there.  Now,  they  may  not  be  severe.  I  think  we  will  see  more 
of  this. 

Now,  unfortunately  we  do  not  have  good  data  because  at  least  up 
in  Minnesota  we  don't  have  a  law  through  yet  to  determine  what 
happens  to  patients  after  abortion.  We  have  tried  to  get  a  law 
through,  but  they  have  not  been  successful.  Nobody  is  going  to  know 
what  happens  after  abortion  unless  we  have  good  follow-up.  It  is 
called  very  privileged  information,  you  see,  and  I  can  understand 

that,  too.  V    J  Ml 

Senator  Bayh.  Have  you  consulted  women  that  have  had  illegal 

abortions  ? 

Dr.  Bernstein.  Yes,  I  have  seen  some  that  had  illegal  abortions. 

Senator  Bath.  About  psychiatric  problems? 

Dr.  Bernstein.  They  have  come  to  me  for  psychiatric  problems, 
yes. 

Senator  Bath.  Is  this  a  guilt  kind  of  problem? 

Dr.  Bernstein.  The  ones  I  see,  yes.  Of  course,  I  am  only  one  psy- 
chiatrist, and  they  may  be  going  to  other  psychiatrists  or  they  may 
not  be  going  at  all. 

Senator  Bath.  It  would  seem  to  me  that  at  least  we  ought  to  try 
to  find  the  answer  if  we  can  as  to  whether  this  guilt  feeling  is  sig- 
nificantly affected  by  the  legal  nature  of  the  operation.  If  it  is  illegal 
in  the  back  room  kind  of  situation,  does  that  present  a  different 
kind  of  mental  burden  than  if  it  is  sanctioned  by  the  Supreme  Court? 

I  am  asking  not  from  the  moral  viewpoint,  but  from  the  psychi- 
atric viewpoint. 

Dr.  Bernstein.  The  problem  is,  sir,  that  we  are  not  getting  this 
data.  We  just  cannot  seem  to  get  that.  I  do  not  know  how  it  is  in  your 
State  or  the  rest  of  the  country,  but  the  women  are  getting  aborted, 
are  just  gone.  I  was  hearing  one  of  the  obstetricians  the  other  day  in 
Minneapolis.  He  does  lots  of  these  abortions.  A  lot  of  them  never 
even  get  paid  for.  As  a  matter  of  fact,  people  say  they  make  a  lot 
of  money,  and  I  think  they  do.  But  a  lot  of  people  come  and  have 
their  abortion  and  then  they  are  gone.  There  is  no  follow-up. 

Senator  Bath.  I  understand  you  cannot  give  me  your  opinion 
of  the  psychiatric  impact  on  a  patient  that  you  never  saw. 

But  what  about  those  that  you  have  seen  since  the  court  ruling? 

Have  you  sensed  any  difference  in  those  cases  you  have  seen  since 
the  ruling? 
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Dr.  Bernstein.  I  see  your  point.  The  guilty  ones  are  still  getting 
guilty,  yes. 

I  might  clarify  a  point.  A  certain  number  of  people  that  have 
any  kind  of  procedure,  are  not  going  to  get  guilty.  They  do  not  have 
that  kind  of  personality. 

Senator  Bayh.  It  would  seem  that  if  that  were  going  to  have  a 
mental  impact,  just  for  me  the  impact  of  taking  the  unborn  child 
would  be  a  great  impact,  regardless  of  what  the  statute  book  might 
say  at  the  moment.  But  I  just  wondered  whether  you  had  been  able 
to  differentiate. 

Dr.  Bernstein.  I  would  think  in  general  the  guilt  that  the  indi- 
vidual feels  is  not  going  to  be  related  too  much  to  what  the  Supreme 
Court  decision  said.  It  is  going  to  be  related  to  what  happened  to 
that  person  early  in  her  life.  That  is  when  the  guilts  are  engendered 
in  ourselves. 

Senator  Bayh.  I  heartily  concur  in  what  you  just  said  about  what 
is  going  to  motivate  a  person  to  do  something  or  not  do  something 
and  the  impact  the  action  will  have  on  them,  being  related  to  early 
childhood  experiences  and  the  basic  principles  that  were  inculcated 
at  a  very  early  age.  Would  you  give  us  your  opinion  about  what  is 
going  to  happen  to  these  women  that  have  been  getting  illegal 
abortions  ? 

Dr.  Bernstein.  Illegal  abortions? 

Senator  Bayh.  Illegal  abortions.  Now  we  have  made  it  legal. 

If  we  made  it  illegal  again,  does  one  assume  that  the  same  number 
of  women  are  going  to  have  and  continue  to  have  illegal  abortions, 
having  gone  through  all  this  publicly? 

Dr.  Bernstein.  I  am  not  sure  I  exactly  have  the  question.  But  I 
still  think  there  are  some  illegal  abortions  going  on. 

Senator  Bayh.  Well,  let  me  rephrase  the  question  a  little  more 
succinctly,  because  it  was  sort  of  a  round  robin  question. 

There  are  x  number  of  women  getting  illegal  abortions. 

Dr.  Bernstein.  Legal? 

Senator  Bayh.  Illegal  abortions,  prior  to  the  Supreme  Court 
decision. 

Dr.  Bernstein.  Right. 

Senator  Bayh.  The  Supreme  Court  ruling  basically  made  abortions 
legal.  Now,  if  we  proceed  along  the  legislative  channels  of  a  con- 
stitutional amendment  to  prohibit  abortions,  what  could  we  reason- 
ably expect  to  happen  to  the  number  of  abortions? 

In  denying  these  expectant  mothers  the  abortion  option,  would  we 
be  going  back  to  the  number  before  the  Court  ruling,  the  number 
since  the  ruling,  or  somewhere  in  between? 

That  may  be  a  question  you  cannot  speculate  on.  But  I  am  trying 
to  get  some  background. 

Dr.  Bernstein.  You  are  wondering  if  we  should  go  back  to  what 
it  was  before? 

Senator  Bayh.  I  just  wonder  what  the  impact  on  society  is  going 
to  be.  I  think  those  of  us  sitting  back  here,  the  toughest  job  we  have 
is  not  to  determine  in  our  own  mind  what  we  believe,  but  to  try  to 
determine  what  the  impact  on  210  million  other  Americans  is  going 
to  be  if  we  put  our  conduct  into  the  Constitution  of  the  United  Sta;tes, 
and  this  is  one  of  the  questions  that  has  been  brought  to  the  com- 
mittee rather  frequently. 
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Now,  what  is  going  to  happen  to  the  women  that  were  having  the 
illegal  abortions  before  the  Supreme  Court  ruling? 

Do  you  feel  that  what  we  do  or  do  not  do  is  going  to  have  an 
impact  on  the  desire  of  a  woman  who  wants  to  have  an  abortion? 

Dr.  Bernstein.  I  would  think,  Senator,  that  if  somebody  wants 
an  abortion  they  are  going  to  get  it  unless  they  get  some  kind  of 
psychiatric  kind^  of  care  or  good  counseling.  I  think  we  could  carry 
them  through.  But  if  somebody  really  wants  it,  they  are  going  to 
get  it. 

Now,  as  you  well  know,  we  did  not  have  a  lot  of  deaths  in  Minne- 
sota from  the  illegal  abortions.  There  is  no  question  of  that.  And 
one  of  the  funny  stories  was,  with  all  the  exaggerated  figures  com- 
ing from  other  States,  was  send  them  to  Minnesota  for  illegal 
abortions  and  everything  will  be  all  right.  We  did  not  have  many 
deaths.  They  did  them  well.  I  do  not  know  why.  I  cannot  explain 
that.  But  there  were  not  very  many. 

But  I  do  not  believe  in  the  illegal  abortions.  I  think  if  we  have 
to  have  abortions  for  medical  reasons — and  I  think  there  are  some— 
T  think  they  should  be  done  in  hospitals  by  competent  people. 

Senator  Bath.  Let  me  ask  you  one  more  question.  To  define  once 
again  the  parameters  you  would  place  on  abortions,  you  said  you 
felt  there  should  be  some  legal  abortions? 

Dr.  Bernstein.  Yes.  I  have  been  on  abortion  committees.  If  some- 
body had  a  malignant  hypertension  and  was  going  to  die,  I  think  it 
would  be  passed  to  have  the  life  of  the  mother.  There  are  certain 
things  that  you  have  to  do  to  save  the  life  of  the  mother. 

Senator  Bayh.  One  of  the  witnesses  we  had  last  time  had  given 
birth  to  and  subsequently  lost  a  Tay-Sachs  child. 

Would  there  be  grounds  for  abortion,  if  a  thorough  examination 
had  disclosed  with  certainty  that  the  Tay-Sachs  trait  was  present 
in  the  embryo? 

Dr.  Bernstein.  I  suppose  I  would  have  to  beg  the  question,  be- 
cause I  do  not  think  this  is  something  I  know  a  great  deal  about, 
for  one  thing.  I  do  not  think  I  could  tell  you  that. 

Senator  Bayh.  Maybe  you  are  safe  not  to  answer  it,  then,  because 
that  is  a  tough  one. 

Thank  you  very  much.  Doctor.  I  appreciate  your  contribution. 

Our  next  witness.  Dr.  Zigmond  M.  Lebensohn,  chief.  Department 
of  Psychiatry,  the  Sibley  Memorial  Hospital  and  clinical  professoi 
of  psychiatry  at  Georgetown  University  Medical  School. 

Doctor,  we  appreciate  your  taking  the  time  to  be  with  us. 

STATEMENT  OF  ZIGMOND  M.  LEBENSOHN,  M.D.,  CHIEF,  DEPART- 
MENT  OF  PSYCHIATRY,  SIBLEY  MEMORIAL  HOSPITAL.  AND 
CLINICAL  PROFESSOR  OF  PSYCHIATRY,  GEORGETOWN  UNIVER- 
SITY MEDICAL  SCHOOL 

Dr.  Lebensohn.  Mr.  Chairman,  and  members  of  the  subcommittee, 
I  should  first  like  to  thank  the  members  of  the  subcommittee  for  this 
opportunity  to  testify  today  in  opposition  to  the  proposed  amend- 
ments to  the  Constitution  which  would  prohibit  abortion. 

Throughout  my  professional  career,  I  have  been  acutely  aware  of 
the  destructive  nature  and  impact  of  restrictive  abortion  laws.   I 
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became  most  intensely  involved  in  the  abortion  issue  through  joint 
discussions  with  my  colleagues  when  serving  as  chairman  of  the 
committee  on  psychiatry  and  law  of  the  group  for  the  advancement 
of  psychiatry. 

In  1969  the  committee  issued  the  report,  The  Right  to  Abortion: 
a  Psychiatric  View.  This  report  was  issued  following  a  two-decade 
period  when  there  was  an  increasing  tendency  to  invoke  the  psychia- 
trist as  the  arbiter  in  the  issue  of  abortion  and  the  psychiatric 
profession  began  to  examine  or  reexamine  its  responsibilities  in 
this  regard. 

I  would  like  to  begin  by  discussing  some  of  the  basic  concerns 
raised  in  that  report. 

First  and  foremost,  the  committee  felt  that  the  regulation  of 
access  to  abortion  should  be  the  product  of  religious,  moral,  ethical, 
socioeconomic,  political,  and  legal  considerations.  Psychiatric  fac- 
tors, if  they  existed,  must  be  examined  in  relation  to  these  broader 
perspectives. 

Before  the  Supreme  Court  decisions  of  January  22,  1973,  the 
majority  of  State  abortion  laws  required  virtually  all  women,  mar- 
ried or  single,  old  or  young,  to  carry  the  fetus  to  term,  regardless 
of  their  emotional,  environmental,  or  economic  situations.  This  preg- 
nancy, whether  voluntary  or  compulsory,  would  then  have  lifetime 
consequences  for  the  woman  and  the  child.  The  woman  who  became 
pregnant  out  of  ignorance  or  inability  to  utilize  effective  contracep- 
tion lost  permanently  the  right  to  control  her  own  fate  unless  she 
could  prove  to  doctors  that  her  mental  or  physical  health  were  in 
danger. 

In  the  years  preceding  the  Supreme  Court  decisions,  several  States 
legalized  abortion  or  greatly  liberalized  the  conditions  under  which 
it  could  be  obtained  legally.  It  is  ironic  that  now,  close  to  18  months 
after  the  Supreme  Court  has  spoken  on  the  subject,  this  country  is 
considering  proposals  which  are  even  more  restrictive  than  those 
imposed  in  the  past,  and  which  would  totally  disregard  the  mental 
or  physical  health,  and  in  one  instance  even  the  life,  of  the  mother. 

The  first  step  toward  liberalization  of  abortion  laws  followed  the 
proposals  outlined  by  the  American  Law  Institute — ^ALI — which 
stated  in  part  that : 

A  licensed  physician  is  justified  in  terminating  a  pregnancy  if: 
(a)  he  believes  there  is  substantial  risk  that  continuance  of  the 
pregnancy  would  gravely  impair  the  physical  or  mental  health  of 
the  mother.  For  a  number  of  reasons,  the  ALI  proposal  was 
unsatisfactory. 

First:  The  ALI  proposal  was  of  no  help  in  providing  a  social 
resolution  of  the  moral  issues  involved.  Second:  The  extent  of  the 
role  assigned  to  psychiatrists  was  unacceptable  because  the  language 
used  defied  objective  or  consistent  interpretation.  The  crucial  ques- 
tion which  remained  unanswered  was :  Are  there  psychiatric  criteria 
that  can  be  consistently  and  validly  applied  in  the  face  of  an  am- 
biguous medico-legal  standard? 

The  issue  of  whether  or  not  there  are  psychiatric  indications  for 
abortion  engendered  debate  in  the  psychiatric  community  which 
still  continues  today,  and  Dr.  Bernstein  in  his  testimony  alluded  to 
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this.    The  debate  reflects  the  different  concepts  of  what  is  mental 
health  and  what  constitutes  a  threat  to  mental  health. 

Some  would  have  us  believe  that  unless  an  unwanted  pregnancy 
were  to  bring  about  suicide  or  total  breakdown,  abortion  could  not 
be  justified  on  psychiatric  grounds.  All  of  us  know  that  such  cases 
are  extremely  rare,  although  women  have  been  known  to  take  extra- 
ordinarily dangerous  and  damaging  measures  to  terminate  an  un- 
wanted pregnancy. 

The  major,  and  real,  question  is :  When  should  abortion  be  recom- 
mended on  psychiatric  grounds?  The  Group  for  the  Advancement 
of  Psychiatry  defined  those  criteria  as  follows;  on  the  basis  of  the 
answer  to  this  question:  Will  the  abortion  and  its  effect  be  more 
traumatic  than  pregnancy,  childbirth,  and  forced  motherhood? 

Senator  Bath.  Doctor,  may  I  just  interject  here  a  poor  layman's 
observation  ? 

Dr.  Lebensohn.  Please. 

Senator  Bahy.  As  a  lawyer,  I  find  it  difficult  to  nail  down  the 
criteria  definition  given  by  the  American  Law  Institute.  Could  you 
tell  me,  how  you  as  a  doctor,  nail  down  the  definition  you  just  read? 

Is  there  a  way  that  you  can  weigh  that  on  the  scales? 

Dr.  Lebensohn.  Toward  the  end  of  my  testimony,  Mr.  Chairman, 
I  will  try  to  point  out  that  I  am  in  favor  of  psychiatry  getting  out 
of  the  abortion  business  entirely,  with  very  rare  exceptions. 

Senator  Bayh.  Then  just  go  ahead  with  your  statement. 

Dr.  Lebensohn.  The  question  which  puzzled  you  as  a  lawyer 
puzzled  us  also  as  psvchiatrists.  Therefore,  we  felt  that  abortion 
should  be,  a  matter  between  the  woman  and  her  physician,  and  that 
psychiatrists  ought  to  stay  out  of  the  situation  except  for  research, 
conducting  studies  on  the  psychiatric  sequelae  of  abortion  or  preg- 
nancy, and  treating  those  clear-cut  cases  where  there  is  psychiatric 
illness.  Other  than  that,  I  do  not  feel  that  the  average  woman,  faced 
with  an  unwanted,  unplanned  pregnancy  desiring  an  abortion,  needs 
a  psychiatrist.  So  in  a  sense  we  felt  that  was  a  decision  that  psychia- 
trists should  not  make. 

Senator  Bath.  I  just  did  not  want  to  forget  that  one. 

Dr.  Lebensohn.  I  completely  agree.  This  issue  puzzled  our  com- 
mittee so  much,  that  we  concluded  this  should  be  the  decision  of  the 
woman  in  consultation  with  her  doctor. 

Until  fairly  recently,  we  thought  women  often  experienced  severe 
mental  and  physical  trauma  as  a  result  of  abortion.  It  was  not  clear 
to  us  whether  these  apparently  negative  reactions  were  due  to  the 
fact  that  the  operations  for  the  most  part  were  conducted  illegally, 
under  clandestine  and  demeaning  conditions,  or  whether  they  were 
a  more  direct  effect  of  the  procedure  itself. 

We  have  found,  however,  that  the  older  literature  is  full  of  alarm- 
ing reports  suggesting  that  women  who  had  experienced  abortions 
suffered  deep  psychic  trauma  and  profound  guilt  which  would  haunt 
them  to  the  end  of  their  days  and  which  would  eventually  form  the 
basis  for  future  depressive  or  psychotic  episodes.  Most  of  these 
studies  simply  do  not  stand  up  to  serious  critical  review.  Simon  and 
Senturia  in  one  of  the  best  papers  on  the  subject  reviewed  28  publi- 
cations which  included  the  major  studies  conducted  between  1935 
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and  1964  and  found  the  conclusions  widely  divergent  and  their 
methodology  often  insufficient.  I  would  like  to  have  this  report  made 
a  part  of  the  record. 

Senator  Bayh.  We  would  be  glad  to  have  it. 

[The  information  referred  to  follows:] 

PsYCHiATBic    Sequelae   of   Abortion — Review   of  the   Litebatube,   1935-1964 
(By  Nathan  M.  Simon,  MD,  and  Audrey  G.  Senturia,  BA,  St.  Louis) 

Tlierapeutic  abortion  has  become  a  subject  of  increasing  concern  for  the 
psychiatrist  in  the  United  States.  While  the  rate  of  therapeutic  abortion  has 
decreased  over  the  last  30  years,  there  has  been  a  marked  increase  in  the  rela- 
tive proportion   of  psychiatric   indications   for  therapeutic   abortion    (i) 

Since  therapeutic  abortion  raises  problems  that  directly  involve  religious, 
political,  social,  and  philosophical  values,  it  is  not  surprising  that  the  litera- 
ture takes  on  the  quality  of  a  debate.  The  purpose  of  this  paper  is  to  exam- 
ine:  (1)  the  research  design,  if  any.  of  the  reports:  (2)  the  results;  and 
(3)  the  conclusions  drawn  from  the  results.  It  is  our  belief  that  such  an  ap- 
praisal can  be  useful  in  planning  future  studies  that  will  avoid  the  repetition 
of  errors  and  direct  efforts  more  fruitfully  to  elucidating  unsolved  problems. 
The  primary  interest  of  this  review  is  therapeutic  abortion  but  some  refer- 
ences, of  necessity,  will  be  made  to  sponstaneous  and  criminal  abortion. 

Taussig  (1936)  (2),  in  his  well-known  monograph  on  abortion,  cites  a  few 
case  histories  of  psychosis  following  induced  abortion.  He  makes  no  estimate 
as  to  the  general  incidence  of  such  consequences.  In  his  survey  of  the  Russian 
experience  in  the  1920' s  and  early  1930' s  when  abortions  were  carried  out  in 
large  numbers,  he  quotes  Russian  physicians  as  saying  that  tiredness,  nervous- 
ness, backache,  and  neurasthenia  were  common  sequelae  of  abortion. 

COMMENT 

Of  the  three  cases  of  psychosis  following  abortion  cited  by  Taussig,  only  one 
case  was  from  his  own  practice  and  in  that  instance  the  woman  had  severe  psy- 
chiatric illness  prior  to  the  abortion.  The  other  two  cases  were  from  the  European 
literature  and  are  reported  in  a  sketchy  fashion.  The  Russian  experience  is  re- 
ported anecdotally  and  must  be  interpreted  in  the  light  of  a  high  incidence  of 
organic  complications.  Although  Taussig  makes  only  the  most  cursory  references 
to  psychiatric  sequelae  of  therapeutic  abortion,  he  is  quoted  by  nearly  every 
author  since  1936  as  warning  against  serious  psychiatric  sequelae  to  abortion. 

Hamilton  (1940)  (3)  interviewed  537  women  at  the  Bellevue  Hospital  whose 
pregnancies  were  terminated  before  the  28th  week.  The  women  were  inter- 
viewed initially  within  24  hours  of  admission  for  one  half  to  one  hour.  Some 
were  seen  for  more  than  one  interview.  Thirty  women  had  therapeutic  abor- 
tions and  507  had  either  criminal  or  spontaneous  abortions.  Information  about 
religion,  age,  income,  coitus,  and  children  was  routinely  elicited.  There  were 
no  significant  sociological  differences  between  groups  which  denied  or  admit- 
ted interference.  Forty-six  percent  felt  regret  about  the  abortion,  39%  relief, 
and  15%  were  indifferent.  Twenty-three  percent  of  the  induced  (therapeutic 
and  criminal)  abortion  group  felt  regret.  Sixty-one  percent  of  the  spontaneous 
group  felt  regret.  Eleven  women  with  induced  abortions  and  three  with  spon- 
taneous abortions  felt  remorse. 

Hamilton  (1941)  (^)  reinterviewed  100  women  from  her  first  study  who 
were  the  only  ones  to  return  as  requested  for  a  four-week  checkup.  Eight  of 
this  group  had  therapeutic  abortions.  Symptoms  such  as  weakness,  tiredness, 
abdominal  pain,  backache,  depression,  and  constipation,  which  were  denied 
prior  to  the  abortion,  were  reported  by  a  large  number  of  the  women.  Fifteen 
of  the  70  women  who  had  initially  said  they  loved  and  respected  their  male 
l^artners  now  reported  mixed  emotions  or  dislike.  In  13  cases  the  sexual  rela- 
tionship responsible  for  the  pregnancy  was  terminated  and  feelings  of  dislike 
and  repugnance  existed.  Attitudes  towai'd  coitus  changed  in  32  of  the  68 
women  who  were  initially  positive,  ten  disliked  it.  and  22  were  indifferent. 
One  third  of  the  women  who  expressed  relief,  satisfaction,  or  indifference  com- 
plained of  depression.  Fifty-four  of  these  100  women  expressed  regret  at  the 
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initial  interview,  while  46  expressed  regret  at  the  follow-up.  The  author  be- 
lieves there  is  a  trend,  with  time,  to  find  relief  and  satisfaction  in  abortion. 

COMMENT 

In  these  studies  there  was  systematic  data  gathering,  at  least  for  sociologic 
variables.  The  initial  and  follow-up  interviews  were  done  by  the  same  observer. 
The  data  indicate  a  marked  difference  in  response  of  women  who  had  been 
active  in  inducing  abortions  from  those  with  spontaneous  abortions.  The  former 
group  had  unwanted  pregnancies  and  in  the  latter  group  most  of  the  pregnancies 
were  desired.  The  studies  do  not  differentiate  the  therapeutic  abortions  in  the 
group  from  other  induced  abortions. 

In  both  studies  the  samples  are  biased.  In  the  first  study  only  women  with 
complications  of  illegal  abortions  are  included.  In  the  follow-up  study  there 
was  a  large  element  of  self-selection  in  the  sample.  No  attempt  was  made  to 
follow  those  women  who  did  not  return  voluntarily.  One  would  suspect  that 
women  with  complaints  would  be  more  liliely  to  return.  While  the  sample  con- 
tained groups  of  women  with  different  types  of  abortions  and  provided  an  op- 
portunity to  compare  groups  whose  abortions  came  about  in  different  ways, 
this  was  not  done.  No  criteria  was  presented  about  preabortion  psychological 
condition.  The  follow-up  was  done  soon  after  abortion,  so  only  immediate 
effects  were  measured.  Mild  depressions  seem  to  be  the  rule.  No  other  specific 
psychiatric  disorder  is  mentioned. 

kesseltine  et  al  (1940)  (5)  reported  on  82  out  of  a  group  of  134  women  who 
had  therapeutic  abortions  for  a  wide  variety  of  indications.  The  patients  in 
the  series  were  urged  to  return  to  the  hospital  to  be  followed  for  the  condi- 
tion for  which  the  abortion  was  indicated.  Fifty-one  were  followed  for  a 
period  longer  than  one  year,  21  for  three  years,  and  ten  for  five  to  eight  years. 
The  authors  state  that  the  patients  were  followed  by  "various  clinics  and  spe- 
cialists." "Outcome"  following  abortion  was  designated  as  "satisfactory,"  i.e., 
improvement  in  the  patients  health  attributable  to  the  abortion;  "unchanged," 
"unsatisfactory"  and  "undetermined."  Outcome  in  21  cases  was  designated  as 
satisfactory,  unchanged  in  22,  unsatisfactory  in  three  and  undetermined  in  36. 
There  were  ten  cases  in  the  series  terminated  for  psychosis  and  psychoneurosis. 
Of  these  ten,  six  fell  in  the  "undetermined"  group,  three  were  "satisfactory," 
and  one  "unchanged."  The  authors  conclude  that  therapeutic  abortion  is  neces- 
sary, but  only  infrequently. 

COMMENT 

In  this  study  the  patients  were  followed  for  periods  up  to  eight  years.  There 
was  61%  follow-up.  Self-selection  was  an  important  factor  in  the  sample  com- 
position. What  actually  comprised  the  follow-up  was  not  stated.  The  patients 
were  followed  by  "various  clinics  and  specialists"  and  it  is  not  clear  how  the 
findings  of  the  various  observers  were  correlated  and  what  kind  of  data  was 
collected.  The  large  number  of  "undetermined"  outcomes  (44%)  leaves  an  ele- 
ment of  uncertainty  about  the  results.  Why  so  many  cases  fell  into  this  category 
is  not  explained.  There  is  no  correlation  of  outcome  and  indication.  It  is  not 
clear  if  there  was  any  psychiatric  illness  among  the  "unsatisfactory"  outcome 
group. 

Deutsch  (1945)  (6)  believes  that  abortions  are  handled  differently  by  differ- 
ent women.  Women  with  compulsive  need  to  conceive  react  to  abortion  either 
with  severe  neuroticism  or  a  new  pregnancy.  Women  with  excessive  guilt  re- 
actions use  the  abortion  for  severe  self-accusations.  In  depression  of  the  cli- 
macterium, the  self-acusation  of  a  long  forgotten  abortion  may  be  an  impor- 
tant factor.  Since  pregnancies  fill  old  wishes,  interruption  constitutes  a 
trauma  regardless  of  reality.  Relations  to  men  and  sex  are  changed.  How- 
ever, the  trauma  is  not  irremedial  unless  it  caused  an  organic  injury.  Even 
as  the  "best"  solution,  it  is  not  always  successful  because  "adjustment  to 
reality  sometimes  involves  severe  emotional  disturbance." 

COMMENT 

Deutsch,  a  psychoanalyst,  derived  her  data  from  a  "large  number'  of  cases. 
The  exact  number  is  not  specified.  The  circumstances  under  which  they  were 
seen,  i.e.,  analysis,  psychotherapy,  evaluations,  etc.  is  not  stated.  There  is  an 
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equivocal  quality  to  the  conclusions  about  outcome  that  suggests  there  may 
be  "succesful"  results,  but  does  not  take  up  the  issue  of  the  characteristics, 
dynamics,  or  frequency  of  such  cases. 

Ebaugh  and  Heuser   (1947)  (7)   report  the  diagnostic  indications  for  thera- 
peutic abortion  in  29  women  they  evaluated  at  the  Colorado  Psychiatric  Hos- 
pital over  a  nine-year  period.  In  their  report,  five  were  aborted  for  neurologic 
and  psychiatric  disease  and  the  remainder  for  medical  reasons.  They  stated: 
.   ideas   of  guilt   and   self-depreciation,    some   recurrent   preoccupation 
centering  around  the  abortion  and  the  general  theme  "I  let  them  kill  my 
baby"  may  well  disturb  a  poorly  integrated  personality,  even  to  psychotic 
proportions.  Feelings  of  love,  admiration  and  respect  for  the  male  partner 
and  the   result  of  the  pregnancy   may   well  be  distorted   in   the   aborted 
women  into  ideas  of  disgust,  hate  and  disrespect— "he  gave  me  a  baby, 
then   took   it  away."   Again,   conscious   motivation   and   the  even   flow   of 
emotions  during  the  readjustment  to  a  normal  sexual,  non-pregnant  cycle 
may  result  in  deeply  ingrained  feelings  of  hostility  toward  the  husband. 
Abortions,  we  may  say,  can  produce  psychological  cicatrix. 
The  authors  indicate  they  feel  therapeutic  abortion  might  be  indicated  in 
schizophrenia,    although    they    feel   it   is   not   indicated   in   neurosis   and   psy- 
chopathy. 

COMMENT 

This  article  is  frequently  quoted  as  "establishing"  that  therapeutic  abortion 
is  a  lasting  psychological  trauma  and  responsible  for  serious  psychopath- 
ology.  This  is  puzzling  since  there  is  a  complete  absence  of  data  from  which 
such  conclusions  could  be  drawn.  There  is  no  mention  in  the  article  of  when 
and  how  the  women  were  evaluated,  whether  they  were  reevaluated  after 
abortion  and  if  so,  at  what  time  intervals,  or  relation  of  prior  psychiatric 
state  to  outcome.  While  there  is  a  consideration  of  dynamics,  there  is  no  in- 
formation about  type  or  degree  of  postabortion  psychiatric  illness. 

Siegfried  (1951)  ("8)  did  a  three-year  follow-up  study  of  61  women  (50  mar- 
ried and  11  single)  who  were  granted  legal  abortions  in  Switzerland  in  1943 
and  1944,  for  psychiatric  indications.  Only  women  with  less  severe  disturbances 
were  included  (and  an  unspecified  number  of  psychotics  excluded).  Data 
were  gathered  by  careful  and  lengthy  interviews  and  reports  of  preabortion 
psychiatric  examinations  were  used  for  comparison.  Fifty-one  had  sterilization 
with  abortion.  The  entire  sample  reported  they  thought  about  the  abortion  at 
times,  but  59%  said  their  thoughts  were  not  strong  enough  to  disturb  their 
peace  of  mind.  This,  the  author  feels,  is  the  normal  response  to  legal  abortion. 
Twenty-nine  percent  showed  no  psychological  reaction  to  the  abortion  at  all. 
Thirteen  percent  (eight  patients)  did  show  unfavorable  sequelae,  eg,  religious 
feelings  of  guilt,  qualms  of  conscience,  and  feelings  about  being  unsatisfactory 
mothers.  The  author  evaluated  the  life  histories  of  these  women  and  reported 
that  completion  of  pregnancy,  he  believed,  would  have  entailed  equal  or  more 
severe  stress  in  six  cases  and  less  stress  in  two  cases. 

COMMENT 

Th  omission  of  severe  psychiatric  disturbances  from  this  sample  is  limiting. 
It  is  not  clear  if  the  sample  is  biased  in  other  ways,  ie.  did  any  women  refuse 
to  participate,  die,  etc.  The  possible  importance  of  sterilization  is  not  com- 
mented on,  although  80%  of  the  women  were  sterilized. 

Wilson  and  Caine  (1951)  (9)  studied  226  therapeutic  abortions  performed  at 
the  University  of  Virginia  Hospital  between  1930  and  1949.  They  made  an 
effort  to  follow  up  79  of  these  cases  to  whom  they  sent  questionnaires  to  be 
completed,  as  well  as  a  request  for  an  interview.  No  evidence  of  any  value 
was  obtained  from  the  questionnaires.  Only  nine  patients  came  for  interviews, 
six  had  symptoms  related  to  the  abortion,  and  three  had  no  complaints  that 
seemed  related  to  the  abortion.  Of  the  six,  two  had  not  yet  recovered,  ie.  they 
still  were  upset  when  hearing  babies  cry  or  other  women  talking  about  their 
children.  They  also  felt  loss  and  a  sense  of  guilt.  The  four  others  with  appar- 
ent .sequelae  had  back  pains,  but  no  apparent  personality  disorder.  The  au- 
thors conclude  "abortion,  regardless  of  how  early  it  occurs,  or  whether  it  is 
spontaneous  or  induced,  is  not  without  lasting  effects  and  the  emotional  re- 
sponse may  be  deep  and  lasting." 
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COMMENT 


The  sample  used  in  this  study  is  of  interest.  The  authors  interviewed  only 
nine  of  a  total  of  226  cases.  The  self-selection  involved  must  again  be  consid- 
ered an  important  factor.  The  authors  do  not  deal  with  the  preabortion  psy- 
chological problems  of  the  patients,  nor  do  they  correlate  indication  for  abor- 
tion with  outcome.  Attributing  four  cases  with  back  pain  to  the  therapeutic 
abortions  is  questionable.  The  authors  do  not  present  any  data  which  support 
their  conclusions. 

In  1952  Wilson  (10)  reported  on  25  women  who  had  either  spontaneous, 
legal,  or  criminal  abortions.  These  women  were  patients  who  came  to  a  hos- 
pital clinic  and  were  asked  during  routine  history  taking  if  they  had  ever  ex- 
perienced a  loss  of  fetus.  The  patients  with  positive  history  were  asked  to 
participate  in  the  study.  During  two  separate  one-hour  interviews,  the  women 
were  questioned  concerning  loss  of  fetus,  reasons  for  it,  feelings  about  it  when 
it  occured  and  at  the  time  of  the  interview.  The  author  concluded:  (1)  the 
response  was  very  much  related  to  the  personality  make-up  of  the  abortee; 

(2)  response  to  the  loss  is  greater  when  the  evidence  of  the  fetus  is  greater; 

(3)  in  all  cases,  regardless  of  reason  for  loss,  there  is  danger  of  a  depressive 
reaction  of  a  severe  degree;  (4)  while  there  is  no  evidence  of  a  sterilization 
effect  of  the  abortion,  changes  are  noted  in  regard  to  the  sexual  partner.  The 
author  feels  this  last  point  is  very  important  and  has  been  overlooked  and 
could  well  be  the  cause  of  much  domestic  unhappiness.  It  is  a  deep-seated 
problem  and,  in  all  probability,  the  result  of  much  underlying  guilt  feelings. 

COMMENT 

The  author's  conclusions  are  drawn  from  two  intensive  interviews  with  pa- 
tients. The  conclusion  that  "in  all  cases,  regardless  of  the  reason  for  loss, 
there  is  danger  of  a  depressive  reaction  of  a  severe  degree"  is  of  interest.  The 
author  does  not  state  in  how  many  cases  severe  depressive  reactions  actually 
occurred.  Similarly,  the  number  and  types  of  postabortion  sexual  difficulties  are 
not  specified. 

Hefeerman  and  Lynch  (1953)  (ii)  sent  questionnaires  to  a  large  group  of 
hospiatls.  Data  was  gathered  about  the  number  of  abortions  and  the  indica- 
tions for  abortion.  The  authors  state  therapeutic  abortions  are  not  valuable 
and  that  women  can  be  handled  very  successfully  in  spite  of  complications. 
The  authors  quote  Ebaugh  and  Heuser  to  support  their  position  that  psychi- 
atric reasons  are  no  longer  valid  for  therapeutic  abortion  and  do  more  harm 
than  good. 

COMMENT 

This  study  contains  no  data  about  the  sequelae  of  therapeutic  abortion  and 
quotes  the  earlier  literature  in  a  highly  selective  fashion. 

Flanders  Dunbar  (1954)  (12)  states  she  believes  there  is  a  "postabortion 
hangover."  She  states  "whatever  the  differences  in  conscious  and  unconscious 
motivation  for  the  abortion,  the  abortion  inevitably  arouses  an  unconscious 
sense  of  guilt.  Patients  who  voluntarily  or  involuntarily  have  an  abortion 
should  be  helped  to  recognize  feelings  about  this  event." 

COMMENT 

Dunbar's  comments  are  based  on  her  experience  as  an  analyst  and  on  her 
studies  in  psychosomatic  medicine.  The  paper  does  not  address  itself,  however, 
to  the  kind  of  limitations  such  sequelae  she  predicts  would  occur  would  have 
on  women  and  to  what  extent  the  symptoms  might  provide  difficulty  or  a 
major  degree  of  incapacitation. 

Koya  (1954)  (i3)  surveyed  1,382  families  in  Japan  where  pregnancies  had 
been  interrupted  by  abortion.  The  study  involved  house-to-house  interviews 
with  the  families.  Most  of  these  abortions  were  performed  for  economic  rea- 
sons. The  women  were  seen  approximately  two  years  after  the  abortion.  There 
were  complications  in  45%  of  the  sample. 

COMMENT 

There  is  no  clarification  in  this  article  about  what  represents  a  complication. 
There  is  no  classification  of  complications,  either  organic  or  psychiatric  and 
no  data  about  the  incidence  of  specific  complications. 
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Lidz  (1954)  (14)  states  that  "abortion  is  a  serious  assault  on  the  integrity 
of  the  body  and  a  tremendous  threat  to  the  integrity  of  the  ego  structure." 

He  believes  loss  of  fetus  reactivates  castration  fears,  causing  guilt,  and  sub- 
sequent depression.  If  the  guilt  is  unmanageable,  it  can  lead  to  pathological 
projection.  Nevertheless,  Lidz  also  says  "the  discussion  of  dangers  inherent  in 
voluntary  abortion  may  seem  to  be  over-accentuated,  for  many  women  have 
abortions  with  great  relief  and  little,  if  any,  subsequent  disturbance." 

Although  he  has  seen  serious  psychiatric  reactions  following  abortion,  it  is 
his  impression  that  they  are  much  more  rare  than  severe  emotional  reactions 
to  unwanted  pregnancy,  childbirth,  and  responsibilities  of  motherhood. 

COMMENT 

Lidz's  opinions  come  primarily  from  his  own  experience  as  a  psychoanalyst 
and  consultant  in  large  university  hospitals.  His  interest  is  primarily  in  the 
psychodynamic  formulation  of  effects  of  abortion. 

Rosen  (1954)  {15)  adopts  a  position  very  much  like  that  of  Lidz.  He  quotes 
Ebaugh  and  Heuser  to  support  his  view  that  "the  interruption  of  pregnancy 
occasionally  serves  to  precipitate  out  psychotic  or  severely  psychoneurotic 
symptoms."  However,  in  the  same  chapter  he  also  warns  against  the  "exag- 
gerated, frightening  warnings  of  the  frequency  with  which  serious  depressions 
may  follow  in  induced  abortion.  To  my  knowledge,  there  is  no  valid  support 
for  drawing  such  general  conclusions  from  limited  data."  From  his  own  clini- 
cal experience  he  says  he  has  seen  15  to  20  self-induced  abortions  with  no  evi- 
dence of  guilt  or  depresion. 

Rosen  (1958)  (16)  reports  on  100  patients  seen  on  the  consultation  service  of 
a  large  hospital  in  New  York.  The  consultations  were  requested  for  psychologi- 
cal problems  in  patients,  but  had  no  special  relationship  to  abortion.  The  in- 
terviewer did  not  specifically  ask  about  abortion,  but  followed  any  leads  that 
turned  up  spontaneously  in  the  interviews.  The  patients  were  seen  from  two 
to  seven  hours.  In  this  group  30  stated  that  in  the  preceding  two  to  eight  years 
either  they  or  their  sexual  partners  had  abortions.  Rosen,  however,  felt  that 
only  19  of  these  could  actually  be  considered  abortions.  Of  the  19,  two  were 
therapeutic  for  psychiatric  indications.  The  other  17  were  illegal  abortions.  In 
the  series  12  women  actually  had  abortions  and  seven  men  had  sexual  part- 
ners who  were  aborted.  The  two  women  with  therapeutic  abortions  were 
sterilized  and  both  were  diagnosed  as  depressive  reactions.  He  felt  that 
sterilization,  more  than  abortion,  was  the  precipitating  factor  in  the  depres- 
sion. Of  the  ten  women  who  had  illegal  abortions  or  criminal  abortions,  one 
subsequently  forced  a  vasectomy  on  her  husband  as  a  "preventive  measure." 
The  second  forced  a  vasectomy  on  her  husband  to  "punish  him."  Of  these  ten 
patients,  three  showed  borderline  psychotic  reactions  with  depresstion.  The 
abortions  were  no  more  a  factor  in  their  present  emotional  maladjustment 
than  other  traumatic  situations  in  their  present  life  histories  and  current  life 
situations.  Of  the  ten,  three  had  pregnancies  following  the  abortions. 

COMMENT 

Rosen's  first  paper  is  a  statment  based  primarily  on  the  author's  clinical 
experience.  While  at  first  adopting  the  position  that  abortion  can  occasionally 
cause  a  severe  psychiatric  trauma,  the  author  moves  to  a  position  that  would 
indiacte  he  feels  this  is  not  a  frequent  event. 

In  Rosen's  second  paper  the  case  material  is  limited.  The  sample  is  drawn 
in  a  casuar  fashion.  His  study  group  contained  only  two  women  with  thera- 
peutic abortions,  both  of  whom  were  depressed.  He  felt  the  depression  related 
more  to  the  sterilization  than  to  the  abortion  itself.  Rosen  evidently,  like 
many  other  authors,  believes  it  is  not  valuable  to  draw  a  distinction  between 
theraputic  and  illegal  abortion. 

Ekblad  (1955)  (17)  studied  479  women  (293  married,  166  single,  divorced, 
or  widowed,  and  20  separated)  who  had  legal  abortions  in  Stockholm  in  1949- 
50  for  psychiatric  indications.  These  women  were  from  a  series  of  561  consecu- 
tive therapeutic  abortions.  Fifty  women  were  omitted  because  they  were  not 
Swedish,  six  because  of  purely  .somatic  indications,  and  another  31  could  not 
be  followed  because  of  death,  moving,  leaving  the  hospital  too  early,  etc.  The 
women  were  interviewed  for  one  half  hour  a  few  days  after  the  abortion  and 
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at  that  time  were  told  that  a  follow-up  study  would  take  place.  Two  to  three 
and  one  half  years  later  they  were  reinterviewed.  In  addition  to  a  question- 
naire and  exploration  of  the  patients'  situation  since  abortion,  an  intelligence 
test  was  administered.  The  follow-up  examination  lasted  about  two  hours. 
Where  available,  all  material  pertaining  to  the  patients  was  obtained  and 
used  ,ie,  new  hospital  records,  work  histories,  court  proceedings,  etc.  An  effort 
was  made  to  assess  the  mental  status  of  the  patient  on  both  examinations,  using 
a  mental  status  examination  and  available  reports.  The  women  were  divided 
into  two  groups:  (1)  normal,  average  personalities  (42%)  and  (2)  abnormal 
personalities  (58%).  The  majority  of  the  second  group  had  chronic  psychoneu- 
rotic symptoms. 

In  the  findings  pertinent  to  this  review,  at  the  time  of  follow-up  117  women 
became  pregnant  again  "unintentionally"  and  39  "intentionally."  Sixty-four 
percent  had  no  reproach  about  the  therapeutic  abortion.  Another  10%  felt  no 
reproach,  but  did  feel  that  the  operation  was  unpleasant.  Mild  reproach  and 
experienced  by  14%  and  serious  reproach  and  regret  by  11%.  In  only  1%  of 
the  study  group  was  the  woman's  capacity  to  work  impaired  following  abor- 
tion. He  states  that  this  1%  had  severe  neurotic  manifestations  even  before 
the  abortion.  Ekblad  concludes 

*  *  *  it  is  obvious  that  legal  abortion  entails  guilt  and  self-reproach  in 

many    women.    On    the   other   hand,    it   is    seldom    that   these   undesirable 

sequelae  are  so  serious  that  they  may  be  described  as  morbid  or  that  they 

adversely  effect  the  woman's  capacity. 

He  further  concluded  that  the  greater  the  psychiatric  indication  for  legal 

abortion,  the  greater  is  the  risk  for  unfavorable  sequelae. 

COMMENT 

Ekblad's  study  is  thoughtful  and  careful.  He  makes  clear  how  he  chose  the 
sample,  approached  the  subjects,  and  gathered  the  data.  The  women  were 
studied  by  the  same  person  at  the  time  of  abortion  and  then  two  to  three 
years  later.  While  all  were  aborted  for  psychiatric  indications,  42%  were 
judged  as  normal.  Because  of  the  Swedish  abortion  laws,  it  is  fair  to  say 
that  these  women  were  not  comparable  to  a  sample  of  American  women  who 
are  aborted  for  psychiatric  reasons.  Another  striking  difference  is  the  large 
percentage  of  single  women  in  the  sample.  Ekblad  is  often  interpreted  as 
establishing  a  high  incidence  of  serious  postabortion  sequelae.  However,  this 
is  incorrect.  Ekblad  distinguishes  between  guilt  reactions  and  psychiatric 
illness,  with  only  1%  in  the  latter  group. 

Mehlan  (1956)  (18)  studied  a  group  of  243  German  women  who  had 
undergone  legal  abortion  in  1949-1950,  usually  for  "social"  reasons.  One 
hundredand  sixty  became  pregnant  again  and  had  a  total  of  190  pregnancies 
by  1955.  Of  the  190  pregnancies,  124  were  accepted  by  the  patient  and  in  66 
abortion  occurred,  either  legal,  spontaneous  or  criminal.  Of  the  total  sample  of 
243  women,  90%  thought  legal  abortion  was  the  best  solution  to  their  prob- 
lems, but  10%  regretted  it. 

COMMENT 

This  study  again  refers  to  the  high  incidence  of  pregnancies  following  legal 
abortion  in  the  European  studies.  However,  no  attempt  is  made  to  study  the 
circumstances  under  which  the  women  became  pregnant  again,  or  whether  the 
pregnancy  was  associated  with  guilt  or  an  effort  to  replace  the  child  lost  by 
abortion.  There  is  vagueness  about  the  original  indications  for  the  abortions 
and  no  correlation  between  the  indications  and  the  preabortion  status  of  the 
women  with  the  outcome.  While  90%  of  the  subjects  reported  they  felt 
abortion  was  the  best  solution  to  their  problems,  there  is  no  indication  in  the 
study  whether  any  psychological  difficulties  developed. 

Arens  (1958)  (19)  studied  a  group  of  248  women  who  had  legal  abortions 
for  a  variety  of  indications  in  Sweden.  He  interviewed  100  women  (44  mar- 
ried and  56  single)  approximately  three  years  after  the  abortion.  Of  the  100, 
14  had  become  pregnant  again  because  they  wanted  a  child  to  substitute  for 
the  aborted  child.  Another  20  said  they  would  not  want  to  go  through  with 
another  abortion,  even  if  it  were  an  unwanted  child.  Twenty-three  percent 
had  .severe  guilt  and  25%  mild  guilt.  Of  the  severe  guilt  group,  symptoms 
such  as  insomnia,  decreased  work  capacity,  and  nervousness  were  common. 
These  women  interpreted  mishaps  that  occurred  in  their  lives  as  punishment 
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for  the  abortions.  The  author  concludes  that  the  guilt  feelings  cannot  be 
regarded  as  trivial,  but  rather  as  a  serious  complication.  He  adds  that  guilt 
feelings  gradually  become  fainter  as  the  women  go  further  along  in  subse- 
quent pregnancies.  Of  the  389  pregnancies  that  followed  legal  abortion  in  the 
248  women  studied,  17%  were  again  terminated  in  legal  abortion.  Another 
21%  terminated  either  in  spontaneous  or  illegal  abortion.  The  remaining  62% 
carried  subsequent  pregnancies  to  term. 

COMMENT 

This  study  has  two  parts,  one  based  on  the  records  of  the  248  women  and 
their  subsequent  pregnancies  and  the  other  based  on  the  interviews  of  100 
women.  The  sample  is  representative  and  data  gathered  systematically.  The 
100  women  were  chosen  at  random.  Fifty-six  were  single  at  the  time  of  abor- 
tion. This  is  a  much  different  group  than  those  who  come  to  therapeutic 
abortion  in  the  United  States.  The  23%  with  severe  guilt  reactions  appear  to 
include  a  significant  number  of  clinically  recognizable  depressive  reactions. 
There  is  no  investigation  of  the  presence  of  psychiatric  illness  prior  to  abor- 
tion. 

Malmfors  (1958)  f' 20)  a  social  worker  in  the  Clinic  for  Counsel  on  Sexual 
Problems  in  Stockholm,  studied  the  first  200  women  who  applied  for  legal 
abortion  when  the  Clinic  was  organized  in  1948.  Eighty-four  had  legal  abor- 
tions. They  were  visited  in  their  homes  by  the  author  approximately  two 
years  after  the  abortion.  Thirty-nine  declared  they  were  perfectly  happy  about 
it.  Of  the  remaining  45,  four  were  embarrassed  and  distressed  and  did  not 
like  to  talk  about  it ;  nine  were  classified  as  consciously  repressing  guilt 
feelings  about  the  experience ;  22  had  open  feelings  of  guilt ;  and  ten  were 
classified  as  having  suffered  impairment  of  their  mental  health.  Of  the  ten, 
all  showed  various  neurotic  complaints  before  the  abortion.  After  the  abortion 
a  few  developed  severe  anxiety  neuroses  of  long  duration  with  inability  to 
work ;  one  had  severe  self-accusation,  one  was  deeply  depressed,  and  one 
was  depressed  and  "almost  schizophrenic."  Twenty-nine  women  were  sterilized 
at  the  time  and  all  of  this  group  were  happy  about  and  grateful  for  the 
sterilization.  In  30  of  the  84  women,  abortion  was  carried  out  for  some 
disease,  including  psychiatric  illness,  but  the  exact  diagnoses  and  numbers 
are  not  clear.  In  54  cases  the  abortions  were  for  weakness  or  exhaustion 
neurosis,  sometimes  referred  to  in  the  Scandinavian  literature  as  "worn  out 
housewife's  neurasthenia." 

COMMENT 

In  selecting  the  sample  an  unspecified  number  of  women  who  had  abortions 
for  "eugenic"  indications  were  omitted  for  unexplained  reasons.  This  study 
shows  a  relatively  large  number  of  women  (ten  out  of  84)  suffering  impair- 
ment of  mental  health  following  abortion.  All  of  these  women  had  neurotic 
complaints  before  the  abortion.  The  suggestion  is  that  all  the  subsequent 
psychiatric  illness  in  this  group  was  related  to  the  therapeutic  abortion, 
although  there  is  no  data  to  support  this  position.  When  the  results  are 
examined  closely,  in  the  group  aborted  for  "disease"  (including  psychiatric 
illness)  only  two  of  30  women  were  found  to  have  impaired  mental  health, 
while  in  the  group  aborted  for  "exhaustion  neurosis"  eight  of  54  had  impaired 
mental  health.  While  nine  women  were  identified  with  "repressed"  (sic)  guilt, 
there  is  no  indication  of  how  the  author  arrived  at  this  finding.  The  findings 
distinguish  between  guilty  feelings  and  impairment  of  mental  health,  suggest- 
ing strongly  that  one  may  be  present  without  the  other.  A  surprising  finding 
is  the  absence  of  any  untoward  effects  in  the  29  women  who  were  sterilized. 

Brekke  (1958)  (21)  studied  a  group  of  34  women  carefully  selected  as  repre- 
sentative from  a  larger  sample  of  187  women  who  had  legal  abortions  in 
Oslo  in  1951-53.  The  subjects  were  interviewed  by  a  social  worker  in  their 
homes  within  two  years  of  the  abortion.  Of  the  34  women,  only  two  showed 
psychological  reactions  to  the  abortions.  These  were  very  slight,  just  a  feeling 
of  distress  and  embarrassment  that  lasted  a  few  weeks,  then  disappeared. 
Brekke  concludes  that  one  should  be  careful  in  evaluating  the  data  obtained 
from  women  who  have  undergone  therapeutic  abortion.  He  suggested  that  the 
differences  in  indications  in  various  countries,  the  care  with  which  women  are 
screened  for  abortion  or  the  attitudes  of  the  investigators  themselves  might 
very  well  result  in  markedly  different  figures. 
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COMMENT 

The  Brekke  study  has  a  carefully  selected  sample  and  100%  follow-up, 
studied  within  two  years  of  abortion.  Long-term  effects  are  not  measured. 
The  author  used  interviewing  as  the  study  technique.  Specific  information 
about  how  conclusions  are  reached  was  not  indicated  in  the  report.  However, 
the  report  must  be  commended  for  the  caution  with  which  the  data  are  pre- 
sented and  the  general  overview  that  indicates  multiple  factors  might  be 
operative  to  account  for  markedly  different  data  from  different  investigators. 

Galdston  (1958)^22)  states  that  an  adult  woman  who  seeks  an  abortion 
"unless  the  warrant  for  it  is  overwhelming,  as  in  the  case  of  rape  or  incest," 
is  a  sick  person  in  a  sick  situation  and  that  neither  the  person  nor  the 
given  situation  is  likely  to  be  remedied  by  the  abortion.  He  states  that  some 
relief  or  amelioration  may  be  obtained,  but  in  a  number  of  instances,  indi- 
viduals and  situations  are  actually  aggravated  rather  than  remedied.  Abor- 
tion, he  states,  "*  *  *  is  not  to  be  looked  on  as  the  origin,  but  rather  as  a 
linkage  in  a  long  chain  of  socio-psychopathological  pathology  involving  psychic, 
cultural  environmental,  educational  and  other  factors."  Drawing  from  his 
own  experience,  he  believes  "*  *  *  the  psychological  effects  of  abortions  are 
frustration,  hostility  and  guilt." 

COMMENT 

Galdston  is  quoting  from  his  clinical  experience.  He  identifies  abortion  not 
as  a  cause  of  pathology,  but  one  of  many  factors.  He  suggests  that  abortion 
need  not  be  the  result  of  a  sick  situation,  but  does  not  take  up  how  the 
women  would  react  in  situations  when  abortions  are  warranted.  His  statements 
about  outcome  leave  unsettled  the  frequency,  types,  and  seriousness  of  "bad" 
results 

Gebhard  et  al  (1958)  ^23)  reported  data  on  5,293  white,  nonprison  women. 
Long,  open-ended  interviews  and  questionnaires  were  used  to  gather  the  data. 
There  were  68  legal  abortions  reported.  There  is  no  information  about  the 
sequelae  of  these  abortions.  Data  are  given  on  sequelae  of  illegal  abortions 
was  only  elicited  systematically  near  the  end  of  the  study  and  was  available 
for  only  43%  of  the  cases.  About  75%  of  the  442  women  who  had  illegal 
abortions  reported  no  unfavorable  sequelae.  When  sequelae  are  related  to 
marital  status  at  the  time  of  abortion,  the  data  showed  that  82%  of  the 
married  women,  68%  of  the  single  women,  and  78%  of  the  women  previously 
married  reported  no  unfavorable  sequelae.  Physical  difficulties  are  reported 
in  approximately  equal  percentage  by  married  and  unmarried  wv^men  (17%). 
Fourteen  percent  of  the  women  aborted  before  marriage  reported  unfavorable 
psychological  sequelae,  while  married  women  reported  only  4%  and  women 
previously  married,  only  5%.  Unfavorable  "social  difficulties"  occurred  in  4% 
of  the  abortion  before  marriage  group,  but  none  in  the  other  groups.  Because 
of  the  way  in  which  the  data  were  gathered,  the  authors  believe  that  the 
percentage  of  difficulties  after  abortion  would  be  less  if  the  questions  about 
this  had  been  asked  every  woman  in  the  study.  The  authors  state  "in  our 
sample,  ill  effects  after  an  induced  abortion  appear  less  frequently  than  had 
been  previously  assumed." 

COMMENT 

Sequelae  of  therapeutic  abortion  are  not  considered.  The  only  data  about 
outcome  is  what  the  women  cared  to  say.  No  psychiatric  diagnoses  were  made 
by  the  interviewers.  No  relationship  between  outcome  of  abortion  and  prior 
psychiatric  status  is  explored.  Also,  what,  if  any,  overlap  occurred  in  physical 
and  psychological  difficulties  is  not  clarified.  What  constituted  unfavorable 
psychological  sequelae  is  not  defined.  Married  women  appear  to  have  fewer 
unfavorable  sequelae  in  this  study,  a  finding  which  should  be  borne  in  mind 
when  considering  the  European  studies  which  have  a  high  percentage  of  un- 
married women. 

Bolter  (1962)  (24)  states  that  patients  who  undergo  abortion  may  develop, 
even  years  later,  all  sort  of  emotional  disorders  which  may  reach  a  climax 
with  the  menopause.  He  attributes  emotional  disturbance  and  guilt  in  re- 
action to  the  interference  with  the  woman's  role  as  childbearer  and  child- 
rearer. 

COMMENT 

Data  from  which  these  conclusions  were  drawn  are  not  given. 

Kummer   (1963)  ('25)   reported  a  survey  of  32  psychiatrists,  all  but  four  of 
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whom  were  associated  with  the  University  of  California  Medical  School.  The 
psychiatrists  were  asked  whether  they  had  ever  encountered  any  moderate  to 
severe  psychiatric  sequelae  to  abortion,  either  legal  or  criminal.  Of  the  group, 
75%  reported  they  had  never  encountered  moderate  to  severe  psychiatric 
sequelae  and  the  remaining  25%  stated  they  encountered  it  only  rarely.  The 
highest  figure  was  six  cases  in  15  years  of  experience.  Kummer  goes  on  to 
say  he  feels  there  is  no  question  that  abortion  represents  psychological 
trauma  to  the  abortee  on  many  levels,  but  that  induced  abortion  would  not 
be  considered  the  basic  cause  of  psychiatric  sequelae,  but  rather  a  precipi- 
tating stress.  The  type  of  illness  that  would  occur  would  depend  on  the  pre- 
morbid personality  and  susceptibility  of  the  patient.  He  states  that  the  inci- 
dence of  postabortion  psychiatric  illness  falls  far  short  of  what  we  have  been 
led  to  expect,  especially  when  the  number  of  abortions  are  considered.  The 
author  quotes  the  chief  psychiatrist  at  the  Mothers'  Aid  Society  in  Copen- 
hagen as  saying  that  he  heard  of  no  psychiatric  afteraffects  of  a  serious  nature 
among  approximately  30,000  legal  abortions  performed  over  a  15-year  period 
in  Denmark.  He  also  states  that  in  his  communications  with  various  psychia- 
trists in  European  countries,  Israel,  and  Japan  he  finds  a  similar  trend  of 
rarely,  if  ever,  encountering  moderate  to  severe  psychiatric  sequelae  of  in- 
duced abortion.  He  concludes  that  "abortion,  as  a  precipitating  stress  toward 
moderate  to  severe  psychiatric  illness,  is  of  very  minor  significance,  probably 
similar  to  any  number  of  nonspecific  factors." 

COMPARISON  OF  OUTCOME  THERAPEUTIC  ABORTION  IN  5  EUROPEAN  STUDIES 
[Percent] 


Sample  size    Indication  for  abortion 


Postabortion 
Moderate  to        psychiatric        Pregnant  at 
severe  guilt  illness  followup 


Malmfors. 

Arens 

Siegfried.. 
Ekblad.-.. 
Brekke... 


84 
100 

61 
479 

34 


Medical  Psychiatric  Socioeconomic 43  12                        ? 

Medical  Psychiatric  Socioeconomic 23  ?(23)                     14 

Psychiatric  (but  not  psychotics) 13  ?(13)                  •(?) 

Psychiatric H  j-                       ^3 

Medical  Psychiatric  Socioeconomic 0  0? 


>  80  percent  sterilized. 


COMMENT 


The  author  surveyed  32  psychiatrists  associated  with  a  medical  school,  but 
does  not  indicate  how  this  sample  was  selected.  Absent  is  the  number  of 
women  who  actually  had  abortions  and  the  total  number  of  abortions.  No 
indication  is  given  as  to  possible  differences  in  outcome  between  criminal  and 
therapeutic  abortions.  In  addition,  no  specific  data  are  given  for  the  judge- 
ments made  in  the  paper,  ie,  what  constitutes  a  moderate  to  severe  psychiatric 
sequelae.  His  reference  to  the  Danish  experience  would  deserve  consideration 
if  it  were  supported  by  some  published  data.  It  is  difficult  to  think  of  30.000 
operative  procedures  of  any  kind  without  a  .serious  psychiatric  complication. 

Mumford  (196S)  (26)  reported  an  interdisciplinary  study  which  involved 
very  intensive  investigation  of  four  women  who  had  abortions,  only  one  of 
which  was  a  therapeutic  abortion.  All  four  cases  were  seen  in  intensive  psycho- 
therapy for  a  one-year  period.  Social  workers,  clinical  psychologists,  child 
psychiatrists,  and  sociologists  worked  together  to  draw  conclusions  from  the 
data.  The  author  points  out  that  he  feels  a  qualitative  study  in  depth  of  this 
sort  is  limited  and  makes  no  claim  to  statistical  significance.  They  attempted 
to  explore  the  meaning  of  the  abortion  experience,  the  role  of  the  abortion  in 
relationship  to  mental  illness  and,  especially  discernible,  sequelae,  and  what 
conclusions  they  could  draw  as  to  the  indications  for  abortion.  The  authors 
concluded  that  psychological  and  physical  sequelae  to  the  abortion  experience, 
per  se,  were  insignificant. 

COMMENT 

The  author's  own  cautionary  statement  is  the  most  adequate  comment. 

Sim  (1963)  (^27)  reports  on  a  group  of  213  women,  .seen  over  a  12-year  period 
in  his  practice  at  the  United  Birmingham  Hospital  in  England,  who  developed 
puerperal   psychoses.   The   author   treated   these   patients   during   the   time   of 
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their  pregnancies  and  immediately  postpartum.  The  sample  contained  no 
unmarried  mothers,  which  the  author  states  "could  not  be  explained  by  pre- 
selection." He  felt  none  of  his  patients  had  indication  for  therapeutic  abortion 
and  he  treated  all  of  them  through  their  pregnancies.  In  the  series  there  were 
eight  women  who  had  histories  of  postabortion  psychoses,  of  whom  four  had 
spontaneous  and  four  therapeutic  abortions.  In  his  conclusion  the  author 
states  "abortion,  even  if  therapeutic,  may  in  itself  produce  a  psychosis."  He 
continued  that  "there  are  no  psychiatric  grounds  for  termination  of  preg- 
nancy." He  quotes  Ekblad  and  Siegfried  to  support  his  position  that  abortion 
is  a  dangerous  procedure,  although  neither  of  these  authors  interpret  their 
own  data  in  that  way. 

COMMENT 

This  paper  is  not  a  study  of  abortion,  although  its  title  is  "Abortion  and 
Psychiatrists."  While  the  author  states  that  the  sample  was  not  selected,  it 
is  difficult  to  understand  the  absence  of  unmarried  mothers  in  such  a  large 
group.  Even  more  pertinent,  however,  is  the  author's  statement  "*  *  *  abor- 
tion, even  if  therapeutic,  may  in  itself  produce  a  psychosis.  *  *  *"  which 
can  in  no  way  be  derived  from  his  data.  While  four  women  did  have  thera- 
peutic abortions  in  this  series,  no  data  is  given  relating  to  the  development 
of  their  psychoses.  There  is  no  evidence  in  this  paper  which  would  support 
the  proposition  that  the  psychoses  were  a  result  of  or  related  to  the  preceding 
abortion. 

Simon  (1964)^28)  states  that  the  pangs  of  conscience  or  remorse  can  be 
expected  occasionally  at  the  interruption  of  pregnancy,  but  generally  they  are 
related  to  the  woman's  premorbid  personality  and  neurotic  characteristics.  He 
feels  it  is  the  role  of  the  physician  to  balance  all  of  this  information  about 
the  possible  trauma  of  abortion  against  that  of  childbirth  and  childrearing, 
on  the  same  basis  as  rating  of  the  stresses. 

COMMENT 

This  review  article,  not  specifically  addressed  to  the  problem  of  sequelae 
of  abortion,  represents  a  viewpoint  presumably  drawn  from  the  author's 
clinical  experience  and  not  from  any  specific  studies  on  the  subject. 

GENEEAL   COMMENT 

It  is  sobering  to  observe  the  ease  with  which  reports  can  be  embedded  in 
the  literature,  quoted,  and  requoted  many  times  without  consideration  for 
the  data  in  the  original  paper.  Deeply  held  personal  convictions  frequently 
seem  to  outweigh  the  importance  of  data,  especially  when  conclusions  are 
drawn.  In  the  papers  reviewed  the  findings  and  conclusions  range  from  the 
suggestion  that  psychiatric  illness  almost  always  is  the  outcome  of  thera- 
peutic abortion  to  its  virtual  absence  as  a  postabortion  complication.  In  the 
five  European  studies  that  can  logically  be  compared  (the  Table)  the  findings 
range  from  43%  with  severe  guilt  and  an  additional  12%  with  psychiatric 
illness  (Malmfors)   to  0%  in  both  categories  (Brekke). 

There  is  some  agreement  that  women  with  diagnosed  psychiatric  illness 
prior  to  abortion  continue  to  have  difficulty  following  abortion.  There  is  lack 
of  information  regarding  the  effect  of  passage  of  time  on  the  responses  of 
women  who  have  been  aborted.  Pregnancies  postabortion  appear  to  be  com- 
mon among  the  European  women  studied,  but  little  information  is  available 
to  unravel  the  meaning  of  the  subsequent  pregnancies.  In  some  instances  the 
subsequent  pregnancies  might  be  a  restitution  for  the  abortion ;  in  others  it 
might  represent  a  pathological  need  to  be  pregnant,  per  se;  or  it  may  be  a 
healthy  respon.se  to  changed  circumstances. 

The  situations  encountered  repeatedly  in  the  papers  discussed  are  the 
following:  (1)  The  selection  of  the  sample,  especially  in  the  American  studies, 
has  been  a  major  shortcoming.  In  the  studies  by  Wilson  and  Caine,  Hamilton, 
and  Hesseltine  the  samples  are  self -selected,  ie.  contain  only  women  who 
voluntarily  returned  for  follow-up.  No  effort  was  made  to  contact  women 
who  did  not  return  voluntarily.  In  some  European  studies  samples  are  biased 
by  omission  of  certain  diagnostic  categories  (Siegfried,  psychotics;  Malmfors. 
"eugenic"  sterilizations;  Ekblad,  nonpsychiatric  patients).  (2)  In  many 
studies   the    authors   have    paid    no    or    not    enough    attention    to    preexisting 
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psychiatric  status  of  the  abortee.  The  presence  or  absence  of  psychitric  illness 
prior  to  abortion  needs  to  be  determined  before  conclusions  can  be  drawn 
about  the  effects  of  the  abortion.  (3)  American  authors,  with  some  consistency, 
fail  to  make  any  distinction  between  spontaneous,  illegal,  or  therapeutic  abor- 
tion and  some  samples  contain  large  numbers  of  women  with  spontaneous  or 
criminal  abortions.  Because  of  this,  American  studies  are  not  comparable  to 
European  studies,  almost  all  of  which  are  restricted  to  women  with  thera- 
peutic abortions.  (4)  Most  of  these  studies  have  been  retrospective  and,  while 
studies  of  this  type  can  be  valuable,  they  also  have  limitations.  Sometimes 
these  limitations  can  be  circumvented  when  adequate  data  about  the  women 
at  the  time  of  the  abortion  are  available.  This  seems  to  be  the  case  in  such 
studies  as  Ekblad,  Malmfors,  and  Brekke.  (5)  Elapsed  time  between  abortion 
and  follow-up  is  an  important  factor  which  is  not  considered  in  many  studies. 
Ebaugh  and  Heuser  ignore  it  completely.  Siegfried,  Brekke,  Malmfors,  Ekblad, 
and  Arens  all  did  follow-ups  within  two  to  three  years  and  Hamilton  in  four 
to  six  weeks.  Long-term  effects  of  an  event  that  is  thought  to  be  a  major 
psychological  trauma  could  not  be  measured  in  that  time.  (6)  There  is  fre- 
quently lack  of  clarity  about.how  evaluations  are  made  about  the  status  of 
the  patients.  Few  of  the  studies  discuss  the  criteria  used  to  determine  whether 
the  patient  is  suffering  from  serious  psychiatric  impairment.  There  is  fre- 
quently confusion  between  the  presence  of  subjective  feelings  of  guilt  and  the 
presence  of  psychiatric  illness.  Some  authors  have  attempted  to  differentiate 
between  women  who  report  some  guilt  feelings  and  women  who  develop  a 
psychotic  reaction  or  are  severely  incapacitated  by  neurotic  symptoms.  Several 
authors,  notably  Ekblad,  Siegfried,  Brekke,  and  Lidz,  have  made  some  effort 
to  draw  a  distinction  between  what  might  appear  to  be  a  normal  psychological 
reaction  to  a  trauma  such  as  therapeutic  abortion  and  the  development  of 
severe  psychopath ology  that  is  related  to  or  caused  by  such  trauma.  (7)  Many 
of  the  studies  have  been  done  in  countries  where  laws  pertaining  to  thera- 
peutic abortion  are  much  different  than  in  the  United  States.  Characteristics 
of  women  who  have  therapeutic  abortion  in  Europe  differ  in  many  respects 
from  those  in  the  United  States.  Therefore,  it  is  difficult  to  transpose  findings 
from  one  country  to  the  other. 

There  appears  to  be  a  lack  of  conclusive  data  about  the  effects  of  thera- 
peutic abortion.  A  study  that  would  best  address  itself  to  this  should  contain 
the  following  elements:  (1)  The  sample  should  be  drawn  to  include,  a  study 
group  of  women  with  therapeutic  abortions  for  medical  and  psychiatric 
indications,  and  a  control  group  of  women  with  spontaneous  abortions.  (2) 
A  longitudinnal  study  should  include  experimental  and  control  groups  evalu- 
ated as  close  to  the  time  of  abortion  as  possible.  This  should  include  pre- 
abortion  evaluations  of  the  therapeutic  abortion  group.  The  entire  group 
should  be  followed  with  repeated  evaluations  over  a  period  of  years.  (3)  A 
retrospective  study  should  include  evaluations  of  women  at  varying  periods 
of  elapsed  time  since  abortion.  (4)  Data  gathering  should  be  standardized. 
Similar  interviews,  questionnaires,  and  psychological  tests  should  be  used  in 
the  various  phases  of  the  study.  Data  should  be  gathered  in  a  systematic 
fashion  about  the  mental  status,  physical  health,  and  sociological  and  demo- 
graphic variable.  The  data  should  make  possible  some  reasonable  estimate  of 
the  absence  or  presence  of  psychiatric  illness,  both  prior  to  and  following 
abortion.  (5)  Criteria  for  judgements  should  be  clearly  defined  prior  to  the 
actual  data  gathering  phase.  The  authors  believe  that  studies  so  designed 
could  answer  many  unsettled  questions  about  the  psychiatric  sequelae  of 
therapeutic  abortion. 
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Dr.  Lebensohn,  Thank  you. 

Even  in  cases  of  illegal  abortion,  our  concerns  regarding  the 
psychiatric  sequelae  of  abortion  have  proved  to  be  unwarranted  in  the 
vast  majority  of  cases.  I  think  this  may  be  responsive  to  a  question 
you  made  in  the  previous  testimony  with  Dr.  Bernstein.  In  1958, 
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Gebhard,  Pomeroy,  Martin,  and  Christenson  reported  on  a  study  of 
442  American  women  who  had  induced  abortions,  most  of  which 
had  been  performed  illegally,  and  these  women  demonstrated  only 
rare  emotional  sequelae.  The  careful  studies  of  Simon  et  al.,  and 
Peck  and  Marcus  suggest  that  psychiatrically  normal  women  may, 
indeed,  show  a  mild  and  self-limited  depression  but  without  signifi- 
cant psychiatric  sequelae.  More  important,  however  is  their  finding 
that  for  those  women  who  are  emotionally  disturbed,  the  abortion  is 
truly  therapeutic.  This  conforms  to  my  own  experience  with  psychi- 
atric consultations  on  over  350  women  in  the  District  of  Columbia, 
during  the  years  when  such  psychiatric  consultations  were  manda- 
tory. Fortunately,  they  are  no  longer  required.  For  women  who  are 
emotionally  disturbed,  suffering  from  the  anxiety,  depression  and 
despair  caused  by  an  im wanted,  unplanned  pregnancy,  the  abortion 
is  truly  therapeutic,  truly  the  treatment  of  choice.  For  the  most  part 
the  patients  stabilize  or  even  improve  following  the  abortion.  In 
their  excellent  report,  Simon  et  al.  concluded : 

Our  study  did  not  produce  support  for  the  frequently  expressed  belief  that 
therapeutic  abortion  results  in  involuntary  infertility,  difficulty  in  sexual  rela- 
tions or  is  a  precipitant  in  invohitional  depression. 

The  Osofskys,  in  the  conclusions  of  their  study  of  abortions  per- 
formed in  New  York  City  in  1970  following  liberalization  of  the 
New  York  abortion  law  observe : 

Wherever  objective  studies  have  been  performed,  there  has  been  a  low 
incidence  of  psychological  sequelae.  Incidences  have  varied  with  sample 
studied,  existence  of  prior  difficiilties,  relative  ease  of  abortion  attainment, 
and  attitudes  of  the  professional  staff.  However,  in  no  case  has  the  incidence 
of  problems  been  high — and  in  most  cases,  it  is  questionable  as  to  whether  the 
abortion,  or  preexisting  difficulties  provoked  the  sequelae.  The  predominant 
reaction  has  appeared  to  be  relief  . 

Beginning  in  July  1971,  the  Osofskys,  along  with  Dr.  Renga 
Raj  an,  studied  the  psychological  effects  of  abortion  at  Temple  Uni- 
versity Hospital  in  Philadelphia,  Since  abortion  in  that  State,  at 
that  time,  could  be  performed  only  for  strictly  therapeutic  reasons, 
all  patients  were  required  to  obtain  medical  or  psychiatric  consulta- 
tion and  be  cleared  through  a  departmental  committee.  Intensive 
interviews  were  initiated  shortly  before  and  after  the  abortion  pro- 
cedures. This  study  undertook  a  comparison  of  patient  characteris- 
tics and  emotional  reactions  related  to  the  first  and  midtrimester 
abortions.  That  is  to  say,  abortions  done  in  the  first  3  months  or 
the  second  3  months  of '^  the  pregnancy.  Preliminary  findings  indi-. 
cated  statistically  significant  differences  between  the  first  and  sec- 
ond trimester  patients.  Although  postabortal  feelings  of  guilt  and 
depression  were  uncommon  among  all  patients,  differences  were 
noted  between  the  two  groups.  Only  2  percent  of  first  and  10  percent 
of  second  trimester  patients  noted  some  degree  of  guilt  following 
the  procedure,  and  2  percent  of  first  and  12  percent  of  second  tri- 
mester individuals  reported  having  some  feelings  of  depression ;  only 
4  percent  of  individuals  in  either  group  had  any  uncertainty  concern- 
ing the  appropriateness  of  their  decision.  It  is  important  therefore 
that  data  from  all  studies  on  the  psychiatric  sequelae  of  abortion  be 
scrutinized  to  ascertain  whether  the  data  refers  to  first  or  second 
trimester  abortions,  rather  than  citing  indiscriminantly  the  negative 
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impact  of  abortion.  In  those  countries  where  medical  systems  cause 
delay  in  obtaining  abortions,  as  in  Sweden  and  Great  Britain,  we 
would  naturally  expect  to  see  results  which  showed  greater  levels  of 
anxiety.  In  that  connection  it  is  worthwhile  noting  that  here  m  the 
District  of  Columbia  where  it  is  a  relatively  easy  matter  to  obtam 
an  abortion  without  a  psychiatric  consultation  at  one  of  the  free- 
standing clinics  such  as  Preterm  or  others,  the  tendency  is  to  per- 
form the  abortion  within  the  first  9  to  12  weeks.  In  these  early  abor- 
tions the  amount  of  trauma,  both  psychological  and  physical,  is  so 
slight  that  there  are  few  or  no  sequelae  of  any  kind  in  the  physical 
or  mental  spheres. 

The  most  recent  study  of  the  psychiatric  sequelae  of  abortion  was 
conducted  at  Johns  Hopkins  University.  This  study  compared  three 
groups  of  women  in  an  effort  to  determine  whether  women  who 
seek  abortions  are  likely  to  differ  psychologically  from  those  who 
choose  to  carry  pregnancies  to  term.  The  three  groups  included 
women  who  obtained  an  abortion  by  suction  curettage,  induced  abor- 
tion by  saline  injection,  which  is  a  second  trimester  procedure,  and 
full-term  delivery.  Tests  were  administered  to  identify  patients  who 
were  at  risk  of  psychological  disturbance  resulting  from  or  trig- 
gered by  abortion,  and  to  find  out  if  carrying  a  pregnancy  to  term 
tended  to  increase  one's  self-esteem  or  if  having  an  abortion  de- 
creased it,  or  vice  versa.  Psychological  tests  were  also  administered 
to  determine  whether  or  not  term  patients — that  is,  those  who  car- 
ried the  pregnancy  to  term — differed  from  abortion  patients  in 
psychopathology  and  in  psychosomatic  complaints  after  their  preg- 
nancy was  past.  The  results  of  the  study  showed  that  the  suction 
curettage  group  had  fewer  complaints  after  the  abortion  than  either 
the  saline  or  term  patients. 

"The  term  birth  patients  and  abortion  patients,  matched  for  age,  color, 
parity" — that  means  the  number  of  children  they  have  had  in  the  past — 
"marital  and  socioeconomic  status,  were  startlingly  similar."  They  also  found 
that  "there  were  striking  improvements  among  all  three  groups  of  patients 
with  regard  to  contraceptive  use." 

The  team  of  Osofsky,  Osofsky  and  Raj  an  has  also  compiled  the 
most  complete  and  current  survey  of  literature  in  the  field.  After 
reviewing  almost  30  pieces  of  research  they  state:  "In  conclusion,  it 
should  be  emphasized  in  this  time  of  increasing  availability  of  serv- 
ices, that  for  most  women,  abortion  appears  to  be  accompanied  by 
few,  if  any,  negative  psychological  sequelae.  More  often,  abortion 
appears  to  lead  to  individual  growth  and  resolution  of  problems." 
Rather  than  take  the  time  to  review  this  article  in  detail,  with  the 
chairman's  permission,  I  would  like  to  have  it  made  a  part  of  the 
recoid. 

Senator  Bath.  Without  objection. 

[Trie  information  referred  to  follows:] 

[Prom  "The  Abortion  Experience"  Harper  &  Kow.  1973] 

Psychological  Effects  of  Abortion  :  With  Emphasis  Upon   Immediate 
Reactions  and  Followup 

(By  Joy  D.  Osofsky,  Ph.  D.,  Howard  J.  Osofsky,  M.D.,  and  Renga  Rajan,  M.D.) 

As  a  result  of  the  legislative  changes  and  judicial  rulings  of  the  past  sev- 
eral years,  legal  abortion  has  become  an  option  for  large  numbers  of  women 
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in  the  United  States.  Undoubtedly  the  recent  Supreme  Court  ruling  will  lead 
to  still  further  increases  in  the  availability  of  the  procedure.  Because  of  the 
importance  of  the  legalization  of  abortion,  and  because  of  the  impact  that  has 
already  resulted,  some  of  the  existent  data  from  the  United  States  concerning 
patient.s'  psychological  reactions  to  abortion  will  be  presented  in  this  chapter. 
(David,  in  Chapter  15,  will  review  comparable  information  from  other  coun- 
tries.) We  then  will  share  the  results  of  our  studies,  first  during  the  imple- 
mentation of  an  abortion  program  in  Nev/  York  State,  and  then  with  a  pro- 
gram in  Pennsylvania. 

Nationally  available  data  concerning  both  therapeutic  abortion,  requiring  a 
diagnosis  of  illness  substantiated  by  consultation  with  several  doctors,  and 
illegal  abortion,  performed  under  stigmatized  and  furtive  conditions,  might  be 
expected  to  result  in  different  psychological  responses  and  sequelae  than 
would  legal  abortion.  (Similarly,  procedures  performed  in  other  countries, 
with  cultural  traditions  and  patterns,  might  be  anticipated  to  have  a  some- 
what different  outcome  than  would  those  performed  in  this  country.)  How- 
ever, the  studies  in  these  areas  provide  considerable  general,  and  in  some 
cases  specific,  relevant  information  and  therefore  will  be  included  in  this 
chapter.  For  the  sake  of  pertinence  and  brevity,  an  exhaustive  review  will 
not  be  attempted ;  the  interested  reader  is  referred  to  several  good  compila- 
tions that  have  appeared  in  recent  years  (10,  11,  12,  16,  22,  30,  32,  3^,  36,  37). 
In  the  presentation  of  data  from  our  experience,  emphasis  will  be  placed  upon 
the  patients'  psychological  reactions  to  the  procedure,  and  parameters  that 
are  related  to  the  reactions. 

PSYCHOLOGICAL    EFFECTS    OF    ABORTION — DATA    PRIOR    TO    LEGALIZATION 

In  reviewing  the  interpretive  findings  and  conclusions  of  studies  performed 
prior  to  legalization,  one  finds  a  variety  of  opinions  ranging  from  frequent  to 
severe  sequelae  (1,  8,  40),  to  occasional  direct  or  indirect  problems  (29,  30), 
to  no  noticeable  diflaculty  (10,  12,  15).  However,  almost  regardless  of  the 
source,  the  objective  data  reveal  low  incidences  of  psychological  complications. 

Undoubtedly  related  to  the  condiitons  of  illegality,  little  data  are  available 
concerning  the  psychological  effects  of  illegal  abortion.  Whittemore,  as  pari, 
of  a  study  related  to  illegal  abortion  practices  in  an  American  city  with  a 
population  of  between  100,000  and  300,000,  interviewed  "over  30"  women  who 
had  undergone  such  procedures  (38).  Criteria  for  patient  selection  were  not 
given ;  the  majority  of  patients  had  their  abortions  within  the  6  months  prior 
to  interview;  however,  some  had  the  procedures  as  long  as  7  years  earlier. 
Although  10%  had  experienced  postoperative  infection,  none  of  the  women 
regretted  their  decision.  It  is  some  interest  that  two  of  the  patients  had 
previously  given  birth  to  a  child  out  of  wedlock ;  both  regretted  that  decision. 

Gebhard  et  al.,  in  a  better  controlled  investigation,  studied  442  American 
women  who  had  induced  abortions ;  most  of  the  procedures  were  performed 
illegally  (9).  Their  results  demonstrated  only  rare  significant  emotional  se- 
quelae. The  Whittemore  and  Gebhard  reports  are  perhaps  of  special  note  be- 
cause of  the  commonly  held  assumptions  concerning  the  psychological  dangers 
of  criminal  abortions. 

Kummer  surveyed  the  experience  of  32  p.sychiatrists  in  Los  Angeles  (15). 
He  found  that,  during  an  average  of  12  years'  experience  in  practice,  75% 
of  the  doctors  had  never  seen  a  patient  with  any  moderate  or  severe  psychi- 
atric sequelae  from  either  illegal  or  therapeutic  abortions.  The  other  25% 
had  encountered  significant  sequelae  only  rarely. 

Peck  and  Marcus  studied  50  women  who  had  therapeutic  abortions  prior  to 
legalization  in  New  York ;  one-half  of  these  were  done  for  psychiatric  indi- 
cations (28).  Patients  were  interviewed  prior  to  the  surgical  procedure  and 
3  to  6  months  following  the  abortion.  There  was  one  case  of  acute  negative 
reaction  to  the  procedure,  which  was  quickly  relieved.  Mild  guilt  occurred  in 
20%  of  cases,  but  was  short  lived  and  disappeared  by  the  time  of  followup; 
98%  of  the  subjects  stated  that,  if  they  were  to  make  the  decision  again, 
they  would  still  prefer  the  abortion  to  continuation  of  the  pregnancy. 

Kretzschmar  and  Norris  reported  on  the  psychiatric  sequelae  of  32  thera- 
peutic abortions  carried  out  over  a  6-year  period  in  Iowa  (14)-  In  a  1-  to  5- 
year  followup  study  of  24  patients,  they  found  no  negative  psychological 
effects  or  problems. 
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Patt,  Rappaport,  and  Barglow  attempted  to  follow  up  48  patients  who  had 
therapeutic  abortions,  with  strict  psychiatric  indications,  at  Michael  Reese 
Hospital  in  Chicago  (21).  Twelve  patients  had  been  lost  to  followup,  and  one 
refused  to  participate  in  the  study.  Among  the  remaining  35,  who  were 
evaluated  through  direct  interview  or  physician  report,  the  results  indicated 
that,  with  rare  exceptions,  abortion  could  be  considered  genuinely  therapeutic, 
primarily  having  a  positive  effect  on  the  patients'  psychological  status. 

Simon,  Senturia,  and  Rothman  similarly  attempted  to  gain  information 
concerning  all  individuals  who  received  therapeutic  abortions  at  the  Jewish 
Hospital  of  St.  Louis  between  1955  and  1964.  rS3)  The  investigators  were  able 
to  contact  46  of  the  original  65  women;  they  administered  interviews,  psycho- 
logical tests,  and  questionnaires.  Of  the  46  patients,  35%  were  aborted  for 
psychiatric  reasons,  39%  for  rubella,  and  26%  for  medical  reasons.  The  in- 
vestigators found  that  the  emotionally  healthier  women  responded  to  the 
abortion  more  easily  than  did  those  with  severe  psychiatric  disorders.  How- 
ever, among  all  patients  there  was  little  new  psychiatric  illness  following  the 
therapeutic  abortion  that  could  be  related  to  the  procedure. 

Meyerowitz,  Satloff,  and  Romano  evaluated  the  outcome  of  114  therapeutic 
abortions  performed  under  extremely  strict  indications  at  the  University  of 
Rochester  Medical  Center  between  1963  and  1969  (21).  The  strictness  of  their 
indications  is  emphasized  by  the  fact  that  nine  of  26  patients,  who  were 
sufficiently  ill  as  to  require  psychiatric  hospitalization  during  pregnancy,  were 
refused  permission  for  abortion.  In  spite  of  the  severity  of  their  emotional 
illnesses,  most  patients  did  well  psychiatrically  following  abortion;  64%  of 
the  individuals  had  an  immediate  manifest  response  of  relief.  Approximately 
10%  had  initial  significant  psychiatric  difficulties;  most  of  these  appeared 
related  to  the  underlying  emotional  illness.  At  long  range  followup,  most 
patients  were  either  unchanged  or  better  in  overall  psychological  competence. 

The  two  final  studies  to  be  cited  in  this  section  were  carried  out  by  Nis- 
wander  and  coworkers  prior  to  the  liberalization  of  the  New  York  law.  Both 
were  carried  out  in  one  of  the  affiliated  hospitals  of  the  State  University  of 
New  York  at  Buffalo.  Although  the  abortions  were  performed  under  a  strict 
law,  the  law  had  been  interpreted  liberally  with  nonstringent  psychiatric 
indications.  The  indications  for  and  the  milieu  surrounding  the  procedures 
were  similar  to  those  which  went  into  effect  subsequently,  when  the  liberal- 
ized law  was  passed. 

In  the  first  study,  Niswander  and  Patterson  followed  116  patients  who 
underwent  therapeutic  abortion  during  the  years  1963  to  1965  {28).  They 
found  few  women  who  regretted  having  the  procedure.  Further,  among  the 
small  number  of  individuals  who  had  regrets,  the  regrets  usually  were  noted 
shortly  after  the  abortion  and  tended  to  disappear  by  the  time  of  an  8-month 
followup. 

In  the  second  study,  Niswander  et  al.  administered  the  Minnesota  Multi- 
phasic Personality  Inventory  test  preoperatively  and  then  again  6  months 
postoperatively  to  65  patients  fg^)-  The  results  were  compared  to  those  avail- 
able for  a  smaller  group  of  individuals  undergoing  a  normal  pregnancy  ex- 
perience. Preoperatively,  the  abortion  patients  appeared  considerably  more 
abnormal  in  their  psychological  assessments  than  did  the  maternity  patients. 
Both  groups  appeared  somewhat  improved  at  the  followup  evaluation;  the 
abortion  patients  improved  to  a  far  greater  extent  than  did  the  maternity 
patients.  Especially  striking  findings  were  noted  in  the  measures  for  overall 
adjustment  and  depression. 

It  is  of  some  interest  to  compare  the  findings  of  this  study  with  the  work 
done  by  Brody  et  al.  in  Canada  (2).  The  latter  investigators  administered  the 
MMPI  test  to  117  individuals  who  applied  for  therapeutic  abortion.  Of  the 
177,  94  were  granted  abortions.  Those  who  received  abortions  were  followed 
6  weeks  postoperatively ;  those  who  were  denied  abortions  were  followed  6 
weeks  postpartum.  Both  groups  demonstrated  considerable  psychopathology, 
on  the  basis  of  the  MMFI  test,  at  the  time  of  the  initial  interview.  The  indi- 
viduals who  received  therapeutic  abortion  scored  considerably  better  at  the 
time  of  followup  examination ;  no  such  changes  were  not6d  following  delivery 
in  the  suppo-sedly  more  healthy  group  who  were  denied  abortion.  These 
MMPI  findings  are  con.sistent  with  Hook's  interviews  and  evaluations  in  a 
followup  study  of  294  women  whose  applications  for  abortion  were  refused, 
because  of  insufficient  indications,  by  the  National  Board  of  Health  in  Sweden 
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in  1948  (13).  In  the  original  sample  45  women  were  excluded  from  followup; 
24  of  these  were  excluded  because  their  subsequent  symptoms  allowed  them 
to  gain  a  therapeutic  abortion.  Of  the  249  individuals  who  were  followed,  23% 
accepted  the  pregnancy  after  the  refusal  and  were  able  to  handle  the  situation 
satisfactorily;  53%  finally  adjusted  themselves  after  having  had  a  variety  of 
insufficiency  reactions  during  an  18-month  observation  period;  the  remaining 
24%  found  the  situation  of  refusal  so  unfavorable  that  the  symptoms  of  in- 
sufficiency, which  had  arisen  within  -18  months  of  the  application,  were  still 
present  at  the  time  of  followup,  71/2  years  later.  A  higher  percentage  of  sub- 
sequent incapacitating  emotional  insufficiency  was  noted  among  the  apparently 
healthy  women  who  could  not  qualify  for  abortion  than  among  the  emotionally 
and  physically  disturbed  individuals  who  did  qualify. 

PSYCHOLOGICAL  IMPACT   OF   LEGALIZED   ABORTION 

Because  of  the  relative  recency  of  legislation  legalizing  abortion  in  some 
areas  of  the  United  States,  and  because  of  the  extreme  recency  of  the  Su- 
preme Court  decision,  few  studies  are  available  concerning  the  effect  of  abor- 
tions performed  under  such  circumstances.  Elsewhere  in  the  volume,  authors 
will  report  on  various  aspects  of  the  psychological  experience  from  material 
which  they  have  gathered  personally.  Their  work  represents  some  of  the  most 
informative  and  best  controlled  national  data,  but,  for  obvious  reasons,  will 
not  be  included  in  the  review  in  the  present  chapter. 

Much  of  the  available  data  has  accumulated  from  California  because  of 
the  comparative  length  of  existence  of  its  liberalized  legislation.  Marder 
summarized  early  results  under  the  1967  California  Therapeutic  Abortion 
Act  (19).  As  has  been  mentioned  elsewhere,  this  modification  of  existent 
legislation  represented  a  liberalization,  but  not  a  total  legalization.  As  of 
September  1969,  approximately  600  applications  had  been  received,  and  550 
had  been  approved.  Few  serious  emotional  problems  of  guilt  or  remorse  were 
noted  in  the  patients. 

Levene  and  Rigney  sent  followup  questionnaires  to  70  consecutive  women 
granted  therapeutic  abortion  for  psychiatric  indications  in  San  Francisco 
under  the  liberalized  California  law  (17).  No  serious  psychiatric  sequelae 
were  found.  Guilt  feelings,  when  present  at  all,  were  short  lived.  Any  de- 
pressive phenomena  decreased  significantly  between  2  weeks  and  3  to  4 
months  postoperatively. 

Margolis  et  al,  in  San  Francisco,  followed  43  patients  for  4  to  6  months 
after  their  abortions.  (20)  Although  indications  for  abortion  were  liberal,  five 
other  patients  were  refused  abortion,  and  only  six  individuals  in  the  sample 
had  no  obvious  psychiatric  problems.  Postoperatively,  29  of  the  43  patients 
experienced  positive  psychological  or  growth  experience  or  both;  ten  indicated 
no  change  in  attitude;  four  had  some  type  of  negative  reaction,  such  as  guilt 
or  fear  of  men.  Patients'  MMPI  scores  prior  to  the  abortion  showed  abnormal 
elevations ;  at  the  time  of  followup,  testing  revealed  essentially  normal  findings. 

Ford  ct  al.  assessed  approximately  500  clinic  patients  and  a  limited  number 
of  private  patients  in  Los  Angeles  between  1968  and  1970  (5).  Their  report 
did  not  include  data  presentation  or  analysis.  However,  they  concluded  that, 
although  transient  mild  depression  was  common,  most  individuals  had  a 
benign  course  after  abortion.  Again,  without  corroborative  numerical  data, 
the  authors  classified  patients  into  categories  in  an  attempt  to  define  which 
patients  might  benefit  from  psychiatric  evaluation. 

Ford  et  al.  attempted  a  more  extensive  evaluation  and  followup  of  40 
clinic  patients  who  applied  for  abortion  during  the  same  year  (6).  Of  the 
group,  30  were  approved  for  the  procedure  with  psychiatric  indications;  47% 
of  this  group  had  a  history  of  psychiatric  consultation  or  hospitalization  in 
the  past.  Five  were  felt  to  be  psychotic  at  the  initial  interview.  The  authors 
were  able  to  follow  up  22  of  the  30,  6  months  postoperatively.  In  most  of  the 
patients,  psychiatric  symptoms  were  considerably  reduced.  Only  three  women 
were  more  disturbed,  and  the  disturbance  appeared  related  to  the  initial 
severe  psychopathology.  Similarly  to  the  previously  cited  studies  by  Nis- 
wander  et  al.  (2-i).  Brody  et  al.  (2),  and  Margolis  et  al.  (20),  patients'  MMPI 
scores,  which  demonstrated  considerable  deviance  prior  to  the  abortion,  were 
much  improved  at  the  followup  evaluation. 

Burnell  et  al.  reported  data  from  924  women  receiving  therapeutic  abor- 
tions at  the  Kaiser  Permanente  Medical  Center  in  Santa  Clara,  California  (S). 
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All  patients  were  given  preabortion  psychiatric  evaluations  and  were  offered 
postabortion  group  therapy.  More  than  two-thirds  of  the  patients  did  not 
return  for  postabortal  therapy.  After  review  of  their  preoperative  psychiatric 
reports,  the  authors  concluded  that  for  a  majority  of  women  the  crisis  of  an 
unwanted  pregnancy  was  a  single  event  producing  transient  difficulty  and 
that  abortion  provided  complete  relief.  Among  the  250  women  who  returned 
for  group  sessions,  most  expressed  a  sense  of  release  from  emotional  tensions 
and  symptoms.  Only  5%  of  the  smaller  group  experienced  some  postoperative 
symptoms;  within  a  day  or  two  most  were  able  to  resume  their  preoperative 
activities. 

Burnell  et  al.  more  recently  have  completed  an  additional  study  involving 
300  women  undergoing  abortion,  300  undergoing  an  apparently  normal  preg- 
nancy, and  300  undergoing  pregnancy  and  placing  their  infants  for  adop- 
tion (4).  They  were  able  to  obtain  followup  information  on  178  of  the  abortion, 
197  of  the  normal  maternity,  and  80  of  the  adoption  patients,  6  months  to  3 
years  after  the  abortion  or  delivery.  The  followup  adoption  group  was  smaller 
because  of  questions  related  to  ananymity  and  confidentiality.  Although  all 
groups  experienced  some  psychological  problems  during  pregnancy,  those  of 
the  abortion  and  adoption  patients  were  more  severe  than  those  of  the  normal 
pregnancy  group.  In  followup,  the  abortion  patients  fared  considerably  better 
than  those  who  placed  their  babies  for  adoption— 25%  of  the  abortion  group 
and  almost  none  of  the  adoption  group  reported  improved  adjustment;  20% 
of  the  adoption  group  and  almost  none  of  the  abortion  group  reported  worsened 
adjustment.  Further,  the  initially  more  conservative  women  who  underwent 
the  pregnancy  and  placed  their  babies  for  adoption  felt  much  more  negative 
about  their  experience  than  did  the  abortion  patients. 

One  study  from  Colorado  which  dealt  with  psychological  information  was 
done  by  Whittington  who,  on  the  basis  of  31  return  followup  questionnaires, 
reported  a  high  incidence  of  improved  symptomatology  and  only  one  patient 
with  even  possibly  worse  mental  health  (39). 

Smith,  in  St.  Louis,  reported  1-  to  2-year  followup  data  from  125  individuals 
who  obtained  abortions  after  referral  from  the  Pregnancy  Counseling  Serv- 
ice (35).  Information  was  gathered  by  interviews,  telephone  contacts,  or 
correspondence;  42  women  could  not  be  reached,  and  three  refused  to  be 
interviewed.  The  patients,  where  followed,  tended  to  be  single,  white  students, 
or  professoinal  workers,  of  Protestant  or  Catholic  faith.  With  few  exceptions, 
they  appeared  to  be  functioning  well.  Smith  stated  that  negative  psychological 
reactions  were  rare  both  immediately  postoperatively  and  during  the  followup 
period. 

Freiderich  and  Labrum,  in  Rochester.  New  York,  recently  completed  an 
investigation  where  they  evaluated  300  women  at  the  time  of  abortion  and  at 
4  to  6  weeks  following  the  procedure  ^7).  They  achieved  97%  followup  of  the 
original  sample.  Although  their  data  analysis  was  not  complete  at  the  time 
of  preparation  of  this  manuscript,  they  were  able  to  report  that  patients,  in 
general,  had  a  positive  reaction  to  the  procedure  and  that  patients  experienced 
little  guilt  immediately  or  at  the  followup  evaluation. 

To  date,  little  psychological  information  has  become  available  from  Alaska. 

EXPERIENCE    WITH    IMPLEMENTATION    OF    A    LEGALIZED    ABOBTION    PROGRAM    IN    NEW 

YORK   STATE 

As  a  response  to  the  legalization  of  abortion  in  July  1970,  the  State  Uni- 
versity Hospital  in  Syracuse,  New  York,  through  the  Department  of  Obstet- 
rics and  Gynecology,  organized  a  program  of  education,  contraception,  and 
abortion  services.  Its  purpose  was  to  provide  individuals  with  full  options 
and  opportunities  for  controlling  their  reproductive  capacity.  The  program 
was  designed  primarily  for  a  low-income  population  because  of  the  paucity 
of  meaningful  services  traditionally  available  to  such  individuals,  and  services 
were  provided  at  the  lowest  possible  cost  to  all  who  requested  them.  Because 
it  was  a  medical  center  program  with  realistic  staff  and  space  limitations, 
priorities  were  established  offering  care  to  patients  from  the  immediate  geo- 
graphic area,  from  the  17-county  area  served  by  the  medical  center,  from  the 
state  as  a  whole,  and  from  out  of  state,  in  descending  order.  In  order  both 
to  improve  care  and  to  understand  the  implications  of  the  offered  services, 
evaluation  was  built  in  as  an  integral  part  of  the  program.  For  the  first  year 
of   implementation   before    undertaking   positions    in    Philadelphia,    one    of    us 
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(H.J.O.)  was  director  of  the  program,  a  second  was  obstetric  consultant  (R.R.), 
and  the  third  was  psychological  consultant  (J.D.O.). 

Operation  of  the  Clinic 

During  our  association  with  the  program,  patients  were  admitted  through 
the  outpatient  clinic  at  the  State  University  Hospital  in  Syracuse,  New  York. 
On  their  first  visit,  they  were  seen  by  a  physician,  nurse,  and  social  worker. 
Medical  examinations  and  appropriate  laboratory  tests  were  performed  at 
this  time.  Patients  who  were  more  than  12  weeks  pregnant  were  cleared 
through  a  departmental  committee.  The  primary  reason  for  this  procedure 
related  to  a  limitation  in  the  number  of  gynecologic  beds  at  the  State  Uni- 
versity Hospital.  Midtrimester  abortions  were  performed  as  inpatient  pro- 
cedures, and  the  committee  essentially  functioned  to  set  priorities  when  neces- 
sary. At  the  initial  visit,  patients  were  scheduled  for  the  procedures,  almost 
always  within  the  same  week.  Contraception  was  discussed  both  at  the  initial 
and  subsequent  visits. 

Abortions  were  performed  as  inpatient  or  outpatient  procedures  if  the 
patients  were  no  more  than  12  weeks  pregnant.  Uncomplicated  cases  were 
performed  in  the  ambulatory  services  operating  room  under  local  anesthesia ; 
approximately  75%  of  the  trimester  abortions  were  performed  in  this  manner. 
When  there  were  accompanying  medical  problems,  marked  anxiety,  or  ex- 
treme youth,  procedures  were  performed  in  the  main  operating  room  site 
under  general  and  local  anesthesia.  Suction  curettage  was  utilized  for  first- 
trimester  abortions  and  hypertonic  saline  instillation  for  midtrimester  abor- 
tions. 

Shortly  after  the  abortions,  the  patients  were  interviewed  in  order  to  pro- 
vide them  with  support  and  to  determine  their  reactions  to  the  procedures. 
Additional  information  was  gathered  concerning  their  perceptions  of  options 
other  than  legalized  abortion  and  their  attitudes  and  future  plans  related  to 
contraception,  marriage,  children,  and  life  style. 

Patients  were  seen  in  the  clinic  within  1  month  after  the  abortion  for  a 
followup  examination  and  optional  contraceptive  prescription.  Beginning  in 
January  1971,  patients  were  interviewed  at  the  time  of  the  1-month  followup 
examination  to  evaluate  possible  changes  in  their  attitudes  from  the  time 
of  the  procedure.  A  6-  to  12-month  telephone  followup,  also  beginning  in  Janu- 
ary 1971.  was  performed  as  conditions  allowed.  In  order  to  promote  objectiv- 
ity, followup  interviews  were  conducted  by  trained  individuals  with  varying 
religious  backgrounds  and  with  varying  personal  convictions  related  to  the 
ethics  of  abortion ;  half  of  the  interviews  were  performed  by  individuals  op- 
posed to  abortion. 

Program  Findings 

Between  July  1970,  and  June  1971,  information  was  obtained  on  742  pa- 
tients who  had  participated  in  one  or  more  parts  of  the  overall  study.  Patients 
ranged  in  age  from  11  to  44  years ;  32%  had  attended  high  school ;  38% 
were  high  school  graduates,  and  22%  had  attended  or  graduated  from  college 
Occupationally  they  reflected  the  population  of  the  other  hospital  clinics  with 
40%  having  no  occupation,  18%  being  imskilled,  and  15%  being  skilled.  A 
slightly  higher  percentage  of  students  came  to  the  Family  Life  Clinic  (25%; > 
than  to  the  other  clinics.  In  the  group.  50%  of  the  patients  were  single,  24% 
separated  or  divorced,  and  26%  married ;  47%  of  the  patients  had  no  children ; 
19%  had  one  child ;  12%,  two  children,  and  22%  three  or  more  children.  Forty 
percent  of  the  patients  were  Catholic,  49%  Protestant,  3%  Jewish,  3%  other, 
and  5%  reported  no  religion ;  55%  of  the  patients  reported  that  they  were 
religious  or  somewhat  religious,  whereas  the  rest  of  the  patients  reported  that 
they  were  not  religious  or  had  no  religion.  The  high  Catholic  percentage 
appeared  to  reflect  the  religious  composition  of  the  community  at  large.  Fif- 
teen percent  of  the  patients  were  nonwhite,  a  percentage  .slightly  higher  than 
the  composition  of  the  community. 

Psychological  Information 

As  mentioned  previously,  psychological  interviews  were  carried  out  shortly 
after  the  abortion.  Table  9-1  presents  responses  in  several  categories  of  over- 
all ratings.  In  all  categories,  markedly  negative  findings  were  rare.  Moderately 
or  very  happy  reactions  were  observed  in  70%  of  the  patients ;  9%  displayed 
a  moderate  amount  of  sadness ;  only  3%  were  very  sad.  Overt,  positive  emo- 
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tions,  such  as  smiling  after  the  abortion,  were  seen  in  76%  of  patients;  5% 
cried  a  small  amount,  and  5%  a  considerable  amount.  No  guilt  was  felt  by 
85%  of  patients;  5%  claimed  considerable  guilt;  85%  of  patients  were  happy 
with  their  decision ;  5%  felt  some  self-anger ;  only  1%  felt  very  angry  with 
themselves  and  negative  about  their  decision. 

Table  9-2  presents  information  concerning  the  decision-making  process  and 
the  reasons  for  abortion.  It  shows  that  56%  of  the  patients  reported  that  the 
decision  to  obtain  an  abortion  was  not  a  difficult  one ;  20%  reported  moderate 
difficult,  and  24%  considerable  difficulty.  As  is  apparent  from  the  data,  rea- 
sons for  obtaining  an  abortion  most  often  centered  around  finances  and 
unmarried  status.  If  abortion  were  still  illegal.  60%  of  the  patients  stated 
that  they  would  have  had  the  child,  22%  that  they  would  have  had  an  illegal 
abortion,  and  10%  that  they  did  not  know  what  they  would  have  done. 

Becau.se  of  the  potential  importance  of  contraception  in  relationship  to 
abortion,  information  was  obtained  concerning  both  the  patients'  past  expe- 
rience with  contraception  and  their  plans  for  contraceptive  utilization  in  the 
future.  Some  knowledge  concerning  contraception  was  reported  by  44%  of 
patients,  but  they  admitted  to  not  using  contraception  at  the  time  of  concep- 
tion ;  23%  claimed  contraceptive  failure,  and  11%  claimed  to  have  little  or 
no  contraceptive  knowledge.  However,  92%  of  patients  planned  to  use  contra- 
ception in  the  future ;  75%  felt  even  stronger  about  using  an  effective  contra- 
ceptive after  undergoing  an  abortion. 


TABLE  9-1.  PSYCHOLOGICAL  EVALUATION  IN  580  CASES* 


Variable 


Rating 


Percent 


Predominant  mood: 

Very  unhappy 

Moderately  unhappy.. 

Neutral _ 

Moderately  happy 

Very  happy 

Physical  emotionality: 

Much  crying 

P/loderate  crying 

Neutral. 

Moderate  smiling 

Much  smiling 

Feelings  about  abortion: 

Negative:  much  guilt. 

Moderate  guilt 

Neutral 

Moderate  relief 

Positive:  much  relief. 
Attitudes  toward  self: 

Negative:  angry 

Moderate  anger 

Neutral 

Moderate  happiness.. 

Positive:  happy 


1 

3 

2 

9 

3 

18 

4 

25 

5 

45 

1 

5 

2 

5 

3 

17 

4 

28 

5 

48 

1 

5 

2 

10 

3 

12 

4 

17 

5 

56 

1 

1 

2 

5 

3 

10 

4 

22 

5 

63 

>  Ratings  from  negative=l  to  positive=5. 


TABLE  9-2.  DECISION  MAKING  REGARDING  ABORTION  i 

Percent 

Percent 

Difficulty  of  decision: 

Not  difficult. 56 

No  positive  feelings  for  the  father 

Medical  reasons 

Too  many  children 

9.2 
8.8 

Mildly  difficult..                                                     20 

6.7 

Considerably  difficult                                           24 

Does  not  v^ant  child 

5.9 

Reasons  for  abortion: 

Too  many  children  close  in  age 

3.3 

Single 43.9 

Financial                                                             32.2 

Parental  advice 

3.3 

2.1 

Unwilling  intercourse 

0.8 

Wanted  to  finish  school.                                     10.9 

I  Some  subjects  are  represented  more  than  once  in  both  the  difficltuy  of  decision  and  reasons  for  abortion  categories. 
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TABLE  9-3.  RELATIONSHIP  BETWEEN  DEMOGRAPHIC  AND  PSYCHOLOGICAL  VARIABLES' 


Demographic  variables 

Psychological  variables 

Age 

Marital 
status 

Religion 

Education 

Number  of 
children 

0.11 
.14 

0.09 
.18  . 
-.11  . 

.08'" 

".'n 

.... 

0.12  . 

....... 

'-.'20' 
-.10 
-.20 

Feelings  about  abortion.. 

0.08 

-.11  .. 

.29 
-.12  .. 

...... 

.39  .. 

-0.13 

Prior  use  of  contracepiion 

Future  use  of  contraception 

Strengtf)  of  conviction  concerning  contraception 

.21 
-.10 
-.17  .. 

.29 

.53 

.19 
-.12 
-.16 

.30 

.57 

1  For  all  correlations  reported,  p  <.05. 

Relationships  between  demographic  and  psychological  variable  are  presented 
in  Table  9-3.  With  the  scaling  system  used,  older,  married,  multiparous,  and 
better  educated  patients  had  more  prior  use  of  contraception,  greater  convic- 
tion about  the  future  use  of  contraception,  and  less  desire  for  future  marriage 
and  children.  Older,  married,  and  better  educated  individuals  experienced 
less  emotional  difficulty  with  the  procedure.  Catholic  patients  had  less  prior 
use  of  contraception,  more  desire  for  future  children,  and  somewhat  more 
emotional  difficulty  with  the  procedure.  Race  of  the  patient  did  not  tend  to 
relate  significantly  to  the  psychological  variable.  It  should  be  noted  that 
among  all  groups  emotional  difficulty  with  the  procedure  was  uncommon. 

As  was  mentioned,  beginning  in  January  1971,  followup  evaluations  were 
conducted,  when  possible,  at  1  and  6  months  postoperatively.  Since  the  evalua- 
tions were  carried  out  over  the  course  of  the  subsequent  5  to  6  months,  little 
overlap  occurred  between  the  1-  and  6-mouth  samples.  At  1  month,  192 
patients  were  interviewed.  This  number  constituted  the  total  group  of  ap- 
proximately 45%  of  patients  who  returned  for  postoperative  checkups.  No 
patient  returning  to  clinic  refused  to  be  interviewed.  At  6  to  12  months,  168 
patients  were  interviewed  by  telephone.  This  constituted  approximately  40% 
of  the  potential  total  sample.  Reasons  for  failure  to  obtain  a  6-  to  12-month 
followup  included :  wrong  telephone  number  listed,  no  telephone,  telephone 
number  or  address  changed,  patient  unavailability,  and  patient  desire  for 
anonymity. 

Results  of  the  4-week  and  6-  to  12-month  followups  are  presented  in  Tables 
9-4  and  9-5  respectively.  It  should  be  noted  that  patients  who  obtained  abor- 
tions earlier  in  the  course  of  the  study  (.shortly  after  enactment  of  the  liberal- 
ized law)  represent  the  individuals  in  the  6-month  followup,  patients  who  ob- 
tained abortions  later  in  the  year  represent  individuals  in  the  4-week  followup 
group.  It  is  of  interest  that  patients  aborted  later  in  the  year  had  a  slightly 
more  favorable  outcome  at  the  time  of  followup.  This  may  be  related  to  either 
greater  social  acceptance  of  the  procedure  with  passage  of  time  or  improved 
clinic  facilities  and  procedures  or  both  factors:  however,  it  also  may  be 
related  to  sampling  differences  secondary  to  the  methodological  procedures 
employed  or  to  a  variety  of  other  factors.  In  any  case,  the  frequency  of  patient 
satisfaction  related  to  the  original  abortion  decision  was  high.  Less  than  3.5% 
of  patients  were  dissatisfied  with  their  decision.  Relatively  few  patients  re- 
ported after  affects  of  an  even  nonincapacitating  nature.  Approximately  75% 
of  all  patients  were  able  to  resume  full  activity  within  2  days  following  the 
procedure;  by  the  end  of  1  week  the  figure  reached  almost  89%. 
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TABLE  9^.— 4-WEEK  FOLLOWUP 


Satisfaction  that  right  decision  was  made: 

Patient  satisfied - 

Patient  does  not  know  or  has  not  thought 

about  it 

Patient  d  issatisfied 

Reported    after-effects    of    nonincapacitating 
nature: 

Bleeding  and/or  cramps - 

Psychological 


Percent 


Physical  and  psychological 

Neither - 

Postoperative  Interval  to  resumption  of  full 
activities: 

lmmediately-2  days 

3-7  days 

8-14  days --- 

15  days-1  month 

Greater  than  1  month 


Percent 


TABLE  9-5.-6-M0NTH  FOLLOWUP 


Percent 


Satisfaction  that  right  decision  was  made: 

Patient  satisfied -  - 

Patient  does  not  know  or  has  not  thought 

about  it 

Patient  dissatisfied __ 

Reported    after-effects    of    nonincapacitating 
nature: 

Bleeding  and/or  cramps.. 

Psychological 


85 


Percent 


Physical  and  psychological _ 

Neither 

Postoperative  interval  to  resumption  of  full 
activities: 

lmmediately-2  days 

3-7  days --- 

8-14  days 

15  days-1  month... 

Greater  than  1  month. 
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Experiences  at  Temple  University  Health  Sciences  Center 

It  would  seem  appropriate  to  discuss  briefly  some  of  our  current  work  at 
Temple  University  Health  Sciences  Center  in  Philadelphia.  Prior  to  the 
Supreme  Court  ruling,  Pennsylvania  was  governed  by  a  restrictive,  if  some- 
what ambiguous,  state  law  concerning  abortions.  In  recent  years,  however, 
many  institutions  throughout  the  state  utilized  the  ambiguities  within  the 
law  in  an  attempt  to  provide  more  liberalized  services.  Working  within  de- 
partmental guidelines  which  were  approved  by  the  hospital  legal  consultants, 
such  services  were  provided  at  Temple  University  Hospital.  Since  July  1971, 
one  of  us  (R.R.)  has  served  as  director  of  the  program,  another  as  medical 
consultant    (H.J.O.),  and  the  third  as  psychological  consultant    (J.D.O.). 

The  service  at  Temple  University  Hospital  has  been  available  almost  exclu- 
sively for  low-income  patients  because  of  the  relative  absence  of  such  services 
throughout  the  community.  Although  the  program  has  been  more  fragmented 
than  the  one  previously  described  in  Syracuse,  considerable  efforts  have  been 
made  to  provide  improved  coordination  and  organization.  All  patients  have 
been  required  to  obtain  medical  or  psychiatric  consultation  and  have  been 
cleared  through  a  departmental  committee;  during  our  experience,  no  request 
has  been  denied-  by  either  consultants  or  the  committee.  All  abortions  have 
been  performed  as  in-patient  procedures.  First  trimester  procedures  have  been 
done  with  suction  curettage  in  the  operating  room,  under  either  local  or  gen- 
eral anesthesia ;  midtrimester  abortions  have  been  performed  by  hypertonic 
saline  instillation. 

In  recent  months,  intensive  interviews  have  been  initiated  shortly  before 
and  after  the  abortion  procedures.  These  interviews  have  focused  upon  two 
areas :  a  comparison  of  patient  characteristics  and  emotional  reactions  re- 
lated to  first  and  midtrimester  abortions,  and  an  evaluation  of  patients' 
contraceptive  knowledge,  fears,  and  use.  Because  of  the  issue  of  relevance,  the 
contraceptive  data  will  not  be  discussed   in   the  present  paper. 

Ultimately  it  is  planned  to  include  300  patients  in  the  study,  who  are 
matched  for  age,  parity,  race,  and  trimester  of  pregnancy.  To  date  114  indi- 
viduals have  participated.  Preliminary  findings  indicate  statistically  significant 
differences  between  the  first  and  second  trimester  patients :  5%  of  the  first, 
and  28%  of  the  second,  trimester  patients  required  a  longer  time  before  they 
were  aware  of,  and  confirmed,  the  diagnosis  of  pregnancy.  Eleven  percent  of 
first,  and  15%  of  second,  trimester  individuals  had  difficulty  in  finding  a 
medical  facility  which  would  perform  the  procedure.  Of  patients  in  the  first 
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trimester,  12%  reported  being  very  scared  when  they  realized  that  they  were 
pregnant;  12%  stated  that  the  decision  to  have  an  abortion  was  a  difficult 
one-  and  7%  claimed  to  have  initial  indecision  concerning  whether  to  have 
an  abortion  or  continue  the  pregnancy.  The  corresponding  figures  for  mid- 
trimester  patients  were  25,  51,  and  36%.  Although  postabortal  feelings  of 
guilt  and  depression  were  uncommon  among  all  patients,  differenes  were  noted 
between  the  two  groups— 2%  of  first,  and  10%  of  second,  trimester  patients 
noted  some  degree  of  guilt  following  the  procedure,  and  2%  of  first,  and  12% 
of  second,  trimester  individuals  reported  having  some  feelings  of  depression. 
Almost  all  of  the  women  felt  that  they  hade  made  the  right  decision;  only 
4%  of  individuals  in  either  group  had  any  uncertainty  concerning  the  appro- 
priateness of  their  decision. 

DISCUSSION   AND   CONCLUSION 

The  recent  Supreme  Court  decision  has  had  and  will  continue  to  have 
important  implications  for  research  concerning  psychological  effects  of  abor- 
tion. For  the  first  time,  investigators  have  been  freed  from  the  inappropriate 
burden  of  having  research  influence,  or  possibly  justify,  legislation.  In  most 
scientific  areas,  research  has  served  the  function  of  providing  knowledge— 
and  possibly  leading  to  improvement  of  services.  Work  related  to  abortion 
unfortunately  has  contributed,  on  occasion,  to  influencing,  and  even  abridging, 
individuals'  rights  to  services.  Further,  some  of  the  studies  utilized  to  effect 
legislation  have  been  of  questionable  scientific  validity.  Hopefully,  such  prob- 
lems will  become  of  only  historic  interest. 

In  the  present  paper,  we  have  attempted  to  review  pertinent  studies  from 
the  United  States  concerning  psychological  reactions  of  patients  to  illegal 
therapeutic,  and  legal  abortions.  Perhaps  not  surprisingly,  a  considerable 
degree  of  consistency  has  been  noted  in  the  findings. 

Although  illegality  resulted  in  lessened  medical  safety,  furtiveness,  and  a 
relative  paucity  of  scientific  investigation,  the  limited  data  which  were  avail- 
able suggested  few  negative  psychological  sequelae.  Women  who  were  able 
to  obtain  the  procedures  commonly  were  determined,  healthy,  and  socially 
mobile  individuals. 

Logically,  one  should  have  expected  the  highest  incidence  of  psychological 
problems  in  individuals  receiving  a  therapeutic  abortion.  The  stringency  of 
the  laws  and  the  indications  for  the  procedures  resulted  in  only  the  most 
psychiatrically  disturbed  individuals  qualifying  for  abortions.  Indeed,  some 
of  the  studies  demonstrated  a  small  incidence  of  postoperative  psychiatric 
disturbance  in  individuals  with  prior  severe  psychopathology ;  the  post- 
operative difficulty  almost  uniformly  appeared  related  to  the  existent  psychi- 
atric disturbance  rather  than  to  the  procedure.  Further,  the  overall  existence 
of  postoperative  psychological  problems  in  individuals  qualifying  for  thera- 
peutic abortion  was  remarkably  low.  In  most  cases,  psychiatric  and  psycho- 
logical evaluations  demonstrated  considerable  improvement  in  both  attitudes 
and  behaviors.  Patients  who  were  denied  an  abortion  because  of  insufficient 
psychiatric  problems  fared  considerably  worse  postdelivery  than  did  the 
apparently   more  emotionally   disturbed   individuals   following   abortion. 

Results  from  the  relatively  recent  experience  with  legalized  abortion  have 
been  compounded  by  th  efact  that  some  of  the  statutes  have  provided  liberal- 
ized, but  not  truly  legalized,  conditions.  Medical  or  psychiatric  indications, 
albeit  of  a  lesser  'magnitude,  commonly  have  been  necessary.  Some  patients 
have  been  denied  procedures  because  of  apparent  lack  of  indication.  To  the 
extent  that  data  have  become  available,  they  have  been  consistent  with  the 
findings  already  cited.  For  most  women,  abortion  has  had  few,  if  any,  psycho- 
logical sequelae.  In  the  limited  number  of  cases  where  feelings  of  guilt  or 
depression  have  been  present,  they  have  tended  to  be  mild  and  transient  in 
nature.  On  the  whole,  the  experience  has  led  to  further  emotional  maturation 
and  resolution  of  conflict.  In  the  rare  instances  where  psychiatric  disturbances 
have  been  noted  postabortion,  they  have  appeared  related  to  existent  psycho- 
pathology  rather  than  to  the  procedure. 

Our  data  are  consistent  with  these  overall  findings.  Individuals,  regardless 
of  religion  or  race,  have  availed  themselves  of  the  services.  Abortion  has  not 
been  viewed  as  an  alternate  form  of  contraception ;  convictions  about  the 
need  for  future  contraception  have  been  strengthened  by  the  procedure.  Post- 
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abortal  feelings  of  guilt  and  depression  have  been  relatively  uncommon. 
Relief  and  liappiness  have  been  the  predominant  moods. 

Age,  marital  status,  education,  and  number  of  children  have  related  to 
patient  attitudes.  Catholics  have  experienced  somewhat  more  difficulty  with 
decision  making  and  guilt  than  have  non-Catholics.  Individuals  undergoing  a 
second  trimester  abortion  have  had  more  difficulties  in  decision  making  and 
more  postabortal  feelings  of  guilt  and  depression  than  individuals  undergoing 
a  first  trimester  procedure.  However,  it  should  be  emphasized  that  negative 
feelings  have  been  uncommon  among  all  groups  and  that,  among  individuals 
with  followup  evaluations,  patient  satisfaction  has  been  high. 

Obviously,  more  information  is  required.  More  base-line  data  are  needed 
concerning  such  issues  as  patient  motivation,  impact  of  procedures  at  different 
stages  of  gestation,  potential  effect  on  interpersonal  relationships  and  family 
patterns,  and  possible  long  range  positive  or  negative  effects.  More  service- 
oriented  material  is  needed,  including  objective  assessments  of  the  relative 
value — or  lack  of  value — of  routine  counseling,  comparison  of  the  effects  of 
various  types  of  counseling  or  counselors,  determination  of  the  relationships 
between  service  components  and  patient  outcome,  and  development  of  differ- 
ent techniques  for  evaluating  patients. 

In  conclu.sion,  it  should  be  emphasized  in  this  time  of  increasing  availability 
of  services,  that  for  most  women,  abortion  appears  to  be  accompanied  by  few, 
if  any,  negative  psychological  sequelae.  More  often,  abortion  appears  to  lead 
to  individual  growth  and  resolution  of  problems. 
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Dr.  Lebensohn.  Thus,  the  alarming  predictions  of  psychiatric 
complications  following  abortion,  which  hfid  become  so  much  a  part 
of  our  medical  heritage,  have  not  been  fulfilled.  On  the  basis  of  pub- 
lished reports  and  my  own  clinical  experience  it  can  be  categorically 
stated  that  a  relatively  healthy  woman  with  an  unplanned  and  un- 
wanted pregnancy  and  no  history  of  significant  emotional  disorder, 
who  is  strongly  motivated  to  have  a  legal  abortion,  will  sail  through 
the  experience  with  hardly  a  ripple.  In  such  cases  the  incidence  of 
significant  psychiatric  repercussions  is  almost  nil  and  the  most  fre- 
quent reaction  is  one  of  unalloyed  relief. 

As  physicians  and  psychiatrists,  we  deal  of  course  not  with  groups 
of  women  but  with  individual  patients.  Our  recommendations  to  the 
patient  must  be  carefully  individualized.  Although  most  women  are 
not  likely  to  develop  psychiatric  sequelae  as  a  result  of  abortion, 
there  are  certain  factors  which  should  be  taken  into  consideration 
when  advising  a  patient.  These  factors  include:  first,  the  woman's 
motivation;  two,  her  feelings  toward  the  man  responsible  for  the 
pregnancy;  three,  past  or  present  psychiatric  illness;  four,  her  ego 
strength;  five,  the  period  of  gestation  of  the  pregnancy;  six,  the 
setting  in  which  the  abortion  occurs,  including  the  quality  of  coun- 
seling; seven,  any  physical  complications  which  might  develop;  eight, 
the  woman's  religion.  Psychiatric  consultation  is  of  real  value  in  all 
questionable  cases  of  patients  with  clear-cut  psychiatric  disorders. 
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either  past  or  present,  if  for  no  other  purpose  than  to  have  a  psychia- 
trist acquainted  with  the  case  should  complications  develop.       ^ 

A  woman's  ego  strength  can  be  quickly  assessed  by  the  exammmg 
physician,  by  her  behavior  and  attitude  during  the  preabortion  in- 
terview and  by  eliciting  a  brief  synopsis  of  her  life  history.  Women 
who  have  established  their  independence,  and  have  been  reasonably 
successful  in  school  or  at  work,  and  who  have  a  good  sense  of  self- 
esteem,  should  have  no  difficulty.  In  the  past  I  have  Imown  young 
women  with  sufficient  ego  strength  to  make  all  the  arrangements  for 
an  illegal  abortion  in  a  distant  city  over  some  weekend  and  report 
to  work  the  following  Monday  morning  without  more  than  minimal 
phvsical  and  emotional  sequelae. 

Strong  religious  convictions  concerning  abortion  should,  of  course, 
always  be  respected.  Oddly  enough,  in  my  experience,  patients  who 
have'been  very  devout  Catholics  including  at  least  one  example  of  a 
member  of  a  religious  order,  have  exhibited  little,  if  any,  difficulty 
once  they  have  made  up  their  minds.  In  general,  having  had  an  abor- 
tion does  not  interfere  with  their  returning  to  the  Church  after- 
wards. In  most  instances,  they  consider  this  to  be  a  private  matter 
between  themselves  and  their'  physician,  in  which  the  Church  does 
not  seem  to  enter.  Although  one  would  expect  many  more  reactions 
of  guilt  in  Catholic  women  who  seek  abortion,  the  exceptions  are 
more  frequent  than  the  rule.  The  climate  of  public  opinion  in  this 
regard  seems  to  be  more  significant  than  the  pronouncements  of  the 
Church  in  the  case  of  a  Catholic  woman  faced  with  an  unwanted 
pregnancy. 

Abortion,  Mr.  Chairman,  is  the  most  ancient,  most  widely  prac- 
ticed, most  inefficient  and  most  unsatisfactory  way  of  limiting  family 
size  ever  devised.  Yet  millions  of  abortions,  most  of  them  illegal,  are 
performed  each  year  throughout  the  world,  leaving  in  their  wake 
thousands  of  cases  of  maternal  sepsis,  sterility,  and  death  at  the 
worst;  emotional  or  psychic  trauma  in  many  cases  at  best. 

Senator  Bayh.  Doctor,  excuse  me.  Abortion  is  the  most  ancient 
and  widely  practiced? 

Dr.  Lebensohn.  The  most  widely  practiced,  yes,  sir,  in  eve'^y 
country  in  the  world. 

Senator  Bayh.  Well,  does  not  one  have  to  determine  to  what  ex- 
tent other  practices  are  used  in  every  other  country  of  the  world? 
That  is  a  pretty  striking  statement.  I  want  to  make  certain  that  I 
understood  what  you  nieant  there.  It  is  practiced  in  every  nation 
of  the  world. 

Does  that  mean  it  is  the  number  one  practice  used  in  the  majority 
of  instances  for  control  of  family  size? 

Dr.  Lebensohn.  In  dealing  with  unwanted  pregnancies. 

Senator  Bayh..  No,  your  statement :  "limiting  family  size"  is  what 
startled  me. 

Dr.  Lebensohn,  In  limiting  family  size  abortion  is  a  most  widely 
used  method  as  a  form  of  true  birth  control.  Contraceptives  are 
used  for  conception  control.  Abortion  will  continue  to  be  used  as  a 
birth  control  measure  particularly  in  those  countries  where  contra- 
ceptive techniques  do  not  exist.  Even  though  we  are  well  over  the 
200  million  mark  in  this  country,  we  are  far  from  the  most  populous 
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country  in  the  world.  There  are  countries  of  Asia  that  are  far  more 
populous. 

Senator  Bayh.  Well,  you  may  be  right.  I  just  want  to  make  cer- 
tain that  is  what  you  mean. 

Dr.  Lebensohn.  It  is  a  very  widely  used  method  and  it  is  also  one 
of  the  most  ancient  methods.  In  the  absence  of  contraceptive  meas- 
ures, women  will  resort  to  abortion  even  in  primitive  societies  or  in 
disadvantaged  countries.  There  is  no  question  about  it.  It  is  some- 
thing which  is  very  primitive  and  very  deep.  A  woman  intuitively 
exercises  her  own  rights  in  these  matters,  even  though  at  times  a 
primitive  method  may  expose  her  to  serious  danger. 

Senator  Bayh.  In  some  of  the,  what  you  would  clasisfy  as  under- 
developed countries,  the  effort  to  limit  the  size  of  the  family,  for 
various  cultural  reasons,  is  not  pursued  as  assiduously  as  in  others. 

Dr.  Lebensohx.  No.  In  some  cases  the  size  of  the  family  may  be 
an  asset  except  where  there  is  starvation.  Let  us  take  one  of  our 
neighbors  in  South  America,  Chile.  In  recent  years  the  number  of 
self-induced  abortions  there  by  women  faced  with  one  unwanted 
pregnancy  after  another  was  very  high.  Self -induced  abortions  in 
progress  were  admitted  to  the  obstetrical  or  septic  wards  of  the  gen- 
eral hospital  to  be  treated  for  septicemia  or  other  serious  complica- 
tions. The  numbers  of  these  women  reached  such  an  extent  that  the 
beds  in  many  hospitals  were  filled  to  capacity.  The  morbidity  and 
mortality  rate  of  these  women  reached  a  very  high  proportion  sim- 
ply because  in  that  country  legal  abortion  wa;s  unavailable.  I  cite 
this  example  to  show  that  women,  whether  it  is  legal  or  not,  will 
find  a  way  to  get  abortions. 

Senator  Bayh.  Just  for  our  information,  is  contraception  per- 
mitted in  Chile? 

Dr.  Lebensohint.  It  depends  on  what  government  is  in  charge  at 
the  time. 

Senator  Bayh.  At  8  a.m.  this  morning. 

Dr.  Lebensohn.  There  is  a  strong  feeling  in  certain  groups  against 
contraception.  As  a  state  policy  I  simply  do  not  know  the  answer 
to  that. 

Senator  Bayh.  I  should  but  I  do  not. 

Dr.  Lebensohx.  Dr.  David  who  has  studied  this  matter  for  the 
world  federation  of  planned  parenthood  would  have  that  data  very 
quickly. 

Senator  Bayh.  Thank  you. 

Dr.  Lebensohn.  Abortions,  legal  and  illegal,  are  still  practiced  in 
all  countries  regardless  of  politics  or  race  and  often  in  defiance  of 
legal  or  religious  restrictions.  It  is  only  within  the  past  decade  that 
physicians,  demographers,  sociologists,  family  planners,  and  other 
scientists,  have  been  able  to  study  with  objectivity  this  almost  uni- 
versal practice. 

In  spite  of  the  wide  availability  of  contraceptives,  none  is  yet 
foolproof  and  unwanted  pregnancies  will  continue  to  occur.  Until 
we  develop  a  totally  safe  and  effective,  nonsurgical,  method  of  pre- 
venting pregnancy,  women  will  persist  in  resorting  to  abortion.  Cur- 
rently surgical  sterilization  is  the  only  method  available  to  a  woman 
determined  not  to  become  pregnant,  and  even  it,  although  generally 
permanent,  has  been  known  to  fail. 
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Psychiatry  by  its  very  nature  should  become  more  deeply  con- 
cerned about  the  positive*^  aspects  of  family  planning  and  the  quality 
of  life  that  results  from  such  planning.  It  is  altogether  fitting  that 
psychiatry  become  involved  in  these  areas  since  the  sexual  act  begins 
first  in  the  psyches  of  men  and  women. 

As  a  physician,  I  feel  a  responsibility  for  making  it  possible  for 
women,  regardless  of  socioeconomic  status,  to  terminate  unwanted 
pregnancies  with  medical  safety,  dignity,  and  privacy  and  without 
public  stigma.  Society  must  make  it  possible  for  women  to  limit 
family  size  to  their  own  needs  and  desires  and  make  every  child  a 
wanted  child..  We  must  remove  the  moral  and  social  stigmata  from 
the  practice  of  legal  abortion  and  make  it  as  acceptable  as  any  other 
surgical  procedure.  This,  in  my  opinion,  would  be  the  practice  of 
humanitarian  medicine  at  the  very  best. 

In  conclusion,  I  want  to  say  that  as  a  long-time  advocate  of  legal- 
ized abortion,  I  am  greatly  concerned  about  the  impact  these  amend- 
ments now  before  this  subcommittee  would  have.  The  Supreme 
Court  decisions  placed  the  responsibility  for  a  decision  to  terminate 
a  pregnancy  during  the  first  2  trimesters  on  the  patient  and  her 
physician,  where  it  rightly  belongs.  There  is  no  convincing  evidence 
of  psychiatric  complications  in  well-motivated  women  who  obtain  a 
legal' abortion.  For  most  women  faced  with  an  unwanted  and  un- 
planned pregnancy,  a  legal  abortion  is,  in  fact,  truly  therapeutic. 

Therefore,  Mr.  Chairman,  I  urge  you  to  reject  these  proposed 
amendments  to  the  Constitution  to  prohibit  abortion. 

Thank  you. 

Senator  Bayh.  Thank  you.  Doctor. 

In  the  reoprt  which  you  mentioned,  was  it  Osof sky's? 

Dr.  Lebesnohn.  Osofsky's. 

Senator  Bayh.  In  this  report  relative  to  the  type  of  psychological 
effect  produced  by  abortion,  was  any  effort  made  to  try  to  determine 
over  how  long  a  period  of  time  after  the  event  that  effect  continued  ? 

Dr.  Lebensohn.  They  do  not  have  long-term  followups  in  the 
Osofsky  study.  I  think  it  is  a  matter  of,  at  most,  months  or  1  to  2 
years.  The  longest  followup  is,  of  course,  the  Scandinavian  followup, 
by  Forsmann  and  Thuwe,  in  which  they  studied  a  series  of  women 
who  had  been  denied  a  therapeutic  abortion  and  were  forced  to  have 
a  child  and  followed  them  up  to  the  age  of  21.  They  then  compared 
them  with  women  who  had  come  in  pregnant  at  the  same  time  and 
had  wanted  to  have  a  child.  They  discovered  that  the  children  of 
those  who  were  denied  an  abortion  were  psychologically  worse  off 
in  every  respect. 

The  quotation,  the  exact  quotation  is : 

The  unwanted  children  were  worse  off  in  every  respect.  The  differences  were 
often  significant  statistically,  and  when  they  were  not  they  pointed  in  the 
same  direction  ...  to  a  worse  lot  for  the  unwanted  child. 

These  are  the  longest  term  followup  studies,  to  my  knowledge.  I 
would  agree  with  you  that  more  long-term  followups  are  needed. 
In  a  sense,  of  course,  every  psychiatrist  has  his  long-term  followups 
in  his  practice.  Rarely  does  a  week  go  by  without  a  woman  telling 
me  in  the  course  of  a  psychiatric  history  that  she  had  an  abortion 
at  one  time  in  the  past,  most  often  without  any  difficulty.  The  patient 
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had  come  to  me  for  an  entirely  different  reason,  something  totally 
unrelated  to  this  episode.  This  gives  the  clinician  a  type  of  in- 
formal long-term  followup.  Another  type  of  long-term  followup  is 
illustrated  by  the  many  well-known  women  writers,  politicians,  and 
other  prominent  women  who  have  signed  their  names  to  public  state- 
ments stating  very  clearly  that  they  have  had  abortions  during  their 
childbearing  years  and  make  no  bones  about  it.  These  women  have 
gone  on  to  great  achievements  in  the  in  the  field  of  art,  letters, 
science,  and  even  in  politics. 

Senator  Bayh.  I  note  in  your  conclusion  you  say : 

There  is  no  convincing  evidence  of  psychiatric  complications  in  well-moti- 
vated women  who  obtained  a  legal  abortion. 

Dr.  Lebensohx.  Yes,  sir. 
Senator  Bayh. 

For  most  women  faced  with  an  unwanted  and  unplanned  pregnancy,  a  legal 
abortion  is,  in  fact,  truly  therapeutic. 

Both  of  those  sentences  seem  to  be  based  on  health  standards. 

Dr.  Lebensohn.  Yes.  Well,  when  we  say  therapeutic,  one  must 
realize  that  prior  to  the  Supreme  Court  ruling  and  prior  to  the 
passage  of  liberal  laws  in  many  States,  the  only  way  for  a  woman  to 
obtain  an  abortion  was  to  have  some  medical  indication  for  it.  As. 
Dr.  Bernstein  pointed  out,  quite  correctly,  the  most  frequent  medical 
reason  cited  was  a  psychiatric  illness.  I  have  earlier  stated  that  I  do 
not  think  that  a  psychiatrist  should  be  involved  in  the  abortion  deci- 
sion. I  think  that  it  is  very  clear  to  any  doctor — obstetrician,  general 
practitioner,  or  any  physician — that  a  woman  faced  with  an  un- 
wanted and  unplanning  pregnancy  is  overwhelmed  by  feelings  of 
despair,  anxiety,  and  depression,  which  are  enough  to  justify  the 
decision  for  abortion.  This  mental  distress  has  been  quantified  by 
some  workers  quoted  by  the  Osofsky's  in  the  article  which  I  have 
asked  to  be  made  a  part  of  the  record,  in  which  they  did  psycho- 
logical testing  of  women  before  and  after  abortion.  They  used  the 
Minnesota  multiphasic  personality  inventory — MMPI.  They  found 
objective  evidence  that  prior  to  abortion  these  women  were  indeed 
disturbed.  They  were  again  tested  6  weeks  following  the  abortion, 
and  there  was  no  longer  any  evidence  of  the  pathology. 

In  other  words,  one  could  say  that  in  these  cases  the  abortion  was 
truly  therapeutic.  But  it  is  hard  to  say  that  they  were  suffering  from 
a  specific  psychiatric  disorder.  They  were  suffering  from  an  un- 
wanted pregnancy. 

Senator  Bayh.  I  wanted  to  find  out  what  kind  of  therapy  it  was, 
mental  or  physical,  but  it  was  the  health  and  well  being  of  the 
mother  that  the  therapy  was  directed  at. 

Dr.  Lebensohn.  The  therapy  was  the  abortion.  The  therapy, 
which  resulted  in  the  improvement  of  these  women  was  the  abortion 
itself. 

Senator  Bayh.  It  is  interesting  to  note  that  in  establishing  the 
grounds  for  abortion  you  mention  religious,  moral,  ethical,  socio- 
economic, political,  and  legal  considerations,  but  you  do  not  put 
medical  or  health  considerations  in  there  at  all. 

Dr.  Lebensohn.  No;  I  did  not.  I  think  that  this,  of  course,  could 
be  added.  But  I  think  most  abortions  are  done  for  the  reasons  previ- 
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ously  cited.  The  socioeconomic  reason  is  perhaps  the  most  common. 

You  asked  earlier  in  the  previous  testimony  whether  the  psychia- 
trists who  participated  in  those  examinations,  had  an  honest  differ- 
ence of  opinion  or  were  they  lying?  I  think  one  could  honestly  find 
the  pathology  of  anxiety,  sleeplessness,  and  unhappiness,  in  women 
who  want  an  abortion  and  who  are  denied  it.  We  see  less  and  less  of 
this  anxiety  now  because  these  women  know  that  relief  for  their 
situation  is  now  available,  without  paying  exorbitant  fees  or  having 
to  travel  to  some  foreign  country.  These  advances  have  cut  down 
the  anxiety  and  have  also  cut  down  the  amount  of  guilt.  The  medical 
considerations  do  come  in,  but  they  are,  I  think,  much  less  important 
than  these  other  considerations  which  I  have  mentioned. 

Senator  Bayh.  Unlike  Dr.  Bernstein,  you  argue  there  is  a  lack  of 
psychiatric  effect — sequelae,  is  that  the  word? 

Dr.  Lebensohn.  Sequelae — a  sequel,  a  consequence,  if  you  wish. 

Senator  Bath.  A  lack  of  psychiatric  sequelae  displayed  as  a  result 
of  the  abortion.  He  did  not  use  the  word  "sequelae",  but  he  suggested 
that  many  of  the  manifestations  of  psychiatric  problems  that  existed 
in  women  during  pregnancy  had  passed  after  the  birth.  You  do  not 
concur  in  that,  I  guess,  or  maybe  I  did  not  understand  you  on  that 
point. 

But  he  emphasized,  or  at  least  touched  on,  the  fact  that  these 
studies  he  alluded  to  showed  there  were  very  few  evidences  of  psy- 
chiatric problems  that  were  the  direct  result  of  the  pregnancy.  They 
probably  existed  before  the  pregnancy  and  they  would  be  there  after 
the  pregnancy  or  after  the  abortion  if  left  untreated. 

Dr.  Lebensohn.  Yes;  I  would  agree  with  that.  I  think  that  an 
unwanted  pregnancy  produces  an  acute  state  of  anxiety,  despair  and 
depression  which  is  relieved  by  the  termination  of  that  pregnancy. 
In  some  cases  it  is  necessary  to  evaluate  the  problem  on  an  individual 
basis.  I  remember  very  well  the  case  of  a  young  high  school  girl, 
1714  years  old.  She  came  from  Maryland  several  years  ago  accom- 
panied by  her  father.  When  she  came  into  my  office  I  said,  "I  under- 
stand that  you  are  here  because  you  are  faced  with  a  unwanted  and 
unplanned  pregnancy."  She  replied,  "'Well,  Doctor,  it  was  unplanned, 
but  it  was  not  unwanted."  The  moment  she  said  that  the  entire  pic- 
ture was  changed  for  me.  I  realized  that  she  had  been  very  much  in 
love  with  the  boy — who  was  something  of  a  rounder — and  the  par- 
ents had  not  handled  the  situation  too  well.  I  called  the  parents  in 
and  told  them  to  have  another  conference  with  the  boy  to  see  what 
they  could  work  out.  Furthermore,  I  could  not  recommend  a  termina- 
tion of  the  pregnancy  in  this  case  because  the  young  lady  wanted  the 
pregnancy  and  there  was  a  conflict  which  might  cause  serious  con- 
sequences if  they  pushed  abortion  too  much.  Her  parents  were  obvi- 
ously disapproving  of  the  3'oung  man,  but  they  had  not  given  him  a 
chance  to  prove  himself.  And  I  suggested  that  they  start  communica- 
tions very  rapidly,  which  they  did  and  with  good  results. 

This  example  shows  that  these  cases  must  be  individualized.  Even 
so,  I  do  not  think  psychiatrists  have  any  place  in  the  decisionmak- 
ing process  for  or  against  an  abortion  unless  there  is  clearcut  evi- 
dence of  psychiatric  illness  or  tremendous  conflict. 

Senator  Bayh.  But  you  would  put  no  limitation  on  the  access  to 
abortion  ? 
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Dr.  Lebensohn.  None  whatsoever.  I  would  agree  with  the  Su- 
preme Court.  I  think  the  Supreme  Court  decision  is  excellent.  I 
think  that  it  is  very  sensible.  I  think  it  tends  to  protect  the  mother. 
It  was  written  very,  very  carefully,  and  I  would  subscribe  to  it 
wholeheartedly. 

Senator  Bayh.  Inasmuch  as  in  your  opening  remarks  you  alluded 
to  the  legal  question,  the  moral  question  and  the  religious  question 
and  ethical,  are  you  at  all  concerned  a'bout  the  legal,  moral  and  re- 
ligious issue  that  is  raised,  particularly  when  you  get  a  child  beyond 
viability  or  even  at  an  earlier  stage,  but  particularly  after  viability? 

Dr.  Lebensohn.  The  Supreme  Court  decision  permits  abortion 
only  during  the  first  and  second  trimester,  and  I  am  very  much  op- 
posed to  conducting  abortions  at  any  time  when  viability  is  possible. 
In  other  words,  the  longer  the  pregnancy  continues  the  greater  reluc- 
tance I  would  have  in  ever  recommending  it  if  I  had  anything  to  do 
with  it. 

For  that  reason,  I  think  that  if  women  have  ready  access  to  abor- 
tion they  will  tend  to  have  abortions  during  the  first  3  months,  dur- 
ing which  time  the  amount  of  trauma  is  neglible,  both  physically 
and  mentally.  I  am  also  concerned  about  the  religious  question.  I 
have  a  tremendous  respect  for  anyone  with  religious  convictions.  I 
think  that  they  should  be  strongly  respected. 

But  I  feel  that  those  people  who  are  very  much  opposed  to  abor- 
tion by  virtue  of  their  own  religious  convictions  should  not  need  any 
specific  law  to  support  their  principles.  The  late  Cardinal  Cushing 
is  quoted  as  saying  that  Catholics  do  not  need  the  law  to  support 
their  moral  principles. 

Senator  Bayh.  Was  this  relative  to  abortion  ? 

Dr.  Lebensohn.  Pardon? 

Senator  Bayh.  Was  this  relative  to  abortions? 

Dr.  Lebensohn.  It  was  relative  to  abortions,  yes. 

Senator  Bayh.  In  other  words.  Cardinal  Cushing 

Dr.  Lebensohn.  What  he  meant  to  say  was  that  Catholics  do  not 
need  laws.  If  they  are  good  Catholics  they  do  not  need  laws.  They 
adhere  to  the  laws  of  the  church,  and  they  should.  That  makes  emi- 
nently good  sense.  He  was  a  very  sensible  man. 

Senator  Bayh.  May  I  ask  you  to  give  me  your  thoughts  relative 
to  one  thing  referred  to  by  Dr.  Bernstein  when  he  said  this  was  post 
partum  psychosis,  and  he  said  in  practice  a  typical  woman  who  de- 
velops such  a  psychosis  was  not  one  who  wanted  an  abortion,  but 
rather  is  an  obsessive  compulsive  patient — for  example,  a  married 
woman  with  a  strong  moral  code  who  had  a  planned  pregnancy  and 
was  considered  to  be  a  good  mother  by  her  peers.  I  bring  that  up  rela- 
tive to  what  you  said  about  the  unwanted-child  situation. 

Dr.  Lebensohn.  Yes;  but  I  think  Dr.  Bernstein  later  on  hedged 
a  bit  and  said  there  were  exceptions,  and  I  could  not  agree  more. 
There  are  exceptions.  But  I  think  in  the  final  analysis  we  cannot 
predict  those  who  are  going  to  have  post  partum  psychoses. 

I  remember  a  case  of  a  young  women  who,  during  her  first  preg- 
nancy, was  given  some  very  careful  psychological  and  psychiatric 
tests  in  the  course  of  a  research  project  which  shp  entered  volun- 
tarily. The  tests  were  administered  at  no  cost  to  the  patient,  and 
they  were  designed  to  reveal  attitudes  toward  their  first  pregnancy. 
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The  psychoiatrists  and  psychologists  thought  that  this  gal  was  a 
pretty  healthy  voung  ladv.  Well,  a  few  weeks  after  the  birth  of  her 
first  child— the"  delivery  went  along  quite  well— sshe  developed  an 
acute  post  partum  psychosis  which  was  really  schizophrenic  m  na- 
ture. She  had  to  be  hospitalized  immediately  and  responded  very 
quickly  and  very  dramatically  to  electroshock  therapy. 

Now,  here  is  a  woman  who  had  careful  psychological  and  psychi- 
atric screening.  The  research  team  did  not  anticipate  this  reaction 
at  all.  This  example  shows  that  these  things  cannot  be  predicted, 
not  even  in  retrospect.  I  have  followed  this  young  woman  for  the 
last  10  years.  She  now  is  the  mother  of  three  fine  youngsters.  One 
would  assume  from  the  history  that  she  was  going  to  have  another 
post  partum  psvchosis  if  she  became  pregnant  again.  She  did  not. 

To  be  sure,  l"did  see  her  in  psychiatric  treatment  during  the  en- 
tire time  and  I  gave  her  some  medication  when  it  was  necessary.  She 
is  doing  splendidly  now  and  she  has  been  an  extremely  fine  mother 
to  her  children. 

Senator  Bays.  Well,  thank  you,  doctor.  I  appreciate  your  taking 
the  time  to  be  with  us  this  afternoon. 

Our  next  witness  is  Dr.  Samuel  Nigro,  the  assistant  professor  of 
child  psychiatry  at  Case  Western  Reserve  University  School  of 
Medicine"  and  University  Hospital  of  Cleveland. 

STATEMENT  OF  DR.  SAMUEL  NIGRO,  M.D.,  ASSISTANT  PROFESSOR 
OF  CHILD  PSYCHIATRY,  CASE  WESTERN  RESERVE  UNIVERSITY 
SCHOOL  OF  MEDICINE  AND  UNIVERSITY  HOSPITAL  OF  CLEVE- 
LAND 

Dr.  NiGRO.  Mr.  Chairman  and  fellow  members  of  the  subcommit- 
tee, at  least  I  hope  you  will  pass  these  remarks  on  to  other  members. 

Senator,  I  am  Samuel  Nigro,  M.D.  I  am  a  husband  of  one  and  a 
father  of  four,  and  a  homemaker  in  Cleveland  Heights,  Ohio.  After 
that,  I  am  a  child  psychiatrist  at  Case  Western  Reserve  and  other 
places  on  the  statement  that  I  have  given  you,  and  I  am  not  going 
to  go  over  those  for  the  sake  of  time. 

However,  I  do  want  to  make  clear  that  my  views  represent  myself 
and  not  any  group  with  whom  I  am  associated. 

I  am  here  to  address  myself  to  the  issue  of  the  effects  of  un- 
wantedness  on  children  in  reference  to  the  abortion  issue.  Every- 
child-a-wanted-child :  Statements  like  that,  have  always  been  used 
for  a  reason  for  abortion.  I  think  we  have  to  examine  that,  and  I 
would  like  members  of  the  committee  to  address  themselves  to  this 
issue. 

When  one  talks  about  unwantedness  on  a  child,  there  are  several 
distinctions  that  you  have  to  make,  and  I  am  going  to  try  to  make 
four  distinctions  for  you.  To  confuse  the  distinctions  is  to  mistake 
unwantedness  as  damaging,  to  mistake  abortion  as  treatment,  and 
to  mistake  adult  advocacv  for  child  advocacy. 

The  first  distinction  is  that  of  unwantedness  in  reference  to  the 
child  after  being  born.  There  is  no  doubt  unwantedness  of  a  child 
after  being  born  is  detrimental  to  a  child.  But  this  is  so,  I  want  to 
emphasize,  only  if  the  unwantedness  is  pervasive,  complete,  and  if 
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the  child  is  unprotected  or  considered  to  be  and  treated  as  a  non- 
entity without  any  rights.  Children  are  effectively  nonpersons  in 
our  society  without  rights,  and  until  they  get  rights,  children  can  be 
treated  in  a  dehumanized  and  depersonalized  manner,  whether  they 
are  wanted  or  not.  This  is  why  problems  occur  in  children,  regard- 
less of  their  being  wanted,  becaus  ethey  have  no  rights  conveyed  by 
esociety,  nor  do  they  have  rights  which  are  expected  to  be  met  by 
their  caretakers. 

Unwantedness  of  a  born  child  makes  this  all  too  clear:  That  is, 
that  children  have  no  rights.  But  it  is  not  the  unwantedness  that 
hurts  them;  it  is  their  being  unprotected  and  without  rights  which 
adults  are  expected  to  meet. 

Unwantedness  of  a  born  child,  though,  is  different  from  unwanted- 
ness of  a  pregnancy. 

Unwantedness  of  a  pregnancy  is  the  second  type  of  distinction  we 
have  to  make  when  talking  about  unwantedness  of  a  child  and  its 
effects  on  the  mental  well-being  of  tlie  child  in  the  future.  In  fact, 
most  often,  when  people  talk  about  unwanted  children  are  are  talk- 
ing about  unwanted  pregnancy  and  the  child  inside  the  mother's 
uterus  at  that  particular  time. 

Let  me  emphatically  state  that  unwantedness  about  the  child  in 
the  uterus  is  not  the  same  as  the  unwantedness  associated  with  a  child 
after  he  or  she  is  born.  And  when  the  issue  of  abortion  is  raised  in 
the  context  of  unwantedness  of  a  child,  it  is  almost  always  in  refer- 
ence to  the  potential  effect  of  unwantedness  of  pregnancy  continuing 
on  in  the  form  of  unwantedness  of  the  child  born.  However,  poten- 
tial unwantedness  of  the  born  child  is  not  the  same  as  real  unwanted- 
ness on  an  unprotected  child. 

I  think  it  is  important  to  understand  that  unwanted  pregnancy 
does  not  mean  an  unwanted  child.  The  evidence,  in  fact,  has  been  to 
the  contrary  for  a  long  time,  and  this  evidence  has  been  known  by 
people  and  psychiatrists,  but  it  has  been  generally  suppressed  by 
those  who  have  known  it. 

Senator  Bayh.  Doctor — excuse  me  for  interrupting. 

Wliat  would  you  call  a  child  that  would  be  born  from  an  un- 
wanted pregnancy,  where  the  mother  and  father  do  not  want 
children  ? 

Dr.  NiGRO.  Wliat  happens?  Let  me  tell  you  what  happens. 

Senator  Bayh.  No,  what  would  you  call  them? 

Dr.  NiGEO.  I  think  it  would  be  a  child  from  what  was  probably 
a  previously  unwanted  pregnancy,  and  as  time  went  on,  the  preg- 
nancy probably  became  unwanted  as  would  the  child  and  the  child's 
needs  are  going  to  be  met. 

Let  me  give  you  a  little  flavor  of  the  evidence  for  the  Senator. 

Dr.  Edward  Pohlman  researched  unwanted  pregnancies  thor- 
oughly in  1967  and  he  ended  an  extensive  review  of  the  literature  in 
this  manner : 

There  is  a  contention  tliat  unwanted  conceptions  tend  to  have  undesirable 
effects.  The  direct  evidence  of  such  a  relationship  is  almost  completely  lacking, 
except  for  a  few  fragments  of  retrospective  evidence.  It  was  the  hope  of  this 
article 

This  is  Pohlman's  article: 
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To  find  some  convincing  systematic  research  evidence  and  to  give  some  idea 
of  the  amount  of  relationship  between  unwanted  conceptions  and  undesirable 
effects.  This  hope  has  been  disappointed. 

So  his  hope  was  disappointed  in  finding,  in  a  relationship  be- 
tween unwanted  conceptions  and  untoward  effects  in  a  child  to  be 
born  at  a  later  time. 

Now  it  is  important  to  realize  that  in  the  context  of  promoting 
abortions,  the  term  unwantedness  has  become  a  wastebasket  term 
applied  to  anything  and  everything  without  scientific  justification, 
and  I  think  the  abortion  strategy  is  rather  clear :  A  public  relations 
promotion  such  that  good  is  being  done  for  children  by  abortion. 
It  is  an  immensely  clever  technique,  and  I  think  somehow  our  while 
society  has  been  caught  up  with  it  and  has  accepted  it  without 
thinking:  A  public  relations  promotion  which  conveys  the  attitude 
that  we  are  sort  of  saving-a-child  by  destroying-a-child  much  like 
the  American  colonel  in  Vietnam  who  said  he  was  going  to  save  a 
village  by  destroying  it. 

I  think  you  have  to  remember  that  articles  written  justifying 
abortion— or  articles  written  about  abortion — usually  begin  with 
that  very  goal,  i.e.,  to  justify  it.  Because  almost  all  of  the  articles  are 
written  by  abortionists  themselves,  it  is  hard  to  get  unbiased  infor- 
mation from  them. 

Senator  Bayh.  Well,  doctor,  I  must  say,  I  do  not  know  what  arti- 
cles you  are  referring  to,  but  I  have  seen  many,  many  articles  against 
abortion.  There  has  been  no  lack  of  publicity  and  expressions  of 
concern  by  people  on  the  other  side  of  this  issue. 

Dr.  NiGRO.  What  I  just  said  is  I  think  most  of  the  abortion  litera- 
ture, especially  the  medical  and  psychiatric  literature,  is  written  by 
abortion  researchers  who  are  definitely  committed  to  the  abortion 
issue.  You  get  a  lot  of  unwarranted  conclusions  and  unjustified  con- 
clusions. They  are  typically  uncritical  of  themselves  about  what  they 
are  trying  to  say  concerning  abortion.  This  is  really  bad  that  they 
have  been  rather  unscientific,  I  think,  about  their  ownselves  in  trying 
to  justify  abortion. 

It  is  really  rather  bad.  I  will  give  you  an  example  of  one  if  you 
want,  something  I  got  into  a  year  or  so  ago.  There  was  an  article 
in  the  Journal  of  the  American  Medical  Association  which  was  en- 
titled. Is  Abortion  a  Therapeutic  Procedure  in  Psychiatry?  The 
conclusion  was  yes;  abortion  was  therapeutic. 

Well,  this  article  w\as  so  bad  scientifically,  and  I  have  had  some 
articles  turned  down  from  the  JAMA  not  related  to  abortion,  so  I 
know  how  rigid  they  usually  are  in  wanting  some  exact  scientific 
hard  evidence.  Why  they  printed  that  article  I  suspect,  has  more 
to  do  with  trying  to  promote  the  abortion  business  than  not. 

The  article  was  so  bad.  Senator,  that  I  filed  what  we  call  an  origi- 
nal controvers}'  in  the  structure  of  the  AMA.  I  filed  it  against  what 
I  thought  was  the  editorial  board  of  the  JAMA,  accusing  them  of 
incompetence — accusing  tliem  of  incompetence.  That  is  how  bad  the 
article  was.  That  I  could  do  it,  I  think,  is  testimony  in  itself  to  the 
rather  unscientific  nature  of  that  particular  article. 

Senator  Bath.  What  happened  to  your  complaint? 

Dr.  NiGRo.  Well,  I  filed  it  against  the  editorial  boaid  thinking 
that  there  was  an  editorial  board,  because  I  had  received  letters  from 
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editors  of  the  JAMA  saying  that  "the  board  has  decided,  the  board 
has  said  this  *  *  *." 

Well,  what  they  ended  up  doing  was,  denying  that  there  was  an 
editorial  board  ever  in  the  AMA  at  that  particular  time,  i.e.,  tliat 
it  had  never  been  administratively  set  up.  So  my  complamt  was 
sort  of,  well,  it  was  what?  Misfiled  or  something  like  that? 

Senator  Bayh.  Wlio  admits  the  article?  There  has  to  be  an  editor 
or  somebody. 

Dr.  NiGRO.  There  were  editors,  but  there  was  no  editorial  board 
officially  set  up  for  the  JAMA.  Well,  they  have  one  now.  They  set 
one  up  a  year  later,  after  I  filed  this. 

And  by  the  way,  I  might  tell  you  that  they  told  me  that  they 
were  not  going  to  process  my  complaint,  my  original  controversy, 
at  the  legal  office  of  the  AMA.  So  I  had  to  write  all  members  of  the 
judiciary  committee  of  the  American  Medical  Association,  who 
finally  reassured  me  that  at  the  next  AMA  convention  they  would 
look  at  my  complaint. 

So  the  abortion  literature— I  am  getting  off  the  subject  but  this 
is  a  good  example  of  the  abdication  of  science  by  scientists.  We  have 
heard  of  Watergate.  Abortion  is  medicine's  Watergate.  Abortion  is 
science's  Watergate. 

Let  me  try  to  get  back  to  what  I  was  talking  about:  Unwanted- 
ness  of  pregnancy  resulting  in  adverse  effects  for  the  future  child. 
These  studies  typically  do  not  hold  up,  particularly  if  you  look  at 
them  with  critical  scientific  assessment.  In  fact,  Dr.  Pohlman  in  1967 
said  that  unwantedness  as  a  scientific  issue  should  not  be  studied; 
it  does  not  hold  up.  The  evidence  is  generally  to  the  contrary  and  it 
is  going  to  be  too  difficult  to  really  demonstrate  anything  anyway. 

But  they  continue  using  this  issue  as  a  justification  for  abortion. 

Now  you  have  heard  about  Forsmann  and  Thuwe  just  a  few 
minutes  ago.  Forsmann  and  Thuwe  was  mentioned  by  the  previous 
witness.  But  in  that  article,  too,  the  conclusion  he  read  to  you  is 
reallv  not  justified  by  the  data.  Now  I  read  from  an  article  which 
was  published,  A  Scientific  Critique  of  Abortion  as  a  Medical  Pro- 
cedure. Abortion  people  hardly  ever  quote  this.  They  usually  ignore 
it.  But  in  this  article  I  wrote  this  about  Forsmann  and  Thuwe : 

Of  special  interest  because  it  is  not  included  in  Pohlman's  review  is  Fors- 
mann's  and  Thuwe's  study  of  120  children  born  after  the  mother's  request  for 
abortion  had  been  refused.  This  study  is  popular  with  abortion  proponents,  so 
much  so  that  it  has  tempted  many  to  misuse  it  in  a  most  unscientific  manner. 
These  120  children  were  followed  for  21  years  and  it  was  clear  that  they  had 
been  born  into  a  worse  situation,  with  greater  risks  of  social  and  mental 
handicaps  than  had  peer  controls.  Yet  the  outcome  was  far  from  a  disaster. 
No  significant  difference  was  found  between  subjects  and  controls  in  regard 
to  criminal  behavior,  drunken  misconduct,  educational  subnormality,  the 
number  taking  university  entrance  examinations,  the  number  who  entered 
the  university,  the  xitness  of  boys  for  military  service,  and  the  number  married 
before  age  21.  Furthermore,  all  comparisons  pale  before  the  overriding  fact 
that  48.3  percent,  also  half,  had  complete  freedom  from  defects  in  all  respects 
studied. 

And  I  closed  with. 

While  it  is  not  completely  clear  what  it  means  to  have  been  unwanted  but 
unaborted,  it  seems  at  least  to  mean  that  such  an  individual  has  about  a 
50-50  chance  of  turning  out  satisfactorily  despite  having  had  to  face  more 
than  the  usual  problems  of  growing  up. 
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I  would  like  to  ask  tliis  article  to  be  included.  I  would  encourage 
you  to  read  it. 

Senator  Bayh.  For  the  record,  may  I  ask  you,  since  we  are  com- 
paring or  criticizing  the  choice  of  the  sample  here  compared  to  the 
control  sample,  what  was  the  comparable  figure  of  48.3  percent  m 
the  other  samples . 

Dr.  NiGRO.  I  think  free  from  all  defects  *  *  *.  I  think  it  was  68 
percent  *  *  *  close  to  70  percent. 

The  major  emphasis  I  would  like  to  make  is  that  this  sort  of  thing 
is  really  hard  to  study  and  I  think  you  have  to  take  carefully  what 
the  advocates  of  abortion  have  to  say.  You  have  to  be  very  critical 
and  I  am  pleased  to  see  that  vou  have  been  critical.  I  think  you 
should  be  critical  with  the  whole  literature  on  this  issue,  particu- 
larly with  the  unwantedness  of  children.  That,  too,  deserves  a 
critical  look. 

My  point  is  that  imwantedness-of-pregnancy  concept  does  not  hold 
up  scientifically  as  a  justification  for  abortions.  An  unwanted- 
pregnancy  does' not  mean  an  unwanted-child.  Unwantedness  and  its 
imagined  effects  on  children  is  and  has  been  abortion  advocacy.  In 
no  way  is  it  child  advocacy.  1  think  you  can  call  abortion  anything 
but  do  not  call  it  "in  the  best  interests  of  the  child  to  be  aborted." 

Now  the  third  distinction  I  want  to  make  about  unwantedness  is 
what  I  call  the  "common-sense-way."  If  you  are  a  parent,  I  think 
you  have  to  ask  yourself:  Did  yoii  want  the  child?  Did  you  want 
your  children?  Then  I  think  you  have  to  ask  yourself:  "Did  you 
want  them  all  the  time?" 

I  think  the  answer  is  rather  clear  for  anyone  who  has  tried  to 
raise  children.  We  do  not  want  our  children  all  the  time.  Children 
are  children,  and  they  are  a  lot  of  work.  They  give  us  great  preasure 
intermittently,  but  we  also  get  fleeting,  maybe  not  so  fleeting,  feel- 
ings of  unwantedness  and  this  is  the  point.  It  is  an  attitude. 

Senator  Bayh.  It  is  fair  to  say  that  unwantedness  is  one  of  the 
certain  traits  that  are  exhibited  by  any  certain  child  at  any  point  in 
time.  I  do  not  know  whether  tliere  is  basic  unwantedness  just  because 
vou  want  to  wallop  the  tar  out  of  him. 

Dr.  NiGRO.  It  gets  confused.  It  is  a  difficult  issue  to  study,  for 
example. 

My  point  is  that  at  moments  we  do  not  want  them.  We  may  hit 
them  too  hard  during  those  times.  We  may  punish  them  or  we  may 
yell  at  them  too  much.  But  at  that  particular  time,  even  though  we 
are  saying  to  ourselves,  I  do  not  really  like  his  behavior  or  her  be- 
havior, what  we  are  really  saying  is,  t  do  not  want  the  kid  at  that 
particular  moment.  At  some  level  we  feel  this  way  about  them.  And 
I  think  wanting  your  children  is  sort  of  like  wanting  your  spouse. 
You  know,  it  just  cannot  be  done  all  the  time.  We  change  our  minds 
often  and  such  wanting  cannot  be  studied  very  well  either  in  terms 
of  how  we  feel  at  the  moment. 

The  point  is,  there  is  no  harm  in  not  wanting  openly,  overtly, 
unless  we  destroy  that  child  or  spouse  when  we  are  in  a  negative 
frame  of  mind.  In  this  sense  I  think  unwantedness  is  truly  meaning- 
less for  most  of  us  with  children,  just  as  unwantedness  was  gener- 
ally meaningless  for  most  of  us  born  between  1929,  the  time  of  the 
Depression,  and  1945,  unless,  of  course,  we  disrespect  our  children 
as  nonentities,  as  nonpersons,  as  little  creatures  without  rights. 
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Now  sometimes  we  do  that.  \\  e  disrespect  them  even  though  we 
want  them  most  of  the  time.  But  I  think  if  children's  rights  were 
defined  and  met,  then  they  would  typically  be  better  oli  and  ail 
right,  regardless  of  our  not  wanting  them  all  the  time. 

Now  the  final  distinction  I  want  to  make  about  the  ideas  ot  the 
effects  of  unwantedness  on  the  child  is  a  difficult  one  to  grasp,  i  am 
o-oing  to  try  to  get  it  across.  This  is  the  effect  on  the  child  ot  know- 
ing that  their  wantability  is  the  primary  thing  upon  which  tlieir  lite 
depends.  In  this  context  it  is  important  to  realize  that  children  are 
the  most  disenfranchised,  discriminated  group  ever.  Children  are 
cheap  in  the  eyes  of  the  law  and  have  always  been  cheap,  and  1 
think  they  are  even  more  cheap  today  than  in  the  days  of  Charles 
Dickens  when  half  died  and  half  were  slave  labor.  I  think  abortion 
renders  children  cheaper  than  anything.  I  do  not  feel  that  we  have 
child  advocacy  that  is  adequate.  For  example,  children  were  not 
entitled  to  legal  counsel  until  1967.  We  have  barely  200  beds  tor 
emotionally  disturbed  children  in  Ohio. 

SenatorBAYH.  If  you  will  excuse  me,  that  buzzer  that  went  ott 
means  I  have  about  5  minutes  to  get  over  to  the  floo,r  foir  a  vote. 

I  will  be  right  back,  if  you  just  sort  of  stretch  for  a  moment. 

[A  brief  recess  was  taken.] 

Senator  Bayh.  We  will  reconvene.  . 

Doctor,  may  I  apologize.  We  had  two  votes  instead  of  one  and  it 
took  longer  than  I  thought. 

Doctor  NiGRO.  I  was  about  to  make  the  final  distinction  on  that 
"unwantedness"  thing.  It  had  to  do  with  the  concept  of  unwanted- 
ness and  wantability  on  the  child. 

Wliat  does  it  mean  to  the  child  to  know  that  wantability  is  the 
primary  thing  upon  which  his  own  life  depends  ?  We  cannot  forget 
the  status  of  children  in  our  society  today  in  terms  of  being  disen- 
franchised, and  I  think  discriminated  against.  I  think  abortion  really 
renders  children  cheaper  than  they  have  ever  been  before.  I  do  not 
think  that  there  is  adequate  child  adovacy.  It  is  amazing  that  chil- 
dren were  not  entitled  to  legal  counsel  until  1967.  In  Ohio,  we  have 
just  a  little  over  200  hospital  beds  for  emotionally  disturbed  children. 
The  Society  for  the  Prevention  of  Cruelty  to  Animals  was  formed 
before  the  "Society  for  the  Prevention  of  Cruelty  to  Children.  I  be- 
lieve that  children  were  only  freed  from  what  I  call  slavery  by  the 
child  labor  laws  early  this  century. 

In  February,  1969,  the  Supreme  Court  said,  in  effect,  or  had  to 
state  that  high  school  students  were  persons,  and  I  think  that  the 
Supreme  Court  had  to  state  that  is  testimony  to  the  horrible  status  of 
children  in  our  societv.  But  children's  knowledge  of  their  nothing 
status  is  mentally  harmful  to  them.  Children's  knowledge  of  their 
needing  to  be  wanted  by  someone  else  can  be  devastating  and  often  is. 

I  think  evidence  of  this  is  gathered  from  what  we  know  about 
children's  reactions  to  their  mothers'  spontaneous  abortions  or  what 
we  call  miscarriages.  In  reaction  to  their  mothers'  miscarriages,  one 
finds  in  children  the  following:  severe  anxiety  attacks,  nightmares, 
an  upsurge  of  aggressiveness,  stuttering,  running  away,  death  pho- 
bias, strongly  revived  separation  anxiety,  sudden  outbursts  of  fear 
and  hatred  of  the  mother,  depression,  and  suicide  attempts. 
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Children  do  react  to  mothers'  miscarriages.  How  much  more  are 
thev  ^oing  to  react  to  the  concept  of  abortion  ?  And  I  think  the 
younger  the  child— within  certain  limitations— the  more  frightening 
and  untrusting  and  the  more  anxious  they  become.  I  challenge  any- 
body who  want  to  test  this  to  do  so.  to  take  a  group  of  children  to 
a  health  museum  and  show  them  pregnancy  and  the  development 
of  the  unborn  child.  Often,  that  in  itself  creates  anxiety  in  younger 
children,  particularly,  if  thev  have  genuine  unborn  children  floating 
in  formaldehyde.  Biit  then,  after  you  have  taken  them  to  the  museum 
and  shown  them  the  unborn  child's  development,  tell  them  a  little 
bit  about  abortion  and  see  what  they  feel  about  it.  Then  you  also 
may  gauge  the  detrimental  effects  of  not  unwantedness  but  merely  the 
idea  of  abortion-on-the-basis-of-unwantedness  on  the  mental  health  of 

a  child  already  born. 

My  point  is  that  the  entire  unwantedness-wantedness  status  ot 
children  is  in  and  of  itself  detrimental  to  children  because  it  empha- 
sizes their  nonentitv  status,  and  they  realize  their  vulnerability.  It  is 
this  wav  that  unwantedness  has  adverse  effects  because  we  have  al- 
lowed unwantedness  to  determine  another  human  being's  personhood, 
our  children's  personhood.  and  they  know  it  and  it  is  damaging  to 
their  basic  trust  in  their  parents  and  in  humanity. 

Before  I  close  I  want  to  just  go  over  the  four  points  I  made : 

First:  was  unwantedness  in  reference  to  the  child-after-being-born. 
It  is  detrimental  when  adults  disrespect  a  child's  humanness  and  a 
child's  personness.  It  is  only  at  that  times  when  an  adult  acts  on  the 
fact  that  a  child  has  no  rights,  that  unwantedness-of-a-child-already 
born  gets  out  of  hand.  It  is  not  the  unwantedness  that  is  really 
troubling,  but  it  is  the  fact  that  the  child  has  no  rights  that  adults 
are  expected  to  meet. 

Second:  I  pointed  out  that  unwantedness-of -pregnancy  does  not 
necessarily  mean  unwantedness-of-a-child-already  born.  It  most  often 
does  not  mean  such.  Studies  are  to  the  contrary  and  most  people  will 
spontaneously  do  what  they  think  is  right  for  a  child.  I  think  they 
would  do  it  all  the  more  so  if  children  had  rights  defined  by  society 
to  help  adults  know  what  is  expected  of  them  in  dealing  with  a  child 
for  the  child's  well-being. 

Third:  I  mentioned  the  universal  unwantedness  we  all  have  to- 
ward our  children,  and  it  is  truly  impossible  to  want  anybody,  in- 
cluding any  child,  all  the  time,  ilnwantedness  is  an  attitude  which 
changes  and  it  is  obvious  that  it  changes  and  has  always  changed 
in  terms  of  wanting  pregnancies.  In  this  sense,  it  is  very  clear  that 
unwantedness  of  a  child  is  generally  irrelevant.  In  essence,  unwanted- 
ness is  abortion  rhetoric  taken  seriously  by  child  care  specialists  who 
ought  to  know  better. 

Fourth :  I  have  pointed  out  the  effects  of  the  very  concept  of  want- 
ability  and  abortion  on  a  child  and  the  child's  emotional  well-being. 

It  is  hard  to  have  the  basic  trust  necessary  to  be  a  healthy,  emo- 
tionally stable  child  if  you  know  that  you  have  to  be  wanted  by 
somebody  in  order  to  exist:  What  a  terribly  precarious  status,  i.e.  to 
have  to  be  "wanted"  in  order  to  be. 

Those  are  the  four  points  I  want  to  leave.  I  would  make  briefly  the 
following  statements.  Unwantedness  on  behalf  of  children  is  really 
abortion  axivocacy.  Unwantedness  in  reference  to  abortion  is  adult 
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advocacy  in  the  guise  of  child  advocacy.  Neither  "abortion"  nor 
"wantability"  are  child  advocacy.  . 

I  think  if  we  talk  about  children  and  wanting  a  child-oriented 
society,  then  the  judiciary  and  legislature  have  to  address  themselves 
to  the  personness  of  children.  Personness  means  you  are  a  legal  entity 
in  and  of  yourself.  Certainly,  a  child's  personness  cannot  involve  the 
same  rights  as  a  grown,  mature  person,  but  they  can  acquire  rights 
and  responsibilities  limitedly  defined  that  they  can  be  legal  entities 
in  and  of  themselves.  I  think  this  is  important  to  realize,  that  if 
you  are  a  person  then  you  have  some  rights  whether  you  are  wanted 
or  not,  whether  you  were  desired  or  not,  whether  you  were  healthy 
or  not,  whether  you  are  black  or  white,  Catholic,  Jewish  or  what 
have  you.  For  one's  own  personal  well-being  to  be  dependent  upon 
being  wanted  by  someone  else,  is  to  be  a  nonentity,  as  the  American 
Indians  and  th  American  blacks  were  in  the  19th  century,  and  as  the 
Jews  were  in  the  20th  century  in  Nazi  Germany  and  as  millions  of 
children  are  in  what  I  have  come  to  call  "Gulag  America.;'  Children 
need  to  be  persons  in  and  of  themselves  with  their  own  rights. 

In  closing,  let  me  make  clear  that  if  you  want  to  be  an  advocate 
of  children's  well-being,  then  you  have  to  address  the  issue  of  "per- 
sonness of  children,"  and  I  think  personness  of  children  must  be  de- 
fined from  the  moment  of  conception,  because  that  moment  is  the 
universal  moment  of  life  for  each  human  being. 

All  rights  must  be  superimposed  upon  the  right  to  life.  It  is  in 
such  personness  that  children's  rights  will  accrue  to  the  child.  Once 
children  get  reasonable  rights,  then  I  think  children's  mental  health 
will  be  more  insured  than  by  destroying  the  child  through  abortion. 

To  this  end,  I  would  like  to  make  part  of  the  presentation  the 
declaration  of  children's  rights  and  responsibilities  for  your  perusal. 
By  no  means  do  I  pretend  to  have  the  answer,  but  I  think  we  have  to 
think  along  these  lines  and  we  have  to  convey  these  attitudes  to 
adults. 

We  often  do  what  we  are  expected  to  do,  and  when  you  think  in 
terms  of  women  being  treated  equally  and  you  pass  laws  to  this 
effect,  then  we  begin  to  expect  ourselves  to  treat  women  equally  and 
we  do  so.  When  you  pass  laws  legislating  the  personness  of  children 
and  how  they  are  expected  to  be  treated,  we  will  begin  to  do  so  like- 
wise. 

In  addition  to  this  declaration  of  rights  and  responsibilities  de- 
fining the  personness  of  children,  which  I  tentatively  proposed — I 
have  copies  of  some  other  material  which  is  related  one  way  or 
another  to  the  abortion  issue.  Finally,  I  have  to  ask  the  Senator  to 
please  think  about  the  constitutional  amendment.  I  think,  too,  the 
American  people  deserve  the  right  to  work  on  this  issue,  just  as  we 
are  working  on  the  Equal  Rights  Amendment  issue.  It  will  be  years 
before  we  can  really  get  the  constitutional  amendment  implemented. 
I  think  the  Supreme  Court  has  taken  this  issue  away  from  the  Ameri- 
can people. 

I  would  hope  the  Senate  and  judiciary  would  give  it  back  to  the 
American  people,  and  let  us  work  to  try  to  answer  questions. 

Senator  Bath.  Thank  you.  Doctor. 

Which  of  the  two  amendments  do  you  prefer  to  support,  the 
Helms  amendment  or  the  Buckley  amendment? 
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Dr   NiGRO   Well,  I  am  going  to  have  to  defer  to  the  people  who 

know  best  what  the  proper  wording  is.  I  ^^^^1^  .^"^^?f,  ^f -r^.'^^k 
o-et  involved  in  the  legal,  in  the  semantic  gymnastics  of  that,  i  think 
Sur  posture  has  to  be  that:  Life  is  not  when  one's  life  begins,  but 
life  has  begun  and  society  has  to  respect  it.  We  have  to  convey  a 
Inspect  for  life.  Our  society  will  be  better  off  if  we  do  so.  Whichever 
amendment  people  more  versed  m  constitutional  law  would  teel  we 
would  be  better  off  with,  I  would  certainly  go  along  with. 

The  moment  of  conception  just  strikes  me  as  being  the  proper  de- 
scription of  this,  but  then  again,  I  do  not  know.  I  think  the  Ameri- 
can people  would  like  to  iron  this  out  as  we  are  the  ERA.  (aive  us 
the  constitutional  amendment.  It  will  be  years.  Now,  no  one  is  going 
to  stop  abortions  tomorrow.  There  will  be  time  for  the  other  side  to 
work  on  alternatives,  to  work  on  doing  something  for  the  circum- 
stances that  surrond  them,  the  circumstances  that  are  so  bad  that  a 
child  cannot  be  allowed  to  exist. 

We  have  to  address  ourselves  to  improving  society,  to  improving 
our  society.  There  will  be  time  to  work  on  the  alternatives.  We  know 
where  they  stand.  They  are  doing  abortions  right  and  left  and  they 
will  continue  to  do  them  even  if  you  give  us  that  amendment. 

We  have  a  lot  of  work  to  do,  just  like  the  ERA. 

Senator  Bayh.  I  understand  you  have  to  catch  a  plane,  so  1  will 
let  you  go.  I  am  sorry  for  the  interruption.  It  may  be  a  bad  con- 
fession but  I  am  not  running  the  show  here,  and  even  if  I  were,  I 
am  not  sure  that  I  could  have  done  better. 

We  appreciate  your  patience  as  well  as  the  contribution  you  have 

made  for  the  record.  •    j-   -j 

I  must  say  I  share  your  deep  concern  for  the  individual,  to  try 
to  protect  tiie  rights  of  children.  Some  of  the  horror  stories  and 
not-so-horrible  stories  of  abuse  to  children  is  inexcusable,  and  I  want 
to  read  your  proposal  there,  as  far  as  a  bill  of  rights  of  children. 

Dr.  NiGRO.  I  hope  you  will  also  take  a  look  at  this  scientific  critique 
of  abortion's  medical  procedure. 

Senator  Bayh.  Yes;  we  will. 

Dr.  NiGRo.  Thank  you,  sir. 

Senator  Bayh.  Thank  you,  Doctor. 
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Iveryone  is  entitled  to  the  philosophical  orientation  of  his  choice,  but  those 
who  advocate  a  technique  as  a  medical  procedure  should  provide  a  rationale 
documented  by  scientific  evidence  that  goes  beyond  clinical  impressions  or 
philosophical  preferences.  In  the  absence  of  such  scientific  evidence,  the 
technique  as  a  medical  procedure  must  be  regarded  as  unethical,  in  accordance 
with  Sections  2  and  3  of  the  Principles  of  Medical  Ethics  of  the  American  Medical 
Association/"  That  is,  all  methods  of  healing  should  be  founded  on  a  scientific 
basis  with  clinical  investigation  limited  to  a  systematic,  competently  designed 
research  program  producing  valid  and  significant  data. 

To  argue  that  abortion,  or  any  technique  for  that  rhatter,  is  a  person's  right 
begs  the  scientific  question  since  this  is  really  no  more  than  an  assertion  of 
one's  philosophy  or  emotional  bent.  Any  medical  technique  is  a  right  if  it  is 
indicated  in  accordance  with  scientifically  sound  medicine.  If  abortion  is  to  be 
defended  as  a  medical  procedure,  its  value  must  be  scientifically  demonstrated 

Most  articles  opposing  abortion  as  a  medical  procedure  are  in  fact  philo- 
sophical discussions  of  the  nature  of  the  fetus  and  the  time  when  life  begins. 
Most  articles  supporting  abortion  as  a  medical  procedure  are  pseudoscientific 
disquisitions  about  indications,  benefits  and  absence  of  complications,  pseudo- 
scientific  chiefly  because  scientific  criticism  is  not  applied.  This  present  article 
opposes  abortion  by  applying  scientific  criticism  to  many  studies  on  which  the 
abortion  movement  relies.  This  will  not  be  a  complete  review  of  the  abortion 
literature,  but  the  criticisms  offered  may  be  universally  applicable.  Philosophical 
issues  will  be  avoided,  but  they  cannot  be  ignored  completely  because  they 
are  the  reason  for  the  emotional  skew  of  abortion  studies. 

THE  EMOTIONAL  SKEW 

This  is  evident  in  two  ways:  the  need  to  call  abortion  "therapeutic"  and  the 
need  to  deny  complications. 
Barlemeier^  has  been  very  direct  about  the  word  therapeutic: 
". . .  the  term  iherapeutic  abortion'  is  a  misnomer;  it  appears  to  have  been 
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devised  to  circumvent  the  laws  of  the  states.  No  carefully  conducted  clinical 
investigations  have  demonstrated  the  therapeutic  value  of  these  surgically 
induced  procedures." 
Even  abortion  proponents  wil!  occasionally  confirm  this:'^ 
"This  phrase  [therapeutic  abortion]  compounds  the  ethical  confusion  and 
intellectual  dishonesty  which  are  characteristic  of  popular  and  professional 
attitudes  and  notions  about  abortion.  Obviously  abortion  is  hot  a  treatment 
for  anything  unless  pregnancy  Is  considered  a  disease,  and  if  H  were  that, 
it  is  the  only  disease  which  is  100  per  cent  curable  by  abortion  or  delivery 

at  term."  ^       .u 

Therapeutic  efficacy  for  abortion  was  claimed  by  Ford  et  al.'^  in  a  study  with 
such  elementary  deficiencies  that  the  competence  of  the  editorial  board  of 
JAMA,  ultimately  responsible  for  its  publication,  was  in  question  before  the 
judicial  council  of  the  American  tvledical  Association. 

THE  LIST  OF  COMPLICATlbNii 

This  tendency  to  claim  therapeutic  value  may  indicate  that  unconscious  mental 
processes  or  conscious  philosophical  issues  are  influencing  those  studying 
abortion  to  justify  it  by  abusing  the  scientific  method.  In  addition,  these  same 
mental  processes  that  find  therapeutic  value  may  also  be  influencing  abortion 
proponents  to  underestimate  the  complications.  Nevertheless,  the  list  of  known 
complications  has  grown  quite  long.  The  socialist  countries  of  Central  and 
Eastern  Europe,  which  permit  abortion,  stress  the  necessity  of  warning  the 
pregnant  woman  about  the  grave  risks  of  abortion,  and  in  some  instances 
anti-abortion  efforts  have  even  required  government  sponsorship.^ 

Even  in  Western  countries,  the  evidence  is  growing  concerning  the  adverse 
medical  and  surgical  consequences  of  induced  abortions.  Stallworthy,  Mool- 
gaoker  and  Walsh^*  detail  the  complications  of  over  1 ,000  abortions  in  a  teaching 
hospital  in  England.  They  state  clearly  that  abortion  as  a  surgical  procedure 
is  neither  simple  nor  safe  even  when  performed  in  the  early  weeks. 

In  summary,  it  is  important  to  remember  that  an  underlying  emotional  skew 
exists  among  those  studying  abortion.  Because  most  studies  are  done  by 
abortion  proponents,  this  emotional  skew  pauses  the  studies  on  the  therapeutic 
value  to  be  highly  suspect.  Thus,  good  scientific  methodology  is  needed  to  offset 
the  emotional  skew  that  makes  claims  of  therapeutic  value  where  none  exists 
and  understates  morbidity,  conclusions  which  are  contradicted  by  counter-abor- 
tion efforts  and  trends  in  the  more  experienced  countries. 


ABORTION  STUDIES  AND 
SCIENTIFIC  METHODOLOGY 


Proponents  may 

underestimate 

complications 


As  of  this  writing,  two  generalizations  are  justified;  first,  abortion  studies  are 
generally  deficient  in  research  design,  sampling  techniques  and  methods  of 
evaluation  Second,  abortion  data  is  inadequate  for  meaningful  statistical  analysis 
both  in  terms  of  efficacy  and  adverse  consequences.  Simon  and  Senturia" 
described  these  deficiencies  in  the  28  major  abortion  studies  conducted  prior 
to  1965,  all  of  which  were  found  repeatedly  to  suffer  from  situational  research 
problems  that  rendered  inconclusive  the  data  about  the  effects  of  induced 

abortions.  r>  „  « 

Little  has  changed    One  recent  example  Is  a  study  by  Meyerowitz,  batlott 
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and  Romano  '*  Its  faults  are  several  and  basic   The  major  defect  is  obvious 
from  their  statement: 

". . .  most  of  our  information  is  not  primarily  derived  from  direct  contact 
with  the  patient.  However,  our  own  experience  and  the  reports  of  others 
suggest  a  poor  yield  when  patients  are  contacted  directly  for  a  follow-up 
interview  or  for  completion  of  a  questionnaire." 

The  follow-up  information  for  this  study  w^as  therefore  obtained  primarily  from 
the  patients'  physicians,  such  second-hand  information  suggesting  that  these 
authors  regard  hearsay  as  a  basis  for  valid  follow-up.  They  try  to  offset  this 
by  stating  that  they  "were  impressed  throughout  by  the  magnitude  and  detail 
of  the  information  obtainable  from  physicians  who  have  followed  some  of  these 
patients  for  years  since  the  unwanted  pregnancy."  One's  scientific  curiosity  is 
prompted  to  ask  what  sort  of  problems  brought  these  patients  into  such  unusually 
close  contact  with  their  doctors  and  what  the  psychological  components  were 
of  those  relationships  Ignonng  these  questions  makes  superficiality  to  be  a  basic 
deficiency  of  this  study 

Another  factor  worthy  of  note  is  the  lack  of  reflection  of  what  is  implied  by 
the  admitted  poor  yield  for  follow-up  studies  Cne  obvious  conclusion  is  that 
many  women  do  not  want  to  talk  about  this  supposedly  beneficial,  emotionally 
stabilizing  surgical  procedure  This  resistance  to  talking  about  it  suggests  a  large 
amount  of  psychic  energy  may  be  tied  up  in  repressing,  suppressing  or  working 
through  this  procedure.  Such  energy  would  then  be  unavailable  for  more  ego- 
syntonic  or  constructive  activity. 

Finally,  almost  one-third  of  the  study's  aborted  women  were  lost  to  follow-up, 
contrasted  to  only  nine  per  cent  lost  to  follow-up  of  those  women  who  were 
refused  abortion  and  carried  to  term  It  would  appear  fair  to  conclude  that  the 
^-■completeness  of  the  data  on  those  aborted  and  the  hearsay  nature  of  the 

.ormation  obtained  both  undermine  the  scientific  credibility  of  this  study 

Studies  which  purport  to  show  the  absence  of  adverse  psychological  reactions 
in  patients  who  obtain  legal  abortions  are  superficial  and  nonob)ective,  regard- 
less of  claims  to  the  contrary  For  example,  Osofsky  and  Osofsky's^"  immediate 
postabortion  data  is  obtained  by  an  interviewer  who  is  supposed  to  provide 
the  aborted  woman  with  emotional  support  as  well  as  determine  mood  and, 
among  other  things,  quantify  "smiling."  To  provide  support  and  be  an  objective 
observer  may  not  be  irreconcilable  tasks,  but  it  would  appear  obvious  mat  only 
a  double-blind  survey  could  avoid  the  methodological  objections  that  the  inter- 
viewer or  observer  was  instrumental  in  arranging  the  abortion  or  providing 
emotional  support  after  it,  was  asking  leading  questions  or  was  conveying 
subliminal  cues  to  desired  responses. 

Studies  which  claim  therapeutic  value  are  typified  by  Ford  et  al  '^  wherein, 
among  other  deficiencies,  a  woman  who  had  a  spontaneous  abortion  was 
included  in  the  detailed  analysis  of  women  who  had  induced  abortions.  The 
greatest  deficiency  of  all  in  these  studies  which  claim  therapeutic  value  is  the 
probability  that  any  therapeutic  value  of  abortion  is  due  to  a  humane  interactional 
encounter  with  other  people,  rather  than  to  the  actual  abortion  procedure. 


Some  authors 
regard  hearsay  as 
valid  follow-up 


One  interviewer 
tries  to  quantify 
"smiling" 


THE  INDICATIONS  FOR  ABORTION 

.lost  abortion  proponents  (at  least  those  not  involved  in  public  efforts  to 
promote  their  cause)  admit  that  elective  removal  of  the  fetus  is  without  psychiatric 
or  medical  lustification   The  fetus  has  not  been  shown  to  be  a  direct  cause 
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Unwillingness  is 

not  easily 

measured  variable 


of  any  emotional  disorder,  and  present  medical  capabilities  make  almost  all 
pregnancies  safe.  Even  Sloane,**  a  proponent  of  abortion,  has  candidly  clarified 
the  question  of  indications  for  abortion: 

"There  are  no  clear-cut  psychiatric  indications  for  therapeutic  abortion. 
The  risk  of  precipitation  or  exacerbation  of  an  existing  psychosis  Is  small 
and  unpredictable,  and  suicide  is  rare  . . .  There  Is  no  medical  Indication 
for  a  termination  of  a  new  pregnancy.  . . ." 

Recognizing  that  there  is  no  scientific  basis  for  abortion  on  psychiatric  or 
medical  grounds,  he,  like  many  others,  would  justify  abortion  on  what  he  calls 
a  key  issue  of  unwillingness  to  continue  the  pregnancy.  Scientifically,  "unwill- 
ingness" is  neither  a  diagnosis  nor  an  easily  measured  variable;  it  has  not  been 
studied,  but  efforts  have  produced  studies  on  "unwantedness,"  which  perhaps 
is  close  enough. 

UNWANTEDNESS 

It  is  amply  documented  that  parental  attitudes  such  as  unwantedness  can 
affect  a  child;*-'^'*^  but  postpartum  parental  attitudes  cannot  be  predicted  in 
the  prepartum  interval.  Assessing  genuine  attitudes  is  difficult  in  the  first  place, 
and  what  these  attitudes  actually  mean  in  terms  of  actions  and  outcome  is 
something  else  again. 

Ferreira'o  found  evidence  of  newborn  babies'  deviancy  in  the  nursery  correlat- 
ing with  their  mothers  having  obtained  high  prepartum  scores  on  a  Fear-of-Hav- 
ing-a-Baby  Scale  but  not  on  a  Rejection-of-Pregnancy  Scale.  He  also  found  no 
relationship  between  unplanned  pregnancies  and  newborn  deviant  behavior;  in 
fact,  there  were  more  deviant  babies  of  mothers  who  had  planned  their  pre 
nancy  than  of  those  who  had  not.  Zemlick  and  Watson^*  conclusively  demo, 
strated  a  spontaneous  change  from  prepartum  rejection  to  postpartum  accept- 
ance of  their  children  by  a  group  of  mothers. 


THE  DIFFICULTY  OF  ANALYSIS 

Pregnant  women,  new  mothers  and  newborn  infants  are  in  short  puzzles  which 
tend  to  defy  hard  scientific  analysis.  However,  efforts  have  been  made  to  study 
unwantedness.  Proponents  of  abortion  typically  ignore  these  studies  even  though 
they  use  unwantedness  as  a  crucial  indication  for  abortion,  and  they  have  made 
many  unwarranted  and  unjustified  statements  about  the  conjectured  but  un- 
documented adverse  effects  of  an  unwanted  pregnancy  on  mother  and  child. 
The  evidence  is  rather  to  the  contrary. 

An.  excerpt  from  the  summary  of  Pohlman's*^  review  of  the  literature  on  the 
effects  of  unwanted  conceptions  will  clarify  the  situation: 

'There  Is  a  contention  that  unwanted  conceptions  tend  to  have  undeslr* 
able  effects  ...  the  direct  evidence  of  such  a  relationship  Is  almost  com- 
pletely lacking,  except  for  a  few  fragments  of  retrospective  evidence.  . . . 
it  was  the  hope  of  this  article  to  find  more  convincing  systematic  research 
evidence  and  to  give  some  Idea  of  the  amount  of  rsiationship  between 
unwanted  conception  and  undesirable  effects.  This  hope  has  been  dls» 
pointed." 

Of  especial  interest  because  it  is  not  included  in  Pohlman's  review  is  Forssman 
and  Thuwe's'^  study  of  120  children  born  after  the  mothers'  requests  for  abortion 
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had  been  refused.  This  study  is  popular  with  abortion  proponents,  so  much 
so  that  it  has  tempted  many  to  misuse  it  in  a  most  unscientific  manner  These 
120  children  were  followed  for  21  years,  and  it  was  clear  that  they  had  been 
born  into  a  worse  situation,  with  greater  risks  of  social  and  mental  handicaps, 
than  had  peer  controls.  Yet  the  outcome  was  far  from  a  disaster.  No  significant 
difference  was  found  between  subjects  and  controls  in  regard  to  criminal 
behavior,  drunken  misconduct,  educational  subnormality,  the  number  taking 
university  entrance  examinations,  the  number  who  entered  the  university,  the 
fitness  of  the  boys  for  military  service  and  the  number  married  before  age  21. 
Overall,  the  subject  group  had  a  lesser  number  of  individuals  who  were  free 
from  all  the  defects  studied,  but  this  difference  was  not  significant  if  the  subjects 
were  raised  by  their  real  parents  until  age  15.  All  comparisons,  however,  pale 
before  the  overriding  fact  that  48  3  per  cent,  almost  half,  of  the  subject  group 
had  complete  "freedom  from  defects  in  all  respects  studied."  While  it  is  not 
entirely  clear  what  it  means  to  have  been  "unwanted  but  unaborted,"  it  seems 
at  least  to  mean  that  such  an  individual  has  an  almost  fifty-fifty  chance  of  turning 
out  satisfactorily  despite  having  had  to  face  mort  than  the  usual  problems  in 
growing  up. 

How  does  one  account  for  "unwantedness  of  pregnancy"  being  unrelated 
to  later  adverse  problems?  This  may  be  explained  by  the  remarkable  finding 
of  Klaus  et  al.'^  that  a  sensitive  period  exists  in  human  mothers  shortly  after 
delivery  of  full-term  infants,  and  contacts  between  mothers  and  offspring  during 
this  period  greatly  foster  the  development  of  adequate  mother-offspring  interac- 
tion. The  researchers  found  that  affectional  bonding  between  mother  and  child 
was  greatly  enhanced  by  nothing  more  than  exposure  of  the  mother  to  her  child 
'-  -  one  hour  in  the  first  three  hours  after  birth  and  also  for  five  extra  hours  each 
rnoon  of  the  three  days  following  delivery.  The  standardization  of  this  early 
exposure  as  routine  policy  for  hospitals  may  have  profound  mental  health-foster- 
ing effects  and  make  the  concept  of  unwantedness  of  pregnancy  more  irrelevant 
than  it  has  already  been  shown  to  be. 

In  summary,  "unwantedness  of  pregnancy"  is  a  condition  with  unknown 
implications  for  the  future  outcome  of  an  unborn  child  and  the  mother;  it  does 
not  carry  automatic  adverse  consequences,  and  it  does  not  require  surgery  to 
be  changed.  Unwantedness  is  a  symptom  that  rises  from  problems  in  the  society 
and  in  the  parents. 


Study  followed  120 
unwanted  children 
for  21  years 


"Unwantedness"  is 
symptom  of  parents' 
society's  probliems 


THE  REAL  PROBLEM 

Why  does  a  woman  not  want  her  child?  Helper  et  al  ^*  have  studied  the 
acceptance  of  pregnancy  and  life  events,  and  found  that  a  woman  has  the 
greatest  difficulty  in  accepting  a  pregnancy  when  she  faces  circumstances  that 
represent  a  major  rejection  of  the  pregnancy  by  society  as  a  whole  or  by  the 
father  of  the  child.  These  observations  seem  to  be  confirmed  by  contemporary 
circumstances. 

First,  society  as  a  whole  is  creating  unwantedness  in  pregnancies  by  the 
newest  psychosocial  disease,  population  hysteria.  This  refers  to  the  emotionality 
'   ^  emotional  conclusions  that  accompany  populatioa  statistics  and  figures. 
,  a  disease  for  a  number  of  reasons: 

•  It  can  be  studied  in  the  same  manner  as  any  other  well-defined  social 
attitude  c-  qnti-life  syp^''ome  (polio,  paranoid  schizophrenia  or  prejudice). 

continued 
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Population  problems 

are  as  old  as 

recorded  history 


Retraining  fathers 

appears  crucial  in 

unwanted  pregnancy 


•  It  has  certain  noxious  stimuli*  ttiat  can  be  identifiable  as  etiological  factors. 

•  It  has  a  primary  symptom  of  misanthropy,  which  is  a  psychological  tetrad 
of  human  antipathy,  resistance  to  unforeseen  change,  pessimistic  preoccupation 
with  present  technological  difficulties  and  an  inability  to  trust  life  ^-^s  Such 
misanthropy  enables  the  mental  detachment  nei^essary  to  dehumanize  people 
by  enumerating  them  as  if  they  were  nonpersons  in  much  the  same  manner 
as  the  military  analysts  estimate  nuclear  war  casualties 

•  It  IS  mediated  by  the  central  nervous  system's  ability  to  respond  by  external 
social  rejection  as  well  as  by  internal  biological  anxiety 

•  Its  pathogenesis  involves  environment  and  object  relationships  with  people 
Population  hysteria  makes  people  forget  that  the  world  has  had  population 

problems  as  far  back  as  history  lecords;  that  population  has  always  outrun  the 
technological  means  to  provide  for  it;  and  that  the  eventual  solutions  of  major 
problems  have  almost  always  been  unforeseeable  for  any  given  generation.  But 
as  a  psychosocial  disease,  it  :s  new  and  appears  to  have  afflicted  many  persons: 
scientists,  physicians  and  parents  Its  main  symptom,  misanthropy,  is  a  cause 
of  pregnancies  being  unwanted  and  probably  has  something  to  do  with  the 
willingness  of  physicians  to  perform  abortions 

The  second  external  circumstance'^  is  less  characteristically  contemporary 
but  more  accessible  to  direct  intervention  This  is  the  father's  rejection  of  his 
unborn  child.  Certainly  no  remedy  will  be  found  for  the  father  who  causes  both 
the  pregnancy  and  the  unwantedness  unless  efforts  are  made  to  promote 
paternal  behavior  as  a  way  of  life  for  men  in  society 

Evidence  is  growing  that  failures  in  fathering  play  a  critical  role  in  psychosocial 
problems.  For  example.  Signer^  notes  that  the  father's  absence  (relative  or 
absolute)  produces  behavior  problems  and  has  deleterious  effects  on  intellectual 
and  personality  development.  Even  when  the  father  is  present,  paternal  behav 
has  qualitative  importance.  O'Neal  et  al  '^  demonstrate  how  a  picture  of  a 
generalized  antisocial  behavior  in  the  father  was  related  to  sociopathic  person- 
ality in  the  child. 

In  general,  data  on  fathering  is  somewhat  more  firm  than  data  on  unwan- 
tedness, and  helping  fathers  by  paternal  training  seems  a  constructive  course. 
Finding  men  for  whom  paternal  training  is  warranted  (for  the  benefit  of  them- 
selves, their  partners  and  their  children)  would  appear  relatively  simple:  find 
the  unwanted  pregnancies.  Efforts  to  retrain  a  father  appear  at  least  on  the 
surface  to  be  crucial  in  solving  the  fundamental  problems  that  underlie  an 
unwanted  pregnancy. 

When  both  society  and  the  father  reject  a  pregnancy,  it  is  little  wonder  that 
the  potential  mother  finds  it  hard  not  to  join  in  the  general  negativism,  especially 
when  her  physician  knows  of  no  alternative  to  abortion. 


ALTERNATIVES  TO  ABORTION 

The  physician  rarely  considers  the  alternatives  to  abortion  when  he  acquiesces 
in  the  gross  manipulation  of  himself  that  usually  underlies  such  statements  as, 
"If  I  don't  have  an  abortion,  I  will  kill  myself."  This  sort  of  situation,  in  fact,  is 
probably  detrimental  to  the  physician,  besides  being  antitherapeutic  for  th° 
patient,  since  to  be  consciously  a  party  to  a  patient's  manipulation  represei 
the  worst  sort  of  doctor-patient  interaction  What  if  someone  asked  for  penicillin, 
a  new  car  or  a  mammoplasty  in  the  same  way,  and  the  physician  went  along 
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with  it?  It  is  not  surprising  when  this  pauent  later  denies  problems  to  the  physician 
and  perhaps  refuses  to  return.  In  such  cases,  the  manipulabie  physician  has 
Simply  lost  his  patient's  confidence. 

MANIPULATIVE  EXCLAMATIONS  AND  UNDERLYING  PROBLEMS 

To  find  alternatives  to  abortion,  physicians  must  look  past  manipulative  ex- 
clamations and  depressive  histrionics;  more  importantly,  they  must  look  beyond 
unwantedness  to  its  causes  The  fact  that  a  pregnancy  is  unwanted  is  a  symptom 
of  underlying  problems  that  deserve  attention.  The  average  physician,  however, 
is  ill  equipped,  both  in  training  and  time,  to  delve  into  the  underlying  causes 
of  unwantedness.  Misanthropy  numbs  the  senses,  making  it  difficult  to  say  "no" 
to  an  abortion  request  or  to  communicate  positive  feelings  about  pregnancy 
and  help  the  expectant  woman  understand  why  she  does  not  want  her  child. 
Finally,  the  provision  of  suggestions  for  remedy  and  the  enlistment  of  support 
from  society^'  become  time-consuming  chores  for  the  busy  physician. 

Nevertheless,  these  broad  therapeutic  measures  are  feasible  Gordon  and 
Gordon'*  describe  how  emotional  upset  after  pregnancy  may  be  associated 
with  and  proportional  to  social  stress.  Helpful  in  such  cases  were  brief  psycho- 
therapy, social  assistance  and  advice  with  the  enlistment  of  support  from  others, 
especially  the  child's  father  and  an  older  woman  experienced  with  infants. 

Another  example  of  nonsurgical  therapy  is  Babikian  and  Goldman's^  descrip- 
tion of  efforts  to  develop  ego  and  superego  that  can  be  offered  to  pregnant 
teen-agers  by  prenatal  and  postnatal  instruction,  child  care  discussions  and 
vocational  counseling  Such  efforts  certainly  need  not  be  confined  to  teen-agers 

ir  even  limited  to  mothers-to-be  for  the  involvement  of  the  father  may  have 
.ctr-reaching  beneficial  effects  in  terms  of  marital  and  paternal  attitudes. 

PREGNANCY  AS  STRESS 

In  addition,  when  the  salutary  effects  of  the  newborn  on  the  mother'*  are 
considered,  then  such  group  therapy  efforts  and  social  assistance  would  appear 
to  offer  more  permanent  therapeutic  efficacy  than  would  a  quick  abortion  with 
the  woman  sent  back  whence  she  came  with  little  more  than  contraceptive 
advice 

Finally,  it  is  helpful  to  recognize  that  pregnancy  is  normally  a  stressful  situation 
anyway.  Bibring  and  her  colleagues*  feel  that  pregnancy  is  a  normative  crisis 
similar  to  puberty  They  describe  the  normal  transitory  crisis  features  of  preg- 
nancy which  were  resolved  by  the  salutary  effects  of  presenting  a  "positive 
attitude  towards  the  patient's  pregnancy."  Pregnancy,  they  think,  can  be 
a  maturing  and  growth  experience  whether  the  woman  is  married  or  unmarried, 
whether  the  child  is  wanted  or  unwanted  and  whether  society  is  approving  or 
disapproving.  l\/1ost  important  is  their  finding  that  women  will  often  respond  to 
the  positive  attitudes  of  others  towards  a  pregnancy  witK  positive  attitudes  of 
their  own. 

Emotions,  which  science  as  a  method  is  capable  of  bypassing,  have  over- 

elmed  scientists  everywhere  in  their  attitudes  towards  abortion.  It  is  highly 
nuestionable  that  a  medical  procedure  should  be  accepted  without  being 
subjected  to  the  rigors  of  the  scientific  method.  After  looking  at  the  scientific 
data  or  abortion,  on  the  lack  of  therapeutic  value  and  legitimate  indications, 

continued 


Misanthropy  numlK 
the  physicians' 
senses 


407 


PSYCHIATRIC  ANNALS/2  9  SEPTEMBER  1972 


ABORTION  CRmOUE 


on  unwdiitedness  in  pregnancy,  on  the  real  underlying  problems  such  as 
population  hysteria  and  nonpaternal  attitudes  of  fathers  and  on  pregnancy  being 
a  normal  developmental  crisis,  it  should  be  obvious  that  the  alternative  to  abortion 
is  the  practice  of  scientifically  sound  medicine  applied  to  the  whole  patient. 
In  order  to  practice  medicine  ethically  (which  mekns  on  a  scientific  basis),  the 
physician  will  have  to  learn  to  say  no  to  an  abortion  request  and  to  offer 
psychosocial  help  to  both  tbe  mother  and  father  to  be  [•] 
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THE  DECLARATION  OF  RIGHTS  AND  RESPONSIBILITIES  DEFINING  THE  PERSONNESS  OF  CHILDREN  i 

Age  Right—  Responsibility 

14  to  18 To  free  assembly... Of  peaceful  nondestructiveness  in  assembly. 

To  personal  belongings  (non-real  estate) Of  honesty,  fairness,  and  carefulness  in  the  ac- 
quisition and  preservation  of  belongings. 

To  protection  from  invasion  of  privacy Of  privacy  in  what  offends  or  upsets  others. 

To  due  process  (i.e.,  humane,  gentle  treatment  if    Of  rendering  due  prness  to  all  others, 
accused  of  doing  something  wrong  plus  the 
opportunity  to  tell  one's  own  side  of  the  issue). 

5  to  14. __  To  a  hateless  education Of  learning  without  animosity. 

To  free  speech Of  listening  considerately. 

To  the  scientific  metfiod Of  using  the  scientific  method  in  a  pro-life  direction. 

To  peace  and  order Of  keeping  peace  and  order. 

Birth  to  5 To  adequate  food  and  appropriate  health  caie Of  growing  as  well  as  biologically  capable. 

To  reasonable  clothing  and  personal  hygiene Of  learning  self-control  and  self-improvement. 

To  a  calm,  clean,  comfortable  environment Of  learning  not  to  pollute  the  environment. 

To  gentleness  in  voice,  touch,  and  manner Of  learning  to  be  gently  human  to  all  creatures. 

Conception  to       To  life Of  not  killing. 

birth. 

1  By  Samuel  A.  Nigro,  M.D.,  Copyright  ©  The  Mankind  First  Co.,  1974,  from  the  book  entitled  "The  Death  of  America.'' 

Senator  Bath.  Thank  you,  Doctor. 

Our  final  witness  this  afternoon  is  Dr.  James  W.  Prescott,  health 
scientist,  Administrator,  and  developmental  neuropsychologist.  Na- 
tional Institute  of  Child  Health  and  Human  Development,  at  the 
National  Institute  of  Health. 

STATEMENT  OF  JAMES  W.  PRESCOTT,  PH.  D.,  HEALTH  SCIENTIST 
ADMINISTRATOR  AND  DEVELOPMENTAL  NEUROPSYCHOLOGIST, 
NATIONAL  INSTITUTE  OF  CHILD  HEALTH  AND  HUMAN  DEVEL- 
OPMENT, NATIONAL  INSTITUTES  OF  HEALTH 

Dr.  Prescott.  Thank  you,  Mr.  Chairman.  Let  me  state  my  appre- 
ciation for  your  giving  me  this  opportunity  to  testify  before  your 
subcommittee  and  to  share  with  you  some  of  the  data  that  I  have  that 
I  believe  is  related  to  the  issue  of  abortion. 

As  a  matter  of  introduction,  my  name  is  Dr.  James  W.  Prescott,  a 
developmental  neuropsychologist  and  health  scientist  administrator 
with  the  National  Institute  of  Child  Health  and  Human  Devel()p- 
ment.  I  am  a  past  president  of  the  Maryland  Psychological  Associa- 
tion and  served  as  a  member  of  the  Maryland  House  of  Delegates 
Judiciary  Committee's  Subcommittee  on  Abortion  Reform,  1967-68. 
I  am  currently  a  member  of  the  Day  Care  Licensing  Advisory  and 
Study  Committee,  Department  of  Health  and  Mental  Hygiene,  State 
of  Maryland.  Additionally,  I  am  a  member  of  the  American  Ethical 
Union  and  the  American  Humanist  Association  where  I  am  currently 
a  member  of  the  board  of  directors.  I  am  testifying  as  an  independent 
professional  and  as  a  private  citizen.  This  statement  does  not  neces- 
sarily reflect  the  viewpoints  of  the  National  Institutes  of  Health  or 
the  Department  of  Health,  Education,  and  Welfare. 

I  have  prepared  a  longer,  more  detailed  report,  "Abortion  or  the 
Unwanted  Child :  Issues  in  Child  Abuse  and  Neglect,"  of  which  this 
statement  is  a  summary.  With  the  chairman's  permission,  I  would 
like  to  have  this  made  a  part  of  the  record.  And  a  shorter  articte 
"Before  Ethics  and  Morality,"  which  deals  with  the  same  issues 
from  a  somewhat  different  perspective. 
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Senator  Bayh.  We  would  be  glad  to  include  that  in  the  record. 
[The  report  and  article  referred  to  follow :] 

Abortion  ok  the  Unwanted  Child  :  Issues  in  Child  Abuse  and  Neglect 

(By  James  W.  Prescott,  Ph.D.,  National  Institute  of  Child  Health  and  Human 

Development 

My  name  is  Dr.  James  W.  Prescott,  a  developmental  neuropsychologist  and 
health  scientist  administrator  with  the  National  Institute  of  Child  Health  and 
Human  Development.  I  am  a  past  president  of  the  Maryland  Psychological 
Association  and  served  as  a  member  of  the  Maryland  House  of  Delegates 
Judiciary  Committee's  Subcommittee  on  Abortion  Reform  (1967-68).  I  am 
currently  a  member  of  the  Day  Care  Licensing  Advisory  and  Study  Committee, 
Department  of  Health  and  Mental  Hygiene,  State  of  Maryland.  Additionally, 
I  am  a  member  of  the  American  Ethical  Union  and  the  American  Humanist 
Association  where  I  am  currently  a  member  of  the  Board  of  Directors.  I  am 
submitting  this  material  as  an  independent  professional  and  as  a  private 
citizen.  This  statement  does  not  necessarily  reflect  the  viewpoints  of  the  Na- 
tional   Institutes    of    Health    or    the    Department    of    Health,    Education    and 

Welfare.  .     ,  ,  ...  ^■ 

It  is  recognized  that  the  issue  of  abortion  is  characterized  by  constitutional, 
religious,  philosophical,  medical,  psychological  and  social  controversy.  It  is  the 
intent  of  this  testimony  to  address  itelf  to  the  social  and  psychological  impli- 
cation of  abortion  for  the  individual  and  society.  From  a  social-psychological 
perspective  abortion  can  be  viewed  as  an  issue  of  the  unwanted  child.  Women 
who  seek  to  terminate  a  pregnancy  and  are  denied  an  opportunity  to  do  so 
by  society  are  forced  to  give  birth  to  a  child  they  do  not  want.  Consequently, 
it  is  important  to  know  what  the  consequences  of  being  "unwanted"  are  for  the 
development  of  the  unwanted  child"  and  for  society  in  general.  This  becomes 
particularly  crucial  when  a  society  considers  establishing  laws  to  prohibit 
abortion  and  to  provide  criminal  sanctions  for  its  violation. 

The  integrity  and  excellence  of  development  of  each  individual  and  the 
achievement  of  a  stable,  compassionate  and  humane  social  order  should  be  the 
objectives  of  any  society.  It  is  within  the.se  objectives  of  society  that  abortion 
will  be  examined  and  questions  raised  and  answered  as  to  whether  abortions 
serves  or  does  not  serve  these  objectives  of  society. 
My  testimony  will  review  studies  that  examine: 

(a)  the  consequences  of  being  an  unwanted  child  as  reflected  by  abortion 
requests  being  denied  and  by  acts  of  filiacide  and  neonatacide ; 

(b)  the  relationship  of  high  infant  mortality  and  child  mortality  rates  to 
the  abortion  issue  and  their  relationship  to  a  variety  of  measures  reflecting 
social  unrest  and  disorder ; 

(c)  cross-cultural  studies  of  societies  which  permit  and  do  not  permit  abor- 
tion and  how  these  social  customs  relate  to  other,  social  behaviors  of  these 

(d)  an  assessment  of  the  abortion  and  anti-abortion  personality  and  its 
implications  for  social  legislation  in  this  country ;  ... 

(e)  an  evaluaton  of  the  expected  consequences  of  repressive  abortion  legis- 
lation for  the  future  of  this  country. 

A.  CONSEQUENCES  OF  ABOETION  DENIED 

1.  The  Scandinavian  Study 

One  of  the  most  important  studies  in  evaluating  the  consequences  of  being 
an  unwanted  child  upon  the  development  of  the  child  was  conducted  by  Forss- 
man  and  Thuwe  (1966)  from  the  Department  of  Psychiatry,  Goteborg  Uni- 
versity, Sweden.  Therapeutic  abortion  was  first  officially  legalized  in  Sweden 
in  1939  and  liberalized  in  1946  to  include  mental  health  criteria.  These  Swedisli 
investigators  examined  the  development  of  children  from  birth  to  age  21  who 
were  bom  to  mothers  during  the  years  1939-1941  who  had  applied  for  abor- 
tion but  were  denied.  The  sample  included  120  children  who  were  compared 
to  a  control  group  of  children  whose  mothers  had  not  applied  for  abortion. 
There  were  66  boys  and  54  girls  in  the  abortion-denied  group.  32  (27  percent) 
of  the  unwanted  children  were  born  out  of  wedlock  whereas  only  9  (8  percent) 
of  the  control  children  were  born  out  of  wedlock. 
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The  differences  between  the  unwanted  and  control  children  can  be  summar- 
ized as  follows : 

(a)  According  to  the  criteria  for  an  insecure  childhood,  72  (60  percent)  of 
the  unwanted  children  had  an  insecure  childhood  in  contrast  to  only  34  (28 
percent)   of  the  control  children. 

(b)  34  (28  percent)  of  the  unwanted  children  had  received  some  form  of 
psychiatric  care  compared  to  18   (15  percent)   of  the  control  children; 

(c)  22  (18  percent)  of  the  unwanted  children  were  registered  with  child 
welfare  boards  for  delinquency  compared  to  10  (8  percent)  of  the  control 
children ; 

(d)  19  (16  percent)  of  the  unwanted  children  were  registered  for  drunken 
misconduct  compared  to  13   (11  percent)   of  the  control  children; 

(e)  17  (14  percent)  of  the  unwanted  children  had  some  form  of  higher 
education  compared  to  40  (33  percent)   of  the  control  children; 

(f)  17  (14  percent)  of  the  unwanted  children  received  some  form  of  wel- 
fare between  the  ages  of  16-21  in  contrast  to  3  (2.5  percent)  of  the  control 
children ; 

(g)  10  (15  percent)  of  the  unwanted  male  children  were  found  unfit  for 
military  service  in  contrast  to  4   (7  percent)    of  the  control  children; 

(h)  13  (11  percent)  of  the  unwanted  children  were  educationally  sub- 
normal in  contrast  to  6  (5  percent)  of  the  control  subjects.  Unwanted  chil- 
dren got  a  significantly  smaller  amount  of  education  than  the  control  children  ; 

(i)  and  finally,  while  68  percent  of  the  control  children  showed  none  of 
these  social  disabilities  discussed,  only  48  percent  of  the  unwanted  children 
were  free  of  such  characteristics. 

In  summary,  unwanted  children  suffer  over,  twice  the  social,  emotional  and 
mental  disabilities  than  do  wanted  children  on  a  variety  of  measures.  The 
costs  to  society  in  increased  crimes ;  welfare  recipient ;  poorly  educated  citizenry 
and  drunkenness  constitute  a  clear  and  present  danger  to  a  well-functioning 
society. 

2.  The  Czechoslovakia  Study 

In  a  more  recent  study,  Dytrych.  Matejcek,  David  and  Friedman  (1974) 
reported  upon  a  preliminary  analysis  of  220  children  born  to  women  denied 
abortion  in  Prague,  Czechoslovakia  during  1961-1963.  A  control  group  of  220 
children  were  matched  with  respect  to  age,  grade  in  school,  sex,  birth  order, 
number  of  siblings,  mothers'  marital  status  and  father's  occupation. 

In  summary,  the  following  difference  between  wanted  and  unwanted  children 
were  found.  Unwanted  children  had — 

(a)  More  childhood  diseases  and  hospitalizations; 

(b)  Were  more  "naughty"; 

(c)  Were  worse  in  all  school  subjects; 

(d)  Were  more  demanding,  more  intent  on  getting  attention  and  more 
egotistical ;  and 

(e)  In  general,  experienced  quite  varied  and  usually  unfavorable  conse- 
quences in  their  subsequent  lives  than  wanted  children. 

The  above  study  is  still  in  progress  and  evaluation  of  adolescent  and  adult 
functions  will  be  assessed  in  future  reports.  The  preliminary  results,  however, 
are  consistent  with  the  findings  of  the  Swedish  study  which,  taken  together, 
provide  substantial  documentation  that  denial  of  abortion  leads  to  undesirable 
consequences  for  both  the  unwanted  child  and  society. 

3.  Filicide  and  Neonaticide 

The  number  of  children  killed  by  their  parents  is  an  extreme  outcome  of 
being  unwanted  and  is  the  final  act  of  child  abuse.  Roman  civil  law  recog- 
nized the  right  of  the  father  to  maim  and  kill  his  offspring  (patria  potestas) 
and  a  number  of  cultures  have  practiced  the  killing  of  female  infants  be- 
cause they  were  less  valuable  than  male  infants.  The  ceremonial  sacrifices  of 
infants  and  children  have  been  documented  in  a  number  of  cultures  and 
Abraham's  willingness  to  kill  his  son  for  religious  purposes  is  a  Biblical  case 
in  point.  The  killing  of  one's  own  children  in  modern  civilizations,  however,  is 
uniformly  met  with  revulsion  and  horror,  although  child  abuse  which  is  the 
precursor  to  filicide  and  neoaticide  has  much  broader  acceptance  and  practice 
in  many  societies.  The  central  issue  for  us  is  the  role  of  abortion  in  preventing 
unwanted  children  and  reducing  the  incidence  of  child  abuse  and  infanticide. 
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Phillip  J.  Resnick  (1969,  1970)  has  published  two  papers  on  filicide  and 
neonatacide.  In  his  study  of  131  filicides  (the  killing  of  one's  own  child),  he 
found  that  49  percent  were  associated  with  "altruistic"  motives,  e.g.,  to  relieve 
suffering;  21  percent  were  attributed  to  psychoses;  26  percent  were  attributed 
to  being  unwanted"  which  includes  the  child  abuse  syndrome  and  4  percent 
were  attributed  to  spouse  revenge.  Statistics,  however,  fail  to  convey  the 
personal  horror  and  tragedy  of  parents  killing  their  own  children,  particularly, 
when  it  could  be  prevented. 

Several  case  histories  are  presented  by  Dr.  Resnick  of  parents  killing  their 
children  which  necessarily  raise  the  question  whether  it  is  more  desirable  to 
permit  human  life  which  results  in  a  cruel  and  painful  death  than  to  prevent 
that  life  in  the  beginning.  This  is  even  more  forcibly  brought  to  our  attention 
by  Dr.  Resnick's  discussion  of  the  several  means  by  which  infants  and  children 
are  killed.  He  states : 

"Head  trauma,  strangulation,  and  drowning  were  the  most  frequent  methods 
of  filicide  (table  3).  Fathers  tended  to  use  more  active  methods  such  as  strik- 
ing, squeezing,  or  stabbing,  where  mothers  more  often  drowned,  suffocated,  or 
gassed  their  victims.  Unusual  methods  included  putting  sulfuric  acid  in  a 
nursing  bottle  and  biting  to  death.  One  father  put  his  son  on  a  drill  press 
and  drilled  a  hole  through  his  heart." 

It  is  unnecessary  to  further  catalogue  the  atrocities  that  are  inflicted  upon 
unwanted  children  and  the  compelling  conclusion  that  life  should  be  pre- 
vented if  the  outcome  of  life  is  an  early  violent  and  painful  death.  This  is 
highlighted  by  Dr.  Resnick's  study  of  37  neonaticides  (infants  killed  within 
first  24  hours)  where  he  found  that  83  percent  of  infant  killings  were  attrib- 
uted to  being  "unwanted'  by  the  mother ;  11  percent  to  psychoses ;  3  percent  to 
"accidental"  murder  (child  abuse)  ;  and  3  percent  to  "altruism."  These  infan- 
ticide statistics  and  the  child  abuse  statistics  mus  the  seriously  considered  in 
any  discussion  of  abortion  since  these  are  often  the  alternative  to  compulsory 
pregnancies.  The  excellent  review  of  Schwartz  (1972)  "Abortion  on  Request: 
The  Psychiatric  Implications"  should  be  consulted  in  this  context. 

4.  Child  Abuse  &  Child  Neglect:  Consequences  of  Being  Unwanted 

There  is  little  time  to  discuss  the  growing  literature  on  child  abuse  and 
neglect  and  its  relationship  to  being  unwanted.  Gil  (1970,  1971),  Heifer  & 
Ken  (1969),  Schwartz  (1972),  and  a  number  of  other  investigators  have  dis- 
cussed the  outcome  of  illegitimate  births  and  unwantedness  as  to  related 
child  abuse  and  neglect.  Schwartz  (1972)  cites  statistics  that  indicate  that 
illegitimate  births  rose  from  3.5  to  9.7  percent  during  1940-1968;  that  90 
percent  of  these  illegitimate  births  were  unwanted ;  and  that  40  percent  of  all 
children  born  into  poor  families  are  unwanted.  Schwartz  cites  additional 
studies  that  found  a  19  percent  incidence  of  unwanted  children  in  a  sample 
of  5,600  married  women  during  the  period  of  1960-65.  The  implications  of 
these  statistics  for  society  is  substantial.  For  example,  in  1967  the  total  of 
unwanted  legitimate  births  (19  percent  of  3.203.000  or  608,500)  and  unwanted 
illegitimate  births  (90  percent  of  318.000  or  286,000)  was  894,000  unwanted 
births.  In  other  words,  25  percent  of  all  births  ivere  unwanted  in  that  pear. 

The  above  statistics  are  not  unrelated  to  child  abuse  statistics  which  report 
that  between  30,000  and  37,000  children  are  badly  beaten  each  year  (Schwartz, 
1974),  and  that  the  maximum  incidence  of  physical  abuse  during  1965  ranged 
from  2.53  to  4.07  million  cases  (Gil,  1971).  This  figure  includes  all  kinds  of 
injuries  from  minimal  through  serious  to  fatal  Gil  (1971)  estimates  a  larger 
figure  if  incidents  of  abuse  which  did  not  result  in  physical  injury  were  added. 
Gil  (1971)  cited  nationwide  reporting  rate  of  child  abuse  at  6.7  percent  per 
100,000  for  whites  and  21  percent  per  100,000  for  non-whites  where  this  latter 
statistic  refiects  over  representation  in  the  sample  and  reporting  bias.  The 
1965  survey  on  child  abuse  by  the  National  Opinion  Research  Center  estimates 
3.7  percent  of  110  million  adults  knew  personally  families  involved  in  incidents 
of  child  abuse  or  approximately  4  million  abused  children.  It  was  further 
estmated  that  6  percent  of  the  abused  children  are  fatally  injured  and  8  per- 
cent suffer  permanent  brain  damage.  Children  who  are  unwanted  and  unloved 
are  subjected  to  a  life  of  suffering  and  agony — if  they  survive — and  it  is  this 
issue  of  survival  which  I  would  like  to  discuss  as  it  is  reflected  in  our  own 
infant  and  child  mortality  rates. 
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B.   INFANT  AND   CHILD    MORTALITY  RATES  :    AN    INDEX   OF    CHILD   ABUSE   AND    NEGLECT 

In  a  recent  study  on  Infant  Death:  Ati  Analysis  by  Maternal  Risk  and  Health 
Care  conducted  by  the  Institute  of  Medicine,  National  Academy  of  Sciences 
it  was  demonstrated  tliat  neonatal  death  rates  were  2^^  times  as  great  for 
mothers  who  were  judged  to  have  received  inadequate  care  (approximately 
27  per  1,000  live  births)  in  contrast  to  those  who  were  judged  to  have  received 
adequate  care  (approximately  11  per  1,000  live  births).  Figure  1  illustrates 
these  relationships  for  a  New  York  City  live-birth  cohort  for  the  year  1968. 
The  three  factor  health  services  index  included :  a )  time  of  first  prenatal 
visit  to  a  physician;  b)  number  of  visits  and  c)  whether  infant  was  born  in 
a  hospital  ward  or  private  service.  The  index  does  not  reflect  the  content  or 
quality  of  medical  care. 

Figure  1  and  other  data  reported  in  the  National  Academy  of  Sciences 
study  strongly  support  an  interpretation  of  our  infant  mortality  statistics  as 
reflecting  a  large  measure  of  societal  indifference  and  neglect  to  our  children. 
A  nation  that  is  most  advanced  in  knowledge,  technological  and  economic  re- 
sources and  which  does  not  use  these  resources  to  reduce  our  infant  mortality 
rates  to  a  minimum  can  only  be  labelled  a  child  abuse  and  neglect  nation.  Two 
issues  are  raised  by  these  statistics.  First,  whether  prevention  of  human  life 
is  more  desirable  than  life  itself  when  the  alternative  is  that  children  who 
are  born  are  doomed  to  being  a  part  of  our  infant  mortality  and  child  mortality 
statistics.  Is  it  more  ethical  and  moral  to  bring  children  into  this  world  to  be 
abused,  neglected  and  to  die  a  death  "^rom  indifference  or  violence  than  it  is  to 
prevent  such  abuse  of  life?  Secondly,  what  are  the  costs  to  our  society  of  our 
nation's  indifference  and  neglect  of  our  young?  It  is  this  latter  question  which 
the  following  data  addresses  itself. 

As  we  are  aware,  this  country  has  one  of  the  highest  infant  mortality  rates 
of  industrialized  nations,  ranking  15th  with  a  rate  of  18.5  per  1,000  live  births. 
The  National  Academy  of  Sciences  report  on  infant  mortality  clearly  indicates 
that  we  have  at  least  214  times  the  infant  mortality  rate  than  is  necessary  in 
our  large  metropolitan  areas  and  that  this  is  due  to  neglect — the  failure  to 
provide  adequate  care.  There  is  little  question  that  infants  and  children  who 
survive  such  depriving  social  and  physical  environments  have  a  high  risk  for 
arrested  educational  achievements  and  for  developing  abnormal  social  and 
emotional  behaviors,  particularly  asocial  behaviors.  These  relationships  were 
tested  by  correlating  our  infant  and  child  mortality  rates  with  a  variety  of 
measures  of  asocial  behaviors  for  each  year  from  1940-1967.  The  50  states  and 
D.C.  were  the  sample  size.  Consequently,  the  corrrelational  patterns  that  will 
be  reported  upon  reflect  a  profile  of  this  country  as  a  whole. 

Figure  2  presents  the  correlations  between  infant  mortality  rates  (deaths 
within  the  first  year  of  life)  and  homicide  and  suicide  rates.  The  double  lines 
represent  significant  levels  such  that  correlation  coeflBcients  that  lie  above 
the  upper  double  lines  and  below  the  lower  double  lines  are  statistically  sig- 
nificant, i.e.,  they  do  not  occur  by  chance.  It  can  be  seen  that  our  infant 
mortality  rates  are  highly  correlated  with  our  homicide  rates  but  not  with 
our  suicide  rates.  Further  the  strength  of  this  relationship  increases  drama- 
tically from  the  1940-1955  period  to  the  1955-1967  period.  In  the  years  1940- 
1955  from  15-25  percent  of  our  homicide  rates  could  be  predicted  from  our  in- 
fant mortality  rates ;  in  the  years  1955-1967  from  25-75  percent  of  our  homicide 
rates  could  be  predicted  from  our  infant  mortality  rates.  These  correlational 
patterns  strongly  support  the  point  of  view  that  our  infant  mortality  rates  in 
the  late  1950s  and  1960s  reflect  those  same  factors  that  contribute  to  our 
homicide  rates.  These  common  factors  are  interpreted  as  an  increasing  level 
of  America's  societal  indifference  and  neglect  toward  its  young  which  is 
known  from  other  studies  to  contribute  to  physical  violence  later  in  life. 

Figure  3  presents  the  correlations  between  our  child  mortality  rates  (deaths 
during  years  2-5)  and  our  homicide  and  suicide  rates  from  1940-1967.  The 
same  pattern  of  relationships  are  observed.  Our  child  mortality  rates  are 
highly  significantly  related  to  homicide  but  not  to  suicide  where  25-75  percent 
of  our  homicide  rates  are  predictable  from  our  child  mortality  rates.  These 
data  are  highly  consistent  with  Resnick's  findings  that  86  percent  of  infan- 
ticide in  his  sample  were  attributable  to  unwantedness  and  physical  abuse. 
This  is  to  say  that  unwantedness  lead  to  physical  abuse  and  killing  of  chil- 
dren  and   this   relationship   is   supported   by    these   correlational    data   where 
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our  infant  and  child  mortality  rates,  as  an  index  of  ptiysical  absue  and  neg- 
lect, are  a  product  of  having  unwanted  children. 

Figure  4  presents  the  correlations  between  our  infant  mortality  rates  and  our 
personal  assault,  burglary  and  car  accident  rates.  Infant  mortality  rates  are 
significantly  correlated  with  all  three  measures  through  the  mid  1950s,  how- 
ever, personal  assault  is  the  only  measure  that  maintains  a  highly  consistent 
significant  correlation  with  infant  mortality  through  the  late  1960s.  This  is 
further  evidence  that  our  infant  mortality  rates  can  be  used  as  an  index,  of 
child  abuse,  i.e.,  a  reflection  of  personal  physical  assaults. 

Figure  5  presents  the  same  correlational  patterns  between  child  mortality 
rates  and  personal  assault,  burglary  and  car  accident  rates.  Again,  the  same 
relationships  are  obtained  where  our  child  mortality  rates  are  consistently 
and  significantly  correlated  with  personal  physical  assault  rates. 

The  general  lack  of  significant  correlations  between  our  infant-child  mortality 
rates  and  burglary-car  accident  rates  from  the  mid  1950s  to  the  late  1960s 
is  interpreted  as  demonstrating  a  specificity  with  physical  violence  and  not  all 
forms  of  social  violence. 

Figure  6  is  a  more  complicated  correlational  pattern  which  demonstrates 
that  infant  mortality  rates  for  the  specific  years  of  1930 ;  1940 ;  1945 ;  1955 ; 
1960  can  predict  future  homicide  rates  in  this  country.  All  the  previous  cor- 
relational patterns  related  infant  mortality  and  homicide  rates  for  the  same 
^ears.  As  can  be  seen  the  white  lines  which  reflect  infant  mortality  rates  for 
the  years  1930;  1940  and  1945  are  significantly  related  (but  considerably  less 
so)  to  future  homicide  rates  than  the  infant  mortality  rates  for  the  years 
1950,  1955  and  1960  which  are  repersented  by  the  black  lines.  These  data 
illustrate  a  consistent  and  progressive  deterioration  of  the  quality  of  life  for 
our  infants  from  the  period  1950-1965  in  contrast  to  the  period  of  1930-1945. 
With  the  substantial  increase  in  our  knowledge,  medical  technology  and  eco- 
nomic resources  of  the  last  two  decades  compared  to  the  1930s  and  1940s,  we 
find  that  we  are  doing  less  to  prevent  infant  mortality  today  than  in  the 
1930s  and  1940s.  This  is  reflected  in  the  substantial  decline  of  our  infant 
mortality  rates  in  the  1930s  and  1940s  and  early  1950s.  Since  the  mid-1950s 
the  rate  of  decline  of  our  infant  mortality  rates  has  stabilized  compared  to  the 
period  prior  to  the  mid-1950s.  In  other  words  indifference  and  neglect  toward 
our  young  became  established  in  the  mid-1950s  and  this  'American  Way  of 
Life"  has  stabilized  itself  throughout  the  late-1950s  and  1960s.  It  is  my  inter- 
pretation that  we  are  now  paying  the  high  cost  of  indiscriminate  and  ir- 
responsible child  bearing  where  litle  attention  was  given  to  the  quality  of  the 
social,  emotional  and  physical  environment  for  those  children  born  during  the 
baby  boom  of  the  1950s  and  later. 

If  we  are  to  reverse  the  increasing  crime,  violence  and  drug  abuse  in  our 
country  we  must  change  the  priorities  of  the  "American  Way  of  Life"  to  pro- 
vide the  best  possible  environment  for  our  children.  This  cannot  be  achieved 
responsible  child  bearing  where  little  attention  was  given  to  the  quality  of  the 
achieve  a  quality  society  for  our  children. 

C.    CBOSS-CULTUKAL    STUDIES    OF   ABORTION 

Another  approach  to  the  evaluation  of  the  meaning  of  abortion  can  be  de- 
rived from  an  examination  of  pre-industrial  societies  which  are  known  to 
permit  abortion  in  contrast  to  those  who  punish  abortion.  The  data  reported 
herein  was  obtained  from  R.  B.  Textor's  (1967).  A  Cross-CuUural  Summarii 
which  summarizes  a  wealth  of  social  and  behavioral  characteristics  of  some 
400  cultures  derived  from  the  Human  Relation's  Area  Files. 

Table  1  presents  some  of  the  social  and  behavioral  characteristics  of  societies 
which  punish  abortion.  These  relationships  are  based  upon  17-23  cultures 
which  provides  a  basis  for  generalization  wihch  is  not  possible  with  single 
culture  studes.  The  code  in  the  left  hand  column  is  the  code  number  of  the 
descriptor  variable  in  Textor.  The  letters  following  the  code  number  are  the 
initials  of  the  anthropologist  who  rated  these  cultures  on  the  specific  descriptor 
variable  listed.  Cultures  which  punish  abortion  can  be  summarized  as  follows: 

(a)  74  percent  of  cultures  which  punish  abortion  practice  slavery. 

(b)  70  percent  of  cultures  which  punish  abortion  practice  polygamy. 

(c)  73  percent  of  cultures  which  punish  abortion  have  a  high  desire  for 
children. 
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(d)  74  percent  of  cultures  which  punish  abortion  place  high  pressure  upon 
the  child  to  develop  self-reliance. 

(e)  72   percent   of   cultures   which    punish   abortion    restrict   youth    sexual 

experience. 

(f)  76  percent  of  cultures  which  punish  abortion  punish  extramarital  sex. 

(g)  76  percent  of  cultures  which  punish  abortion  kill,  torture  and  mutilate 
the  enemy  captured  in  warfare.  ,,....  ■   4.  ^i^   4. 

The  above  data  provide  no  support  for  the  anti-abortionist  viewpoint  that 
abortion  constitutes  "murder"  and  represents  a  dehumanizing  act.  On  the 
contrary,  the  converse  is  true.  The  anti-abortionist  culture  is  an  exploiting, 
dehumanizing  culture  which  practices  slavery;  tortures  and  mutilates  enemy 
captured  in  warfare ;  exploits  women  and  children ;  and  is  sexually  repressive. 
These  data  do  support  the  position  of  the  abortionist  that  abortion  is  a  non- 
exploitive,  humanitarian  act  since  cultures  which  practice  abortion  rarely 
practice  slavery  ;  rarely  engage  in  torturing  and  mutilating  of  captured  enemy ; 
rarely  are  punitive  of  sexual  expression;  and  rarely  exploit  women  and  chil- 
dren. .  ,  -11, 

Table  2  provides  a  distribution  of  cultures  which  practice  and  punish  abor- 
tion and  who  do  and  do  not  engage  in  torture  and  mutilation.  Eleven  cultures 
punish  abortion  and  only  3  of  these  11  cultures  do  not  practice  torture  and 
mutilation.  Twelve  cultures  permit  abortion  and  only  2  of  these  cultures  en- 
gage in  torture  and  mutilation. 

Tabic  3  presents  the  behavioral  characteristics  of  cultures  which  provide 
high  physical  affection  (body  pleasure)  to  infants.  In  our  society,  this  physi- 
cal affection  can  be  related  to  wantedness.  The  behavioral  highlights  of  these 
cultures  are : 

(a)  72%  have  a  low  incidence  of  theft. 

(b)  80%  have  high  infant  indulgence. 

(c)  65%  inflict  little  physical  pain  on  the  infant. 

(d)  73%  rarely  torture  or  mutilate  captured  enemy. 

(e)  81%  have  low  religious  activity. 

In  brief,  cultures  which  provide  high  infant  physical  affection  (body  pleas- 
ure)   are  child-indulgent  cultures  and  are  generally  physically  non-violent. 

Table  4  presents  the  behavioral  characteristics  of  cultures  which  inflict  pain 
on  the  infant  by  the  nurturant  agent  (child  abuse).  We  have  already  identi- 
fied this  behavior  as  a  reflection  of  unwantedness  in  our  society. 

The  behavioral  highlights  of  these  cultures  are : 

(a)  64%  practice  slavery. 

(b)  79%  practice  polygamy  . 

it.)  78%  have  inferior  women  status. 

(d)  79%  have  high  desire  for  children. 

(e)  65%  give  low  infant  physical  attention. 

(f)  77%  give  low  infant  indulgence. 

(g)  64%  have  aggressive  supernaturals. 
(h)  64%  have  a  high  god. 

The  above  relationships  are  self-explanatory  and  it  should  be  noted  that 
they  are  based  upon  a  sample  of  34  to  66  cultures. 

Table  5  presents  the  identification  of  cultures  with  respect  to  infant  physi- 
cal affection  and  adult  physical  violence. 

Table  6  presents  the  identification  of  cultures  with  respect  to  infant  physi- 
cal affection  and  infant  physical  pain. 

Table  7  presents  the  identification  of  cultures  with  respect  to  infant  indul- 
gence and  infant  pain. 

Since  the  anti-abortion  cultures  were  observed  to  be  sexually  repressive,  it 
seemed  of  interest  to  examine  the  relationships  between  sexual  repressiveness 
and  other  behavioral  characteristics  of  such  cultures. 

Table  8  presents  the  behavioral  characteristics  of  societies  which  punish  pre- 
marital sex.  These  behavioral  characteristics  are  highlighted  as  follows: 

(a)  59%  practice  slavery. 

(b)  71%  have  high  personal  crime. 

(c)  68%  have  high  incidence  of  theft. 

(d)  71%  punish  extramarital  sex. 

(e)  83%  have  sex  disabilities. 

(f)  65%  have  high  castration  anxiety  (boys  punished  for  masturbating). 
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(g)  68%  have  extreme  bellicosity   (intra-culture  violence  and  drunkenness). 

(h)  69%  have  high  killing,  torturing  and  mutilation. 

(i)  81%  have  a  high  goal  in  human  morality. 

A  similar  pattern  of  relationships  exist  for  cultures  which  punish  extra- 
marital sex.  These  relationships  are  much  stronger  and  are  summarized  in 
Table  9.  In  brief,  cultures  which  punish  extramarital  sex  have  the  following 
characteristics : 

(a)  67%  practice  slavery. 

(b)  81%  have  high  personal  crime. 

(c)  81%  have  high  incidence  of  theft. 

(d)  70%  have  high  desire  for  children. 

(e)  76%  punish  abortion  highly. 

(f)  71%  punish  premarital  sex  strongly. 

(g)  87%  have  high  castration  anxiety. 

(h)  62%  emphasize  military  glory  strongly. 

(i)  77%  have  extreme  bellicosity. 

(J)  76%  kill,  torture  and  mutilate  the  captured  enemy. 

These  relationships  are  self-explanatory  and  provide  support  for  the  inverse 
relationship  between  physical  pleasure  and  physical  violence.  Cultures  which 
repress  physical  pleasure  are  physically  violent.  Cultures  which  emphasize 
physical  pleasure  are  rarely  physically  violent. 

The  extraordinary  relationship  of  physical  pleasure  to  physical  violence  is 
summarized  in  Tabic  10  which  demonstrates  that  when  cultures  are  classified 
on  two  criteria  (infant  physical  affection  and  premarital  sexuality)  then  it 
is  possible  to  accurately  classify  the  adult  physical  violence  in  48  of  the  49 
cultures  studied.  In  other  words,  the  presence  of  physical  affection  (body 
pleasure)  during  two  stages  of  development  (infancy  and  post-puberty)  vir- 
tually precludes  the  expression  of  physical  violence.  The  probability  that  this 
relationship  occurs  by  chance  is  8  out  of  a  million. 

D.  CHILD  ABUSE  AND  ABORTION  PUNISHED  :  A  PRELIMINARY  STUDY  OF  CONTEMPORARY 

AMERICAN   ATTITUDES 

In  an  effort  to  determine  whether  the  relationships  between  abortion,  child 
nurturance,  physical  violence  and  sexuality  that  were  observed  in  pre-indus- 
trial  societies  also  existed  for  contemporary  modern  societies  a  questionnaire 
was  designed  to  assess  these  relationships.  The  8 omanto sensory  Index  of 
Human  Affection  was  administered  to  96  college  students,  mean  age  19  years, 
and  factor  analyzed.  This  statistical  technique  yields  quantitative  relationships 
among  the  variables  or  questions  analyzed.  This  questionnaire  was  admin- 
istered and  analyzed  by  Dr.  Douglas  Wallace,  Human  Sexuality  Program, 
University  of  California  San  Francisco,  School  of  Medicine. 

Table  11  provides  a  factor  structure,  i.e.  a  profile  or  de.scription  of  a  per- 
sonality which  indicates  the  degree  to  which  the  attitudes  and  behaviors  re- 
flected in  the  questions  naturally  belong  together.  In  short,  for  19  year  old 
college  students  these  descriptive  statements  define  a  personality  profile. 
Students  who  agree  to  one  statement  will  also  tend  to  agree  with  all  the 
other  statements.  Students  who  disagree  with  one  statement  will  tend  to 
disagree  with  the  other  statements. 

An  examination  of  Table  11  fully  supports  the  relationship  among  child 
abu.se  (hard  physical  punishment  of  children)  ;  punishment  of  abortion;  repres- 
sive sexuality;  a  profile  of  physical  violence  (.support  of  capital  punishment 
and  violence  as  necessary  to  solve  our  problems)  ;  alcohol  and  drug  usage 
preferred  to  sex;  an  indifferent  mother  (deprivation  of  physical  affection) 
and  a  physically  punitive  father. 

The  above  findings  when  taken  in  the  context  of  cross-cultural  studies 
clarify  the  physiosocial  structure  of  the  pro-abortion  personality  and  the 
anti-abortion  personality.  Clearly,  the  abortion  issue  carries  with  it  deep 
personality  characteristics  and  values  which  are  to  a  large  extent  determined 
by  experiences  of  phy.sical  pleasure  and/or  its  absence  during  the  formative 
periods  of  development.  The  abortion  issue  cannot  readily  be  resolved  without 
an  understanding  of  these  complex  emotional  interrelationships  which  are 
determined  by  our  social,  cultural,  and  developmental  family  experience. 
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E.   FUTURE  PROSPECTS  FOR  AN   ANTI-ABORTION   AMERICA 

Based  on  the  review  I  have  just  made  of  the  impact  of  unwantdeness,  its 
relation  to  infant-child  mortality  rates  and  child  abuse,  and  the  correlation  of 
infant  care  and  violence  in  society  as  seen  in  cross-cultural  studies,  1  feel 
that  certain  predictions  can  be  made  regarding  the  impact  of  the  passage  of 
the  proposed  constitutional  amendment  on  American  society.  If  abortion  were 
totally  prohibited,  and  I  presume  attempts  would  be  made  to  enforce  such  a 
law,  I  would  expect  this  country  to  experience : 

1.  An  increase  in  unwanted  children. 

2.  An  increase  in  our  infant  and  child  mortality  rates. 

3.  An  increase  in  maternal  deaths  associated  with  illegal  abortions. 

4.  An  increase  in  neonatacide  and  filicide. 

5.  An  increase  in  child  abuse  and  neglect. 

6.  An  increase  in  emotional  disturbances  and  learning  disorders  in  children. 

7.  An  increase  in  physical  violence  and  crime. 

8.  An  increase  in  drug  abuse. 

9.  An  increase  in  repressive  sexuality  which  will  feed-back  to  increase 
physical  violence  and  crime. 

10.  An  increase  in  physical  and  corporal  punishment  of  children  as  a  high 
value  of  our  society. 

11.  An  increase  in  violations  of  repressive  abortion  legislation. 

12.  An  increase  in  organized  crime  comparable  to  that  experienced  during 
prohibition  and  a  general  breakdown  of  social  order. 

These  predictions  may  appear  to  be  broader  and  more  wide-sweeping  in 
impact  than  any  one  issue  could  have.  However,  I  feel  the  issues  of  abortion 
are  intimately  related  to  the  issues  of  child  abuse  and  child  care  which  effect 
the  very  nature  of  our  society.  The  right  of  the  woman  to  be  pregnant  by 
choice  and  to  be  a  mother  by  choice  is  essential  for  a  humane  and  com- 
passionate society. 
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FIGURE  1-10     Neon;it:il  mortality  rates  by  tlirce-factor  liealth  services  index 
and  risk  category:  New  York  City  live-birth  cohort,  1968.  When  tiie  95  percent 
confidence  limits  show  tliat  there  is  no  overlap  of  the  confidence  intervals  among 
groups,  this  suggests  that  the  respective  death  rales  are  statistically  significantly 
different.  When  the  intervals  do  overlap,  the  rates  are  usually  not  significantly 
different,  although  in  special  circumstances  this  general  statement  is  not  valid. 
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WITHIN  YEAR  CORRELATIONS  OF  INFANT  MORTALITY  V/ITH  HOMICIDE  AND 
SUICIDE  FOR  THE  50  STATES  AND  DC.  PREDICTING  CONCURRENT  HOMICIDE 
AND  SUICIDE  RATES  FROM  CONCURRENT  INFANT  MORTALITY  RATES 


1.00  r 


WITHIN   YEAR   CORRELATIONS    RELATING    CHILD  jvlORTALITY   TO 
HOMICIDE   AND  SUICIDE   FOR  THE  50  STATES  AND  D.C. 


420 


LAGGED  CORRELATIONS  OF  INFANT  MORTALITY  WITH  HOMICIDE  FOR  THE  50  STATES  AND 
DC.  PREDICTING  FUTURE  HOMICIDE  RATES  FROM  EARLIER' INFANT  MORTALITY  RATES 
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TABLE  I.-PLINISHMENT  FOR  ABORTION  IS  HIGH  (295-BCA) 


Code         Descriptor 


CHISQ 


110-EA         Slavery  is  present 3.81 

242-EA  Polygyny  isgreater.. _ 3.66 

282-BCA       High  desire  for  children --- -  ^oi 

344-BBC       Pressure  upon  child  to  develop  self-reliance  is  high 2.63 

386-FB         Youth  sexual  expression  restricted 2.49 

393-FB  Extramarital  sex  punished - 3.14 

421-PES        Killing,  torturing,  mutilation - 3.92 
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TABLE  2.  DISTRIBUTION  OF  CULTURES  BY  ABORTION  PRACTICES 


Cultures  w/here  severe  punishment  for  abortion  is  high       Cultures  w^here  severe  punishment  for  abortion  is  low  or 

absent 


Alorese 

Jivaro 

Ashanti 

Masai 

Azande 

Sanpoil 

Balinese 

Venda 

Chir-Apache 

Wogeo 

Fon 

Ainu 

Chagga 

Dobuans 

Dusun' 

Hano 

Kurtatchi 


Kv/akiutl 

Lesu 

Marshallese  • 

Papago 

Pukapuka 

Tikopia 


Killing,  torturing,  mutilation  of  enemy  is  low. 
Killing,  torturing,  mutilation  of  enemy  is  high. 
'  Information  lacking  In  textor  code  421. 
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TABLE  3.  HIGH  INFANT  PHYSICAL  AFFECTION  (317-BBC) 


Code 


Descriptor 


CHISQ 


N     PHI     Percent 


137-PES           Invidious  display  of  wealth  is  low 3.54 

138-BBW          Super  ordinate  justice  is  absent.. __ 2.55 

149-BBC           Incidence  of  theft  is  low 5.51 

318-BBC          Overall  infant  indulgence  is  high.. __  21.00 

320-BBC          Degree  of  reducing  infant  needs  is  high.. _ 11.95 

321-BBC           Immediacy  of  reducing  infant  needs  is  high 5.66 

324-BBC           Infant  physical  pain  is  low 4.77 

330-BBC          Weaning  age  is  2.5  years  or  longer 3.72 

338-BBC  Child's  anxiety  over  performance  of  responsible  behavior  is  low..  8.  49 

354-BBC          Child's  anxiety  over  performance  of  obedient  behavior  is  low 4.  61 

368-JKH           Dissociation  of  sexes  at  adolescence  is  high 4.43 

421-PES            Killing,  torturing  or  mutilation  of  enemy  is  negligible 8.38 

424-JMH           Low  religious  activity 7.73 

433-GES           Belief  in  reincarnation  absent 2.91 

434-JFG            Low  asceticism  in  mourning _ 3.58 

441-WC            Fear  of  human  beings  is  high 6.58 

446-GES           Witchcraft  low  or  absent - 2.91 
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TABLE  4.— PAIN  INFLICTED  ON  INFANT  BY  NURTURANT  AGENT  (324-BBC)j 


Code 


Descriptor 


CHI  SQ 


N     PHI     Percent 


110-EA            Slavery  is  present. 4. 

175-EA             Community  not  "kin-heterogeneous" 5. 

243-WCS          Polygyny  has  high  incidence 9. 

277-LWS          Women  status  is  inferior _ 3. 

282-BCA           Desire  for  children  is  high _ 7. 

299-EA             Post-partum  sex  taboo  lasts  one  year  or  less 6. 

314-WCS          Incidence  of  mother-child  households  is  high. 3. 

317-BBC           Low  infant  physical  affection 4. 

318-BBC           Low  overall  infant  indulgence. 18. 

321-BBC           Immediate  reduction  of  infant  drives  is  low 3. 

322-BBC          Consistency  of  reducing  infant's  drives  is  low.. -.- --  5. 

340-BBC           Developing  nurturant  behavior  in  child  is  low.. _ 3. 

425-LTW          Supernaturals  are  aggressive 2. 

426-GES,  EA     High  god  is  present - 3. 

438-WC,  JFG     Fears  of  supernatural  greater  than  fears  of  natural  forces 3. 


74 

0.03 

66 

0.27 

64 

47 

.02 

66 

.29 

64 

84 

.001 

34 

.54 

/9 

43 

.03 

14 

.50 

/8 

?? 

.003 

28 

.51 

79 

89 

.007 

36 

.44 

/8 

99 

.05 

45 

.30 

64 

71 

.03 

63 

.27 

6b 

05 

.0000 

66 

.52 

77 

48 

.06 

58 

.25 

64 

08 

.02 

57 

.30 

6/ 

87 

.05 

45 

.29 

6y 

17 

.10 

36 

.25 

64 

05 

.08 

57 

.23 

64 

88 

.03 

28 

.37 

/I 

TABLE  5 


High  infant  physical 

Low  infant  physical 

High  infant  physical 

Low  infant  physical 

affection— low  adult 

affection— high  adult 

aftection— high  adult 

affection— low  adult 

physical  violence 

physical  violence 

physical  violence 

physical  violence 

Andamanese 

Alorese 

Cheyenne 

Ainu 

Arapes 

Aranda 

Chir-Apache 

Ganda 

Balinese 

Araucanians 

Crow 

KwakiutI 

Chagga 

Ashanti 

Jivaro 

Lepcha 

Chenchu 

Aymara 

Kurtatchi 

Pukapuka 

Chuckchee 

Azande 

Zuni 

Samoans 

Cuna 

Comanche 

Tanala 

Hano 

Fon 

Lau 

Kaska 

Lesu 

Marquesans 

Maori 

Masai 

Murngin 

Navaho 

Nuer 

Ojibwa 

Papago 

Thonga 

Siriono 

Tallensi 

Tikopia 

Timbira 

Trooriand 

Wogeo 

Woleaians 

Yahgan 

N=49,  PHI=.41,  XSQ=8.38,  percent=73,  P=.004. 
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TABLE  6 


High  infant  physical 

Low  infant  physical 

High  infant  physical 

Low  infant  physical 

affection— low  infant 

affection— high 

infant 

affection- 

-high 

infant 

affection— low  infant 

physical  pain 

physical  pain 

physical  pain 

physical  pain 

Andamanese 

Ainu 

Arapesh 

Ashanti 

Chenchu 

Alorese 

Balinese 

Aymara 

Cheyenne 

Aranda 

Chagga 

Camayura 

Chir-Apache 

Araucanians 

Crow 

Comanche 

Hano 

Azande 

Cuna 

Kaska 

Koryak 

Fon 

Maori 

Lepcha 

Kurtatchi 

Ganda 

Nuer 

Samoans 

Lau 

KwakiutI 

Ona 

Trukese 

Lesu 

Marquesans 

Siriono 

Wichita 

Manus 

Masai 

Tallensi 

Omaha 

Mbundu 

Woleaians 

Ontong-Java 

Navaho 

Yahgan 

Papago 

Ojibwa 

Yoruba 

Sotho 

Pukapuka 

Teton 

Swazi 

Tikopia 

Tanala 

Trobriand 

Tenethara 

Tupinamba 

Thonga 

Turkana 

Yakut 

Winnebago 

Wogeo 

Zuni 

N  equals  63,  PHI  equals  .27,  XSQ  equals  4.71,  percent  equals  65,  P  equals  .03. 


TABLE  7 


High  infant  indulgence — low 
infant  physical  pain 


Low  infant  indulgence—        High  infant  indulgence- 
high  infant  physical  pain        high  infant  physical  pain 


Low  infant  indulgence — 
low  infant  physical  pain 


Andamanese 

Camayura 

Chenchu 

Cheyenne 

Chir-Apache 

Comanche 

Hano 

Kaska 

Kurtatchi 

Lau 

Lepcha 

Lesu 

Manus 

Omaha 

Ontong-Java 

Papago 

Somoans 

Sotho 

Teton 

Tikopia 

Trobriand 

Tupinamba 

Turkana 

Winnebago 

Wogeo 

Yagua 

Zuni 


Ainu 

—Aranda 

Alorese 

Arapesh 

Azande 

—Araucanians 

Balinese 

—Crow 

Chagga 

—Cuna 

Fon 

+Maori 

Ganda 

Nuer 

Kikuyu 

—Ona 

KwakiutI 

4-Woleaians 

Marquesans 

+Yoruba 

Masai 

Mbundu 

Navaho 

Ojibwa 

Pukapuka 

Siriono 

Swazi 

Tallensi 

Tanala 

Tenetehara 

Thonga 

Venda 

Yahgan 

Yakut 

—Ashanti 
— Aymara 
—Koryak 
—Trukese 
Wichita 


N  equals  66,  PHI  equals  .52,  XSQ  equals  18.05,  percent  equals  77,  P  equals  .0000. 
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TABLE  8.— PREMARITAL  SEX  STRONGLY  PUNISHED  (389-392-JTW,  EA) 


Code         Descriptor 


XSQ 


N     PHI     Percent 


81-EA 

91-FW 

102-EA 

110-EA 

127-JKB 

148-BBC 

149-BBC 

240-EA 

262-EA 

278-LWS 

301-EA 

393-FB 

397-JKH 

399-WNS 

420-PES 

-21-PES 

228-GES 

:72-PES 

J75-PES 


Community  size  is  larger 13. 11 

Societal  complexity  is  high 5. 13 

Class  stratification  present 6.25 

Slavery  is  present. ._.  7.87 

Low  female  income. 2.84 

Personel  crime  is  high  (392) 3.45 

Incidence  of  theft  is  high  (392) 2.70 

Small  extended  family... , 7. 13 

Wives  are  "purchased" 5.58 

Women  have  property  rights 5.41 

Longer  post-partum  sex  taboo 4.86 

Extramarital  sex  is  punished 7.96 

Sex  disability  is  present 6.94 

Castration  anxiety  is  high. 5.23 

Bellicosity  is  extreme _ 3. 50 

Killing,  torturing,  mutilating  is  high 3.26 

High  God  in  human  morality b.44 

Narcissism  is  high _._ 3.31 

Exhibitionistic  dancing  emphasized  (392) 4.16 


0.  0003 

80 

0.41 

73 

.01 

15 

.56 

87 

.01 

111 

.24 

60 

.005 

176 

.21 

59 

.09 

24 

.34 

71 

.05 

28 

.35 

71 

.07 

31 

.30 

68 

.008 

63 

.34 

70 

.02 

114 

.22 

54 

.008 

9 

.78 

100 

.03 

50 

.31 

62 

.005 

58 

.37 

71 

.004 

23 

.55 

83 

.009 

37 

.38 

65 

.04 

37 

.31 

68 

.07 

35 

.31 

69 

.01 

27 

.45 

81 

.04 

38 

.30 

66 

.04 

66 

.25 

65 

TABLE  9.— EXTRAMARITAL  SEX  PUNSIHED  (393-FB) 


Code 


Descriptor 


XSQ 


N      PHI     Percent 


Mo-EA                Slavery  is  present 10.12 

I48-BBC              Personal  crime  is  high... 4.38 

I49-BBC              Incidence  of  theft  is  high 5.86 

282-BCA              Desire  for  children  is  high. 3.41 

295-BCA              Abortion  is  highly  punished. 3.14 

392-JTW,  EA        PremariatI  sex  strongly  punished 7.96 

399-WNS             Castration  anxiety  is  high 13.33 

419-PES               Military  glory  strongly  emphasized 9.52 

420-PES               Bellicosity  is  extreme... 10.10 

421-PES               Killing,  torturing,  mutilation. 9.33 


0.002 

83 

0.35 

67 

.02 

20 

.47 

80 

.008 

21 

.53 

81 

.05 

27 

.36 

70 

.05 

17 

.43 

76 

.005 

58 

.37 

71 

.0001 

30 

.67 

87 

.002 

53 

.47 

62 

.002 

43 

.49 

77 

.002 

42 

.47 

76 

TA3LE  10.— TWO  STAGE  DEVELOPMENTAL  SOMOTOSENSORY  DEPRIVATION  (INFANCY  AND  PREMARITAL  SEX- 
UALITY) VERSUS  MURDERING,  KILLING,  TORTURING  OF  ENEMY 


Low-lovi/  deprivation- 
low  adult  violence 


High-high  deprivation- 
high  adult  violence 


Low-low  deprivation — 
high  adult  violence 


High-high  deprivation 
Low  adult  violence 


Andamanese 

Balinese 

Chenchu 

Chuckchee 

Hano 

Lau 

Lesu 

Maori 

Sriono 

Tallensi 

Tikopia 

Timbira 

Trobriand 

Wogeo 

Woleaians 

Yahgan 


Alorese 

Aranda 

Araucanians 

Ashanti 

Aymara 

Azande 

Fon 

Navaho 


Jivaro 


N  equals  25,  PHI  equals  .92,  XSQ  equals  20.91,  Percent  equals  96,  P  equals  .000008. 
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TABLE  11.  SOMATOSENSORY  INDEX  OF  HUMAN  AFFECTION  -  CS;  FACTOR  I:  66.6  PERCENT 

Child  Abuse  and  Abortion  Punished:  A  Violent  Society  Characterized 

Hard  physical  punishment  is  good  for  children  who  disobey  a  lot... 0.85 

Prostitution  should  be  punished  by  society - -o;* 

I  tend  to  be  conservative  in  my  political  points  of  view o^ 

Physical  punishment  and  pain  help  build  a  strong  moral  character 81 

Abortion  should  be  punished  by  society - - «" 

Responsible  premarital  sex  is  not  agreeable  to  me... -- o" 

Nudity  within  the  family  has  a  harmful  influence  upon  children — ■» 

Age  (older) - - -- ' 

Capital  punishment  should  be  permitted  by  society --- 76 

Violence  is  necessary  to  really  solve  our  problems — - {^ 

Physical  punishment  should  be  allowed  in  the  schools •/* 

Sexual  pleasures  help  build  a  weak  moral  character - - .-- -'^ 

Society  should  interfere  with  private  sexual  behavior  between  adults ■ '^ 

Alcohol  is  more  satisfying  than  sex - - '" 

I  enjoy  sadistic  pornography - ^ 

Responsible  extramural  sex  is  not  agreeable  to  me. °^ 

Natural  fresh  body  odors  are  often  offensive - --- -"^ 

Drugs  are  more  satisfying  than  sex -- - " 

1  get  hostile  and  aggressive  when  I  drink  alcohol _ -- °" 

I  often  feel  like  hitting  someone .- --- - -- \^ 

I  often  dream  of  either  floating,  flying,  falling,  or  climbmg '^ 

I  would  rather  drink  alcohol  than  smoke  marijuana *^ 

I  do  not  enjoy  affectional  pornography .-- --- --- J' 

My  mother  is  often  indifferent  toward  me j^ 

I  drink  alcohol  more  often  than  I  experience  orgasm - j^ 

I  can  tolerate  pain  very  well - --      -T, 

I  often  get  "uptight"  about  being  touched -- ^^ 

I  remember  when  my  father  physically  punished  me  a  lot ---      •''" 


[From  The  Humanist,  November/December  1972] 

Before  Ethics  and  Morality 

(By  James  W.  Prescott) 

What  is  ethical  and  moral  behavior?  What  is  moral  education?  Without  a 
definition  of  the  former,  a  curriculum  for  the  latter  cannot  be  developed.  The 
diversity  of  ethical  and  moral  behavior  reflects  the  diversity  of  human  soci- 
eties. What  is  ethical  and  moral  behavior  for  one  may  be  unethical  and  im- 
moral for  another.  On  the  bases  of  cros.s-cultural  studies  of  human  behavior, 
can  we  establish  some  uniform  and  invariant  principles  of  moral  behavior 
that  would  apply  to  all  human  societies?  Probably  not!  Even  the  taking  of 
human  life  has  its  cultural  and  moral  acceptance  in  societies  known  for 
their  religious  rites  of  human  sacrifice  and  infanticide  . 

As  ethical  humanists,  we  can,  however,  define  our  principles  of  ethical  and 
moral  behavior  and  then  proceed  to  develop  a  curriculum  to  achieve  the  ful- 
fillment of  those  principles.  In  this  context  one  fundamental  principle  of 
moral  behavior,  from  the  ethical-humanist  perspective,  can  be  identified :  the 
rejection  of  creed.s.  policies,  and  specific  behaviors  that  inflict  pain,  suffering, 
and  deprivation  upon  our  fellowman.  The  converse  of  this  principle  is  not 
just  the  absence  of  pain,  suffering,  and  deprivation  but  rather  the  enhance- 
ment of  pleasure,  the  promotion  of  affectional  human  relationships,  the  pur- 
suit of  excellence  in  individual  development,  and,  in  general,  the  enrichment 
of  human  life. 

The  issues  of  human  violence  and  human  pleasure  are  pivotal  to  any  theory 
scientific  or  religious — of  moral  behavior.  Violence  and  pleasure  are  recip- 
rocally related,  that  is,  the  presence  of  one  inhibits  the  other,  and  certain 
critical  early  sensory  experiences  during  the  formative  periods  of  development 
provide  the  neurobiological  substrate  and  properties  for  either  violence-seeking 
or  pleasure-seeking  behaviors.  These  beginnings  are  traced  to  "maternal-social" 
deprivation  and  to  parental-child  indifference  and  abuse  that  result  in  specific 
forms  of  sensory  deprivation. 

EFFECTS   OF  DEPRIVATION   IN   HUMANS 

The  effects  of  "maternal-social"  deprivation,  in.stitutionalization,  hospitali- 
zation, and  of  parental  abuse,  neglect,  and  indifference,  upon  infant  and  child 
development  have  been  well  described  by  many  investigators.  When  an  infant 
is  separated  and  isolated  from  loving,  attentive  parents,  there  is  an  initial 
stage  of  protest,  agitation,  and  distressful  crying  followed  by  depression  and 
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withdrawn,  autistic-like  behavior.  Profound  motor  and  mental  retardation 
can  develop,  and  movement  stereotypes  such  as  rocking  are  often  present. 

The  studies  of  Rene  Spitz  on  the  effects  of  "hospitalism"  on  infants  raised 
in  a  founding  home  have  documented  that  such  infants  can  die  when  emo- 
tional deprivation  is  severe.  This  has  been  called  "marasmus"  and  occurs  even 
when  the  physical,  nutritional,  and  medical  care  of  the  infant  is  satisfactory. 
John  Bowlby  created  much  controversy  with  his  retrospective  study  of  the 
home  lives  of  44  juvenile  thieves  when  he  concluded  that  early  separation  of 
the  infant  from  its  mother  leads  to  a  character  disorder  marked  by  a  "lack 
of  affection  or  feelings  for  anyone."  These  words  are  commonly  used  today 
to  characterize  psychopaths,  one  type  of  social  offender.  Similarly,  the  Gluecks 
and  Robert  Hare  have  reported  a  high  incidence  of  fatherless  families  in  their 
studies  of  delinquency,  thus  supporting  the  point  of  view  that  the  absence  of 
mother  or  father  results  in  some  degree  of  human  deprivation,  which  has 
been  linked  to  the  development  of  abnormal  social  and  emotional  behaviors. 
Linkages  between  parental  deprivation  and  a.social  behavior  have  been  further 
strengthened  by  the  studies  of  K.  M.  Roller  and  J.  N.  Castanos,  who  report 
that  long-term  prisoners  (recidivists)  have  two  and  one-half  times  the  normal 
incidence  and  three  and  one-half  times  the  normal  degree  of  parental  loss. 
Brandt  F.  Steele  and  Carl  Pollock  have  studied  parents  who  abuse  and  batter 
their  children  and  have  documented  a  history  of  maternal  deprivation,  a  lack 
of  "mothering"  and  affection— touching,  cuddling,  holding— in  the  heritage  of 
such  parents  even  when  the  physical  and  mechanical  care  of  the  child  was 
satisfactory.  This  history  of  human  deprivation  was  traced  back  to  three 
generations  of  child-abusers  and  was  found  to  be  the  only  common  charac- 
teristic of  such  parents,  regardless  of  social  and  economic  status.  The  depriva- 
tion of  human  pleasure  and  sensuality  during  infancy  left  other  marks  on 
these  parents,  who  were  also  reported  to  have  poor  sexual  lives  and,  in 
general,  had  difficulty  in  experiencing  pleasure  in  day-to-day  living. 

The  violent  sex  offender  has  also  been  linked  with  a  history  of  parental 
abuse  and  deprivation  of  affection.  The  capacity  to  express  pleasure  and  to  ex- 
press violence  are  intimately  linked  and  the  nature  of  their  reciprocal  relation- 
ship, that  is,  the  inhibition  of  the  one  by  the  other,  is  directly  a  consequence  of 
somatosensory  deprivation. 

Another  example  of  somatosensory  deprivation  occurs  when  infants  and 
children  are  physically  immobilized  in  hospitals  with  plaster  casts,  splints, 
and  other  kinds  of  restraining  devices  commonly  used  in  pediatric  orthopedic 
wards.  Such  restraint  has  been  reported  to  result  in  the  development  of 
symptoms  of  depression  mixed  with  violent,  explosive  outbursts,  hyperactivity, 
and  impaired  pain  perception.  In  these  studies,  Marteen  Sabinga  and  C.  Jack 
Friedman  have  also  reported  reading  and  language  disturbances  in  such 
physically  restrained  children.  The  damaging  effects  of  early  somatosensory 
depirvation  have  been  compounded  by  the  practice  of  some  therapists  who 
place  sandbags  on  the  arms  and  legs  of  hyperactive  children  or  otherwise 
isolate  and  reduce  somatosensory  stmiulation.  Institutionalization  practices 
which  imprison  men,  women,  and  children  in  "isolation  cells"  only  aggravate 
conditions  underlying  their  disorders. 

EFFECTS   OF   DEPRIVATION    IN   ANIMALS 

The  experimental  rearing  of  animals  under  varying  conditions  of  parental, 
social,  and  sensory  deprivation  has  documented  effects  similar  to  those  of 
human  deprivation. 

In  brief,  animals  reared  under  conditions  of  parental  and  social  deprivation 
develop  abnormal  social  and  emotional  behaviors.  First,  there  is  the  initial 
stage  of  protest  and  agitation  that  is  followed  by  depressive,  withdrawn,  and 
autistic-like  behaviors,  and  movement  stereotypes  of  rocking  and  self-stimula- 
tion .As  animals  become  older,  they  develop  hyperactivity,  hyperreactivity  to 
sensory  stimulation  (particularly  to  touch),  aberrant  social  and  sexual  be- 
havior (monkeys  fail  to  groom,  are  heterosexually  incompetent,  and  engage 
in  excessive,  compulsive  masturbation),  impaired  perception  of  intense  or 
noxious  stimulation,  such  as  pain,  and  extremely  violent-aggressive  and  as- 
saultive behaviors. 

The  effects  of  parental  and  social  deprivation  or  isolation-rearing  are  not 
isolated  phenomena,  but  have  been  documented  in  different  mammalian  species 
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such  as  rodents,  cats,  dogs,  goats,  sheep,  and  primates.  The  similarity  of 
behavioral  abnormalities  among  this  great  diversity  of  mammalian  species 
suggests  that  a  common  specific  factor  may  be  identified.  Many  writers  have 
attempted  to  describe  these  effects  in  such  terms  as  emotional,  social,  per- 
ceptual, and  cognitive  deprivations.  Finding  such  terms  to  be  poorly  defined 
and  reflecting  diverse  theoretical  points  of  view,  I  have  approached  the 
parental-social  deprivation  phenomena  from  the  viewpoint  of  sensory-system 
functioning  and  sensory  communication. 

THE   SENSES 

The  senses— seeing,  hearing,  tasting,  smelling,  touching,  and  body  movement 
—are  the  only  means  by  which  an  infant  can  communicate  with  the  outside 
world,  beginning  with  its  mother.  An  examination  of  the  conditions  of  par- 
ental-social deprivation,  of  isolation-rearing,  and  of  certain  clinical  conditions 
of  abnormal  sensory  functioning  in  children  has  led  me  to  the  conclusion  that 
stimulus  deprivation  to  the  somatosensory  system  (the  skin  senses  and  body 
movement)  is  the  unique  and  singular  ???sative  factor  in  accounting  for  the 
????cts  of  "maternal-social  deprivation." 

Studies  show  that  stimulus  deprivation  to  the  other  sensory  systems— seeing, 
hearing,  tasting,  and  smelling — will  not  result  in  the  "maternal-social  depriva- 
tion syndrome,"  provided  somatosensory  stimulation  is  present  during  the 
formative  periods  of  development.  The  primate-deprivation  studies  of  the 
Harlows  and  their  many  associates,  where  animals  were  housed  in  single 
wire  cages  in  a  colony  room  that  permitted  visual,  auditory,  and  olfactory 
communication  but  not  somatosensory  communication  with  other  animals, 
clearly  implicates  the  somatosensory  system  above  and  beyond  the  other 
sensory  systems.  This  point  o  fview  was  supported  by  the  results  of  the  peer- 
rearing  conditions — infant  monkeys  reared  together  but  without  mother  or 
father — where  the  "peer  infants"  did  not  develop  the  "maternal-social  depriva- 
tion syndrome."  Clearly,  the  significant  change  in  the  peer-rearing  experiment 
was  the  reinstitution  of  somatosensory  stimulation — touching,  holding,  play- 
ing. Equally  clear  is  the  observation  that  the  absence  of  mother  and  father 
was  not  the  critical  event  for  the  development  of  abnormal  social  and  emo- 
tional behaviors.  These  conclusions  are  further  reinforced  by  the  findings  of 
William  Mason  and  Ger.shon  Berkson,  who  reared  infant  monkeys  in  single 
wire  cages  on  a  "swinging  mother"  surrogate — a  Clorox  bottle  wrapped  in 
fur  with  a  pie  pan  bolted  on  the  bottom  of  the  bottle.  The.se  infant  mc^ikeys 
would  ride  on  their  "swinging  mothers,"  and  they  did  not  develop  rocking 
behaviors  and  depressive,  withdrawn,  and  autistic-like  behaviors  as  did  mon- 
keys reared  with  a  stationary  surrogate  mother.  Additionally,  Gershon  Berk- 
son  reared  experimentally  blinded  infant  monkeys  with  their  mothers  and 
they  did  not  develop  abnormal  social-emotional  behaviors.  Selma  Fraiberg  has 
provided  dramatic  documentation  that  congenitally  blind  children  can  develop 
normal  social-emotional  relationships  provided  they  receive  somatosensory 
stimulation.  Further,  Austin  Rie.sen  has  reared  kittens  in  the  dark  and  re- 
ported normal  social-emotional  behaviors  provided  they  received  sufficient 
physical  handling.  Clearly,  the  visual  sensory  system  is  neither  critical  nor 
essential  for  the  development  of  normal  social-emotional  behaviors. 

THERAPEUTIC  EFFECTS  OF   SOMATOSENSORY   STIMULATION 

The  beneficial  effects  of  artificial  rocking  and  body  movement  to  premature 
human  infants  has  been  documented  by  Mary  Neal  where  rocked  prematures 
were  significantly  improved  when  compared  to  non-rocked  prematures.  J. 
Woodstock  reported  that  rocked  full-term  infants  were  more  emotionally 
stable  than  non-rocked  infants,  as  measured  by  the  rate  of  heartbeat  in  re- 
sponse to  a  loud  buzzer.  It  is  becoming  increasingly  clear  that  somatosensory 
stimulation  is  beneficial  for  emotionally  disturbed  and  hyperactive  children. 
In  a  recent  pilot  study  by  this  writer  with  Dr.  William  Nyhan,  it  was  demon- 
.strated  that  whirling  severely  mentally  retarded  children  in  a  swivel  chair 
eliminated  their  circling,  pacing,  and  hyperactive  behavior.s.  Consistent  with 
the  somatosensory  deprivation  theory,  their  circling  behaviors  reflected  a  need 
for  that  kind  of  sensory  stimulation  and  when  provided  in  an  enriched  form 
eliminated  the  abnormal  behavior. 
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Appropriate  sensory  stimulation  cu^  also  be  an  effective  substitute  for  drug 
therapy.  Thus,  the  use  of  rocliing  chairs  in  classrooms,  and  swings,  slides, 
merry-o-rounds,  and  seesaws  in  playgrounds,  should  reduce,  if  not  eliminate, 
the  need  for  drugs  in  the  treatment  of  many  hyperactive  children.  In  this 
context,  it  is  possible  to  understand  the  paradoxical  effects  of  drug  stimu- 
lants that  quiet  hyperactive  children,  as  well  as  why  some  hyperactive  chil- 
dren develop  delinquency  behaviors. 

It  would  not  be  surprising  to  find  drug  abuse  linked  to  these  developmental 
events.  As  mentioned  above,  animal  deprivation  studies  have  clearly  linked 
hyperactive  and  hyperactive  behaviors  with  early  somatosensory  deprivation. 
The  hypothesis  that  drug  abuse  is  causally  linked  with  early  somatosensory 
deprivation  is  given  some  support  by  the  studies  of  Nechama  and  Leon  Tec 
who  found  the  highest  incidence  of  marihuana  use  associated  with  broken 
homes  and  with  parents  who  lacked  "warmth"  and  affection.  The  suggestion 
that  drug  stimulation  is  a  sub.stitute  for  somatosensory  stimulation — that  is, 
body  pleasure — needs  systematic  study. 

THE   NATURE  OF  THE   SOMATOSENSOBY    SYSTEM 

Why  should  somatosensory  deprivation  have  such  profound  effects  upon 
mammalian  development?  Primarily,  the  somatosensory  system  is  the  sensory 
system  that  mediates  emotional  behaviors.  Smell  and  taste  play  a  lesser  role, 
vision  and  hearing  a  lesser  still.  These  latter  senses  assume  a  significant  role 
in  emotional  behavior  only  by  virtue  of  their  association  with  the  somatosen- 
sory system.  The  infant  first  knows  the  mother  through  body  contact  and 
much  later  learns  to  recognize  her  through  vision  and  hearing.  Thus,  the 
sight  of  the  mother  and  the  sound  of  her  voice  become  conditional  stimuli 
that,  as  secondary  signals,  can  trigger  responses  of  the  infant  that  previously 
were  triggered  by  somatosensory  stimulation.  Whether  the  sight  or  sound  of 
the  mother  initiates  positive  or  negative  responses  from  the  infant  will  there- 
fore be  dependent  upon  the  nature  and  quality  of  somatosensory  communica- 
tion between  the  infant  and  mother.  As  mentioned  earlier,  somatosensory 
deprivation  results  in  both  aversion  to  touch  (where  touch  is  normally  a 
positive  reinforcement)  and  impaired  pain  perception  (where  pain  is  normally 
a  negative  reinforcement).  Consequently,  both  positive  (pleasure)  and  nega- 
tive (pain)  reinforcement  mechanisms  become  dysfunctional.  Inasmuch  as  the 
socialization  process  is  dependent  upon  the  integrity  of  function  of  these 
reinforcement  mechanisms,  it  is  not  surprising  that  socialization  fails  when 
there  is  a  developmental  history  of  somatosen.sory  deprivation. 

It  is  known  that  sensory  deprivation  during  the  formative  periods  of  de- 
velopment leads  to  a  high  demand  and  need  for  stimulation  later  in  life.  For 
example,  both  human  and  monkey  infants  who  have  been  deprived  of  body- 
movement  stimulation  will  rock  themselves.  Similarly,  lack  of  breast  feeding 
and  insufiicient  use  of  a  pacifier  will  result  in  thumbsucking — a  need  for  oral 
stimulation. 

SENSORY  DEPRIVATION   AND   ABNORMAL  BRAIN   DEVELOPMENT 

It  has  been  well  established  that  sensory  deprivation  during  the  formative 
periods  of  development  leads  to  the  abnormal  development  of  the  deprived 
system.  Dependent  upon  the  magnitude  of  deprivation,  structural  abnormali- 
ties of  brain  cells — brain  damage — can  occur.  The  brain  is  highly  immature  at 
birth  and  is  dependent  upon  sensory  stimulation  for  normal  growth,  develop- 
ment, and  function.  Sensory  stimulation  is  like  a  nutrient — without  it  the 
brain  does  not  develop  or  function  normally.  Supersensitivity,  hyperreactivity, 
and  hyperexcitability  of  neural  structures  result  when  they  have  been  de- 
prived of  their  afferent  input.  Walter  B.  Cannon,  renowned  Harvard  physiol- 
ogist, developed  the  Law  of  Denervation  Supersensitivity,  formulated  upon 
the  effects  of  surgical  cutting  (deafferentiation)  of  .sensory  peripheral  nerves. 
It  is  my  thesis  that  these  effects  hold  for  partial  functional  deafferentation 
(environmentally  induced  sensory  deprivation)  of  the  central  nervous  system. 
Specifically,  I  propose  that  the  vestibular-cerebellar  brain  structures  become 
dysfunctional  by  parental-social  (somatosensory)  deprivation.  The  vestibular 
sy.stem  includes  sensory  receptors  that  detect  motion  stimulation  to  maintain 
balance.  The  cerebellum  is  a  massive  brain  structure  traditionally  associated 
with  regulation  and  coordination  of  body  movement.  It  is  my  contention  that 
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the  cerebellum  regulates  more  thau  body  movement,  namely,  sensory  input 
and  social  and  emotional  beiiaviors.  There  are,  of  course,  otlaer  brain  struc- 
tures involved.  Thus,  the  abnormal  social  and  emotional  behaviors  that  result 
irom  parental  and  social  (somatosensory)  deprivation  are  directly  related  to 
impaired  brain  functioning.  Robert  G.  Heath  has  confirmed  abnormal  neuro- 
electrical  activity  in  the  cerebellum  and  other  brain  structures  among  paren- 
tally and  socially  deprived  monkeys.  Walter  B.  Essman  has  confirmed  similar 
neurochemical  abnormalities  in  the  cerebellum  of  isolation-reared  rodents. 
Whether  the  effects  of  these  brain  insults  are  reversible  is  largely  unknown. 
It  is  of  interest,  however,  that  A.  J.  Bermau  has  markedly  reduced  abnormal 
behavior  in  deprived  infant  monkeys  and  violent-aggressive  behavior  in  the 
deprived  adult  monkeys  through  cerebellar  neurosurgery. 

The  evaluation  and  assessment  of  the  somatosensory  deprivation  theory 
and  its  relationship  to  previously  described  behaviors  can  be  directly  obtained 
by  the  psychophysiological  and  neurophysiological  evaluation  of  sensory  sys- 
tem functioning.  It  is  known  that  sensory  deprivation  during  infant  develop- 
ment results  in  impaired  habituation— a  form  of  adaptation  characterized  by 
a  gradually  decreasing  response  to  repeated  sensory  stimulation.  This  gradual 
decline  of  response  is  normal  behavior.  Individuals  suffering  from  early  so- 
matosensory deprivation,  however,  should  show  a  different  rate  of  habituation 
and  responsitivity  to  somatosensory  stimulation  than  to  visual  or  auditory 
sensory  stimulation.  This  is  one  possible  psychophysiological  or  neurophysio- 
logical mechanism  underlying  stimulus-seeking  behaviors,  that  is,  the  high 
demand  or  need  for  particular  forms  of  sensory  stimulation.  The  details  of 
the  neuromechauisms  underlying  impaired  habituation  are  poorly  understood. 
Physiological  nystagmus,  eye  movements  induced  by  stimulation  of  the  ves- 
tibular-cerebellar system,  would  also  reflect  abnormal  somatosensory-vestibu- 
lar-cerebellar functioning. 

It  can  be  suggested  that  the  cerebellum  in  its  abnormal  functioning  sends 
neural  impulses  to  critical  sensory  relay  nuclei  that  block  the  further  trans- 
mission of  those  sensory  impulses  to  other  brain  structures.  This  could  ex- 
plain the  continuous  rocking  behavior  of  isolation-reared  monkeys  and  insti- 
tutionalized children.  The  sensory  events  created  by  rocking  behaviors  are 
prevented  from  reaching  their  final  destination  in  the  brain  and  rocking  con- 
sequently continues. 

A  similar  process  may  be  at  work  in  pathologically  violent  adults.  Neural 
impulses,  resulting  from  somatosensory  stimulation,  are  perhaps  being  blocked 
from  their  final  destination  in  the  brain;  that  is,  pleasure  is  impaired  or  not 
experienced.  Additional  neural  impulses  or  neural  energy  would  be  required 
to  enable  the  neural  events  of  somatosensory  stimulation  to  reach  their  final 
destination  in  the  brain.  This  additional  "assist"  may  be  provided  by  the 
physical  contact  and  "excitement"  associated  with  violent  and  aggressive 
acts.  If  pleasure  results  under  these  conditions,  then  the  common  association 
of  sex  and  violence  becomes  more  understandable. 

The  behavioral  effects  of  early  somatosensory  deprivation  strongly  support 
an  inverse  relationship  between  pleasure-seeking  and  aggression-seeking  be- 
haviors. Functional  capacity  in  one  denotes  a  functional  incapacity  in  the 
other.  This  is  to  say  that  the  pleasure-prone  personality  has  a  low  capacity 
and  tolerance  for  violent-aggressive  behaviors.  Conversely,  the  violence-  and 
aggression-prone  personality  has  a  low  capacity  and  tolerance  for  pleasure 
and  for  sensuous  behaviors.  As  one  goes  up,  the  other  goes  down — with  all 
possible  seesaw  mixes  of  the  two. 

The  inverse  relationship  between  a  state  of  pleasure  and  a  state  of  anguish, 
depression,  fear,  and  rage  is  supported  by  studies  of  direct  electrical  and 
chemical  stimulation  of  specific  brain  structures.  Stimulation  of  brain  pleasure 
centers  can  eliminate  feelings  of  rage,  fear,  and  depression.  Emotional  states 
are  apparently  dependent  upon  the  dominant  activity  of  specific  brain  struc- 
tures where  the  differential  functional  activity  of  these  specific  brain  struc- 
tures is  directly  related  to  emotional  experiences.  These  in  turn  are  largely 
infiuenced  by  the  quality  and  quantity  of  somatosensory  stimulation  during 
the  early  formative  periods  of  development. 

A  CURRICULUM   FOR   MORAL  FREEDOM 

In  his  recent  article  "Psychoeivilized  Direction  of  Behavior"  (The  Humanist, 
March/April,  1972),  Jose  M.  R.  Delgado  concluded  that  "messages  with  com- 
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plex  meaning,  the  building  blocks  of  personal  identity,  must  reach  the  brain 
through  the  senses,  and  that  the  power  of  [artificial]  bram  stimulation  is 
far  more  modest."  He  further  called  for  "a  great  effort  to  investigate  the 
basic  cerebral  mechanisms  related  to  the  essence  of  man,  and  to  direct  our 
intellect  toward  the  understanding  and  control  of  our  emotional  and  be- 
havioral activities"  [italics  mine]. 

Hopefully,  this  essay  has  complemented  Delgado's  in  illustrating  how  sen- 
sory experiences  during  the  formative  periods  of  development  stimulate  the 
brain  to  produce  certain  structural  and  functional  neural  characteristics  inti- 
mately related  to  those  emotional  and  behavioral  activities.  It  is  apparent  that 
an  infant  or  child  is  not  "free"  to  select  the  nature  of  his  sensory  environment 
but  is  dependent  upon  adults  for  the  quality  of  his  sensory  environment  and, 
thus,  his  neurobiological  development  and  psychobiological  predispositions  for 
certain  kinds  of  behavior.  From  this  perspective,  it  is  evident  that  before  a 
child  can  reason  and  before  reason  can  establish  principles  of  moral  behavior, 
the  course  of  an  ethical  and  moral  life  has  already  been  set. 

If  we  are  to  substantially  change  human  behavior,  we  must  change  the  func- 
tional characteristics  of  the  human  brain;  and  this  can  be  best  achieved 
through  the  "control"  and  "regulation"  of  the  sensory  environment  of  the 
developing  infant  and  child.  This  point  of  view  is  in  concert  with  that  of 
B.  F.  Skinner  (Beyond  Freedom  and  Dignity)  who  emphasized  that  the  "con- 
trol" and  "regulation"  of  human  behavior  is  most  efficiently  and  effectively 
accomplished  through  the  "control"  and  "regulation"  of  the  environment  of 
man  rather  than  man  himself.  It  can  be  appreciated  that  a  child  reared  in 
an  environment  of  positive  reinforcements  (somatosensory  stimulation)  will 
develop  into  a  quite  different  human  being  than  a  child  reared  in  an  environ- 
ment of  negative  reinforcements   (somatosensory  deprivation). 

When  and  if  we  choose  to  rear  our  infants  and  children  in  an  affectional 
environment  of  positive  reinforcements,  then  we  can  expect  to  be  beyond 
freedom  and  dignity  because,  by  the  very  nature  of  that  environment,  we 
will  be  free  and  dignified. 

NOTK  :  The  views  expressed  in  this  article  are  those  of  the  author  and  not  HEW. 

Dr.  Prescott.  It  is  recognized  that  the  issue  of  abortion  is  charac- 
terized by  constitutional,  religions,  philosophical,  medical,  psycho- 
logical, and  social  controversy.  I  would  like  to  point  out,  before 
proceeding  with  my  formal  testimony,  some  of  the  experiences  I 
have  had  with  the  judiciary  subcommittee  in  Maryland,  where  we 
were  charged  with  reviewing  the  abortion  statutes  that  existed,  to 
examine  all  aspects  of  the  abortion  problem  and  to  recommend  to  the 
full  judiciary  committee  the  best  possible  bill  for  the  State  of 
Maryland. 

It"  was  my  experience  in  the  committee,  or  that  subcommitee,  that 
the  issue  could  not  be  resolved  based  upon  religious  grounds.  The 
differences  were  just  too  substantial,  and  no  matter  which  position 
the  State  would  take  from  a  legislative  point  of  view,  it  would  neces- 
sarily have  to  legislate  for  or  against  some  religious  opinion  or  an- 
other. It  was  at  that  time  that  Congressman,  the  Reverend  Drinan 
enunciated  his  position  that  the  best  possible  position  would  be  no 
legislation  at  all.  This  was  the  position  that  our  subcommittee  recom- 
mended to  the  full  judiciary  committee. 

It  was  at  this  time  that  I  was  led  to  examine  the  issue  of  abortion 
from  another  point  of  view,  and  it  is  this  point  of  view  that  I  would 
like  to  now  share  with  you  in  some  detail. 

It  is  the  intent  of  this  testimony  to  address  itself  to  the  social 
and  psychological  implications  of  abortion  for  the  individual  and 
society."  A  woman  who  seeks  to  terminate  a  pregnancy  and  is  denied 
an  opportunity  to  do  so  by  society  is  forced  to  carry  a  child  she  does 
not  want.  Although  the  mother  may  at  birth  have  come  to  accept  the 
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pTiild  and  even  perceive  the  infant  as  being  wanted,  an  unwanted 
conceptron   S  has   long4asting    psychological    effects 

Xh  may  not  b?  readily  evident.  Consequently,  it  is  important  to 
fnow  wZt  the  consequences  of  being  unwanted  are  fo^  ^he  d^^^ejop^ 

ment  of  the  unwanted  child  and  for  ^^^^X l-'if'Tw Jto  D?St 
particularly  crucial  when  a  society  establishes  laws  ^  prohibit 
abortion  and  to  provide  criminal  sanctions  for  its  violation 

Thrtogr^^^^  excellence  of  development  of  each  mdividua 

and  the  SLvLent  of  a  stable,  compassionate,  -d  humane  soc  a 

order  should  be  the  objectives  of  any  f  ^J,^*^; J^VnV  ffsodety 
objectives  that  abortion  must  be  examined  Far  example,  is  a  society 
which  is  humane  and  just  likely  or  uiJikely  to  allow  abortion  i 
will  cite  later  in  my  testimony  data  which  illuminates  this  crucial 

cTu^tfon   I  would  like  to  address,  first   ^l^--^^-^  V^^^tSX^^on 
being  unwanted  and  review  ma]or  studies  which  outline  the  con 
sequfnces  of  the  denial  of  abortion  requests  for  f  f  ^tpJwhich  docu 
as  a  result.  I  will  also  touch  upon  a  number  of  etudes  which  docu 
ment  the  motivation  of  parents  m  cases  of  i^^^^^^^^l^-™;^^.^* 
one's  newborn  children  within  the  first  24  hours-and  fili^id^     ^he 
killing  of  one's  children  at  a  later  stage  of  development-and  rev  ew 
our  state  of  knowledge  in  relation  to  a  more  common,  although  less 
drastic  and  final  forms  of  child  abuse. 

One  of  the  most  important  studies  in  evaluating  t^J^  consequences 
of  being  an  unwanted  child  upon  the  development  of  the  child  was 
conducted  by  Forssman  and  Thuwe,  from  the  Department  ot  Psy- 
chiatry, Goteborg  University,  Sweden.  This  study  7^^ commented  on 
by  a  previous  witness,  and  we  have  some  very  substantial  differences. 
And  I  would  like  to  proceed  with  my  testimony  and  indicate  where 

those  differences  are.  ^  .  -,-,     -,       t     j   •      a^  a^^   ;« 

Therapeutic  abortion  was  first  officially  legalized  m  feweden  m 
1939  and  liberalized  in  1946  to  include  mental  health  criteria,  ihese 
Swedish  investigators  examined  the  development  of  children  trom 
birth  to  age  21  who  were  born  to  mothers  during  the  years  19^9  to 
1941  who  had  applied  for  abortion  but  were  denied.  The  sample  in- 
cluded 120  children  who  were  compared  to  a  control  group  ot  chil- 
dren whose  mothers  had  not  applied  for  abortion  There  were  66 
boys  and  54  girls  in  the  abortion-denied  group.  Thirty -two,  or  Z( 
percent,  of  the  unwanted  children  were  born  out  of  wedlock,  whereas 
only  nine,  or  8  percent,  of  the  control  children  were  born  out  ot 
wedlock,  whereas  only  nine,  or  8  percent,  of  the  control  children  were 
born  out  of  wedlock.  This  constitutes  an  important  difference  be- 
tween the  experimental  and  control  group. 

Senator  Bayh.  Could  I  interrupt  just  a  moment. 

Is  that  not  a  rather  significant  difference?  It  would  seem  to  me 
that  maybe  one  of  the  real  problems  or  differences  between  being 
wanted  and  unwanted  is  the  social  status  the  child  has,  or  the  social 
stigma  that  is  placed  on  him.  If  one  group  has  a  small  percentage  ot 
illegitimate  children  and  the  other  group  has  a  large  percentage,  does 
that  not  strain  the  credibility  of  the  results?  Or  are  you  going  to 
tell  me  later  on  why  that  is  not  the  case?  If  so,  then  I  will  just  with- 
draw the  question.  •       i  •  ^ 

Dr.  Prescott.  Well,  I  think  one  could  in  fact  recognize  this  as  part 
of  the  definition  as  being  unwanted,  of  the  process  of  being  un- 
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wanted.  But  it  does  point  out  the  difference  between  the  experimental 
and  control  groups.  There  cO-re  other  differences  between  the  experi- 
mental and  contTol  groups  which,  in  a  study  conducted  today,  would 
control,  for  example,  socioeconomic  status,  controlling  education  level 
and  the  like.  But  I  think  when  we  review  the  studies,  that  the  data 
do  speak  for  themselves.  The  investigators  did  report  significant  dif- 
ferences between  "unwanted"  and  control  children  for  two  social 
classes. 

In  table  4  in  their  study,  they  summarized  some  17  different  com- 
parisons between  the  unwanted  children  and  the  wanted  children, 
and  11  of  these  17  comparisons  were  statistically  significantly  diff- 
erent: only  6  were  not.  And  what  I  would  like  to  do  now  is  just 
briefly  identify  some  of  these  differences. 

According  to  the  criteria  for  an  insecure  childhood,  60  percent  of 
the  unwanted  children  had  an  insecure  childhood  in  contrast  to  only 
28  percent  of  the  control  children.  This  is  significant  beyond  the  .001 
level.  Now,  when  I  use  these  figures  of  .001,  that  means  that  the 
probability  of  this  occurring  by  chance  is  one  part  out  of  a  thous- 
and; it  is 'like  a  gambling  statistic.  In  other  words;  it  is  highly  un- 
likely that  this  is  an  artificial  difference ;  28  percent  of  the  unwanted 
children  received  some  form  of  psychiatric  care,  compared  to  15  per- 
cent of  the  control  children,  18  percent  of  the  unwanted  children 
were  registered  with  child  welfare  boards  for  delinquency,  compared 
ta  8  percent  of  the  control  children.  This  is  significant  at  the  .05 
level,  16  percent  of  the  unwanted  children  were  registered  for 
drunken  misconduct,  compared  to  11  percent  of  the  control  children. 

I  would  like  to  emphasize  that  all  the  differences  reported  show 
the  unwanted  cliildren  to  be  worse  off  than  the  wanted  group,  al- 
though all  the  differences  were  not  statistically  significant.  Drunken- 
ness was  one  that  was  not  significant:  14  percent  of  the  unwanted 
children  received  some  form  of  welfare  between  the  ages  of  16-21,  in 
contrast  to  only  2.5  percent  of  the  control  children.  This  is  signifi- 
cant well  beyond  the  .005  level. 

Only  14  percent  of  the  unwanted  children  had  some  form  of  higher 
education,  compared  to  33  percent  of  the  control  children — again, 
significant  at  the  .001  level ;  15  percent  of  the  unwanted  male  chil- 
dren were  found  unfit  for  military  service,  in  contrast  to  7  percent 
of  the  control  children.  Although  there  were  twice  as  many  of  the 
unwanted  children  found  unfit,  the  difference  does  not  approach  sta- 
tistical significance  or  was  not  statistically  significant ;  11  percent  of 
the  unwanted  children  were  educationally  subnormal  in  contrast  to 
only  5  percent  of  the  control  subjects.  Unwanted  children  got  a 
significantly  smaller  amount  of  education  than  the  control  chifdren. 
Again,  although  there  are  twice  as  many  unwanted  being  educa- 
tionally subnormal  than  the  control  subjects,  this  difference  was 
not  statistically  significant — and  this  has  to  do  with  the  small  sample 
size. 

Senator  Bayh.  INIay  I  ask,  was  there  any  effort  made  to  compare 
factors  within  various  classes?  For  example,  how  many  of  the  in- 
secure children  were  illegitimate?  How  many  of  the  psychiatric 
care  children  were  illegitimate?  In  other  words,  being  wanted  would 
seem  to  be  such  a  fundamental  ingredient  right  from  the  beginning. 
Did  this  study  take  that  into  consideration? 
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Dr  PRESCorr.  Well,  thev  did  have  comparisons  of  social  class  dif- 
ferences and  they  broke  them  down  in  terms  of  the  differences  here 
and  they  s?m  found  significant  differences.  And  m  fact,  let  me  read 
iiist  one  short  paragraph  that  is  related  to  your  question. 
^  "According  t^  the  criteria  laid  down,  72,  or  60  percent,  of  the  un- 
wanted children  had  an  insecure  childhood  as  ag^inst/)^!^  ?^f'  9^ 
28  percent,  of  the  control  children.  If  one  disregards  the  status  in 
children's  homes,  many  of  which  were  for  only  a  short  while,  the 
figure  changes  t^  65,  or  54  percent,  against  26,  or  22  percent  And 
the  difference  still  remains  highly  significant.  I^  short,  it  is  obvious 
that  children  born  after  an  application  for  abortion  had  been  re- 
fused run  a  greater  risk  of  insecurity  m  childhood  than  the  con- 

^ThTy  did'not  systematically  compare  differences  on  all  of  these 
different  variables.  But  again,  when  they  did  compare  them  for  that 
particular  variable,  differences  were  found. 

And  finally,  while  68  percent  of  the  control  children  showed  none 
of  these  social  disabilities  discussed,  only  48  percent  of  the  unwanted 
children  were  free  of  such  characteristics.         .        _     ,  , .     , 

Now,  since  the  previous  witness  had  mentioned  that  particular 
finding  and  dismissed  it,  I  would  simply  like  to  point  out  that  this 
difference  was  highly  statistically  significant  at  the  .005  level,  and 
cannot  be  dismissed.  .  . 

In  summary,  unwanted  children  suffer  over  twice  the  social,  emo- 
tional, and  mental  disabilities  than  do  wanted  children  on  a  variety 
of  measures.  The  costs  to  society  in  increased  crime,  welfare  recipi- 
ents, poorly  educated  citizenry,  and  drunkenness  constitute  a  clear 
and  present  danger  to  a  well-functioning  society.  -,  ^  .    . 

In  a  more  recent  study.  Dytryck,  Matejcek,  David,  and  Friedman 
reported  upon  a  preliminary  analysis  of  220  children  born  to  women 
denied  abortion  in  Prague,  Czechoslovakia,  during  1961-63.  A  con- 
trol group  of  220  children  were  matched  with  respect  to  age,  grade 
in  school,  sex,  birth  order,  number  of  siblings,  mothers,  marital  sta- 
tus and  fathers'  occupation.  -,       j  i.  j 

In  summary,  numerous  differences  between  wanted  and  unwanted 
children  were  'found.  Unwanted  children  had  more  childhood  dis- 
eases and  hospitalizations;  were  more  "naughty";  were  worse  m  all 
school  subjects;  were  more  demanding,  more  intent  on  getting  atten- 
tion, and  more  egotistical ;  and,  in  general,  experienced  quite  varied 
and  usually  unfavorable  consequences  in  their  subsequent  lives  than 
wanted  children. 

The  above  study  is  still  in  progress,  and  evaluation  of  adolescent 
and  adult  functions  will  be  assessed  in  future  reports.  The  prelimi- 
nary results,  however,  are  consistent  with  the  finding  of  the  Swedish 
study.  When  taken  together,  these  studies  provide  substantial  docu- 
mentation that  denial  of  abortion  leads  to  undersirable  consequences 
for  both  the  unwanted  child  and  society. 

Although  widely  practiced  in  ancient  times  and  primitive  so- 
cities,  the  killing  of  one's  own  children  in  modern  civilizations 
is  uniformly  met  with  revulsion  and  horror.  Child  abuse,  which  is 
the  precursor  to  filicide  and  neonaticide,  is  more  tolerated  and  is 
tacitly  accepted  and  widely  practiced  in  many  societies,  including 
our  own. 
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Phillip  J.  Kesnick  has  published  two  papers  on  filicide  and  neo- 
naticide.  In  his  study  of  131  filicides,  he  found  that  49  percent  were 
associated  with  "altruistic"  motives— for  example,  to  relieve  suffer- 
ing; 21  percent  were  attributed  to  psychoses;  26  percent  were  attri- 
buted to  being  unwanted,  which  includes  the  child  abuse  syndrome ; 
and  4  percent  were  attributed  to  spouse  revenge.  Statistics,  however, 
fail  to  convey  the  personal  horror  and  tragedy  of  parents  killing 
their  own  children,  particularly  when  it  could  be  prevented.  Several 
of  the  case  histories  are  so  grueling  that  they  cannot  help  raise  the 
question  of  whether  it  is  more  humane  to  prevent  a  life  than  to  com- 
pel it  into  an  existence  which  will  result  in  such  cruel  and  painful 

death.  i  •  i    •    <•  j 

Dr.  Kesnick,  in  citing  the  several  means  by  which  infants  and 
children  were  killed,  states: 

Head  trauma,  strangulation,  and  drowning  were  the  most  frequent  methods 
of  filicide.  Fathers  tended  to  use  more  active  methods  such  as  striking,  squeez- 
ing, or  stabbing,  whereas  mothers  more  often  drowned,  suffocated,  or  gassed 
their  victims.  Unusual  methods  included  putting  sulfuric  acid  in  a  nursing 
bottle  and  biting  to  death.  One  father  put  his  son  on  a  drill  press  and  drilled 
a  hole  through  his  heart. 

It  is  unnecessary  to  further  catalog  the  atrocities  that  are  inflicted 
upon  unwanted  children  and  the  compelling  conclusion  that  life 
should  be  prevented  if  the  outcome  of  life  is  an  early  violent  and 
painful  death.  This  is  highlighted  by  Dr.  Resnick's  study  of  37 
neonaticides— that  is,  the  infants  killed  within  the  first  24  hours— 
where  he  found  that  83  percent  of  infant  killings  were  attributed  to 
being  unwanted  by  the  mother;  11  percent  to  psychoses;  3  percent 
to  accidental  murder  or  child  abuse;  and  3  percent  to  atruism. 

The  1970  National  Fertility  Study  showed  that  15  percent  of  all 
births  were  unwanted  by  the  parents  at  the  time  of  conception  and 
27  percent  of  all  births' among  the  poor  were  unwanted.  These  sta- 
tistics are  not  unrelated  to  child  abuse  statistics  which  report  that 
between  30,000  and  37,000  children  are  badly  beaten  each  year— this 
is  from  Schwartz  and  his  review  which  I  would  like  to  bring  to  the 
attention  of  the  subcommittee,  Abortion  Requests  and  Psychiatric 
Implications,  which  was  published  in  the  Case  Western  Reserve  Law 
Review  in  1972.  It  is  estimated  that  the  maximum  incidence  of 
physical  abuse  during  1965  ranged  from  253  to  407  million  cases 
(Gil,  1971).  These  figures  include  all  kinds  of  injuries  from  minimal 
through  serious  to  fatal.  Gil,  in  a  publication  in  1971,  estimates  that 
there  would  be  a  larger  figure  of  incidence  if  cases  of  abuse  which 
did  not  result  in  physical  injury  were  added.  Gil  cited  nationwide 
reporting  rates  of  child  abuse  at  6.7  per  100,000  for  whites  and  21 
per  100,000  for  nonwhites.  The  statistics  for  nonwhites  must  be 
treated  with  caution  because  it  does  represent  over-representation  in 
the  sample  and  reporting  bias.  The  1965  survey  on  child  abuse  by  the 
National  Opinion  Research  Center  estimates  3.7  percent  of  110  mil- 
lion adults  knew  personally  of  families  involved  in  incidents  of 
child  abuse,  or  approximately  4  million  abused  children.  It  was 
further  estimated  that  6  percent  of  the  abused  children  are  fatally 
injured  and  8  percent  suffer  peiTnanent  brain  damage.  The  fact  that 
these  abuses  are  so  widespread  and  that  in  so  few  cases  does  the 
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society  actively  intervene  to  protect  the  child  indicates  that,  in  spite 
rfTuJprotlstations  to  the  contrary,  we,  as  a  Nation,  place  less  value 
on  children  than  would  appear  on  the  surtace.  .  i -n  i.  4: 

Andtn  this  respect,  I  would  like  to  mention  the  X?.?Kunaway 
Congress,  which  Senator  Bayh  is  very  familiar  with,  the  Runaway 
Youth  Act.  I  would  like  to  simply  quote  the  first  paragraph  m  the 
Congressional  Kecord  of  June  12,  1974,  H.R.  5088,  where  itstates: 

ThP  Coneress  hereby  finds  that  the  number  of  juveniles  who  leave  and  re- 
n.am\w:rfr"m\Tm J  without  parental  ^^r'^^'^^^^llZZTor  lV\^^Z' 
proportions,  creating  a  substantial  law^«f«^^^^^^°,t  P™^,^^J^  *J! Je    X^ 
nities   inundated,    and    significantly    endangering   the   young   people   who    are 
without  resources  and  live  on  the  street. 

I  do  not  think  it  requires  a  great  imagination  to  interpret  this 
finding.  Children  who  are  loved  and  wanted  and  who  have  a  happy 
homelife  do  not  run  away  from  home  And  I  think  this  is  ] us 
another  indication  of  the  serious  crisis  that  the  American  family  is 
in  today,  and  that  our  society  is  in  today.  D'Angelo  m  his  report  on 
runaways— Families  of  Sand— amply  support  this  point  of  view  and 
his  documentation  that  runaways  experience  three  times  the  amount 
of  child  abuse  as  nonrunaways  is  particularly  noteworthy. 

Infant  and  child  mortality  rates  can  tell  us  further  about  the 
value  we  really  place  on  children.  In  a  recent  study  on  infant  death: 
an  analysis  by  maternal  risk  and  health  care  conducted  by  the  Insti- 
tute of  Medicine,  National  Academy  of  Sciences,  it  was  demon- 
strated that  neonatal  death  rates  were  21/2  times  as  great  for  mothers 
who  were  judged  to  have  received  inadequate  care,  approximately 
27  per  1,000  live  births  when  compared  to  an  adequate  care  group- 
approximately  11  per  1,000  live  births.  Figure  1,  which  is  attached 
to  my  testimony— which  I  think  some  of  you  may  have— illustrates 
these  relationships  for  a  New  York  City  live-birth  cohort  for  the 
year  1968.  The  three-factor  health  services  index  included:  (a)  time 
of  first  prenatal  visit  to  a  physician;  (b)  number  of  visits;  and  (c) 
whether  the  infant  was  born  in  a  hospital  ward  or  private  service. 
The  index  does  not  reflect  the  content  or  quality  of  medical  care. 

These  and  other  data  reported  in  the  National  Academy  of  Sci- 
ences study  strongly  support  an  interpretation  of  our  infant  mor- 
tality statistics  as  reflecting  a  large  measure  of  societal  indifference 
and  "neglect  of  our  children.  This  country  has  one  of  the  highest  in- 
fant mortality  rates  of  industralized  nations,  ranking  15th,  'with  a 
rate  of  18.5  deaths  per  1,000  live  births.  There  is  also  little  ques- 
tion that  infants  and  children  who  do  survive,  but  in  depriving 
social  and  physical  environments,  have  a  high  risk  of  limited  intel- 
lectual achievement  and  of  abnormal  social  and  emotional  behaviors, 
particularly  asocial  behaviors.  These  relationships  were  tested  in  a 
study  by  correlating  our  infant  and  child  mortality  rates  nationwide 
with  a  variety  of  measures  of  asocial  behaviors  for  each  year  from 
1940-69. 

If  you  consult  the  handout,  figures  2,  3,  and  4,  attached  to  this 
testimony,  demonstrate  correlational  patterns  which  strongly  sup- 
port the"  point  of  view  that  our  infant  mortality  rates  in  the  late 
1950's  and  1960's  reflect  those  same  factors  that  contribute  to  our 
homicide  and  personal  assault  rates. 
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Now,  I  would  like  to  take  one  moment  to  help  intrepret  those 
graphs.  During  the  early  forties  or  the  forties  and  early  htties. 
approximately  15  to  25  percent  of  our  homicide  rate  could  be  pre- 
dicted from  our  infant  mortality  rate.  And  as  you  can  see,  this  curve 
increases  very  significantly  to  the  point  where  m  the  late  htties  and 
sixties  as  much  as  25  to  75  percent  of  our  homicide  rates  could 
be  predicted  from  our  infant  mortality  rates.  Now,  the  question  here 
is  what  has  happened  in  the  mid  fifties  and  throughout  the  sixties 
that  would  lead  to  the  substantial  increase  in  the  relationship  be- 
tween our  infant  mortality  rates  and  our  homicide  rates.  An  exami- 
nation of  the  decline  of  our  infant  mortality  rates  m  this  country 
ilhistrates  that  it  was  during  the  mid  fifties  that  the  rate  of  decline 
about  disappeared.  In  other  words  our  decline  in  infant  mortality 
rates  plateaued  around  the  mid  fifties,  and  in  fact,  for  New  York, 
and  I  would  like  to  share  this  graph  with  you,  you  can  see  that  our 
infant  mortality  rates  in  fact  begin  to  increase  again  from  the  mid 
fifties  up  through  the  sixties.  I  would  like  to  leave  this  graph  with 
you,  since  it  illustrates  a  beautiful  parallel  between  changes  m  our 
infant  mortality  rates  and  the  cxirrelations  in  these  graphs. 

Homicide  rates  are  also  highly  correlated.  This  also  holds  with 
child  mortality  rates,  which  reflects  the  number  of  "children  who  die 
after  age  1  through  5;  see  figure  3. 

If  we  are  to  reverse  the  increasing  crime,  violence  and  drug  abuse 
in  our  country,  we  must  change  the  priorities  of  the  American  Way 
of  Life  to  provide  the  best  possible  environment  for  our  children. 
This  cannot  be  achieved  by  forcing  women  to  suffer  unwanted  preg- 
nancies. Legalized  abortion  is  essential  if  we  are  to  achieve  the 
proper  quality  of  life  for  our  children. 

It  is  reasonable  to  assume  that,  in  our  society,  a  child  that  is  un- 
wanted will  receive  a  lesser  amount  of  physical  attention  and  affec- 
tion than  a  child  whose  arrival  is  deeply  wanted  and  planned  for. 
It  is  therefore  important  to  know  Avhat  effect  basic  physical  stimuli 
such  as  fondling,  caressing  or  playing  with  the  child — or  the  relative 
lack  of  such  stimuli — will  have  on  its  subsequent  development.  In 
order  to  begin  to  answer  these  questions,  actual  experiments  were 
conducted  to  animals  which  showed  that  isolation  leads  to  the  de- 
velopment of  extreme  aggression  and  an  aversion  to  being  touched. 
Although  similar  experiments  cannot  be  conducted  on  humans  and 
therefore  one  cannot  infer  that  the  same  deprivation  would  auto- 
matically occur,  a  number  of  studies  on  institutionalized  infants  have 
shown  how  important  such  physical  stimuli  are  to  the  development 
of  the  child. 

I  think  we  are  all  familiar  with  the  history  of  Junior  Village 
here  in  the  District;  and  as  a  further  observation  and  point  of  view, 
I  would  like  to  bring  to  the  attention  of  Senator  Bayh  a  film,  "Rock- 
by-Baby,"  which  very  dramatically  illustrates  in  visual  form  the 
very  serious  emotional  disturbances  that  occur  in  children  when  there 
is  deprivation  associated  with  separation  and  unwantedness.  This  is 
documented  in  children  and  animals.  I  would  be  very  pleased  to  show 
you  this  film,  and  members  of  the  subcommittee,  if  you  would  like 
to  see  that  film. 

Senator  Bayh.  Who  produced  that  film,  please? 
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Dr.  Prescott.  That  was  produced  by  Time-Life  Films,  Inc  It  is 
a  half-hour  film.  And  I  served  as  its  principal  scientific  consultant. 
But  it  does  convey  some  of  these  issues,  which  are  ]ust  simply  im- 
possible to  convey  by  written  word  or  spoken  word.  .  ^.        , 

I  have  recently  completed  a  cross-cultural  study  of  societies  char- 
acterized by  a  high  degree  of  physical  affection  with  those  charac- 
terized by  "low  degrees  of  physical  affection  to  determine  whether 
the  amount  of  body  conta^^t  was  related  to  warfare  and  violence. 
This  data  was  derived  from  a  book,  "A  Cross  Cultural  Summary, 
by  K  B  Textor  which  consists  of  computer  printouts  ot  relation- 
ships among  various  variables.  This  was  the  data  resource  which  i 
used  to  test  some  of  these  relationships.  I  found  that  societies  rated 
high  on  the  physical  affection  scale  were  less  violent  than  those  that 
do  not  give  their  children  a  great  deal  of  physical  affection.  Ihese 
societies  rarely  engaged  in  warfare,  and  when  they  did,  they  tended 
to  assimilate  captured  enemies  rather  than  torture  and  kill  thern. 
Those  societies  that  were  not  affectionate  tended  to  be  warlike  and 
to  enslave  or  torture  and  kill  the  captured  enemy.  These  correlations 
and  others  demonstrated  by  the  study  are  illustrated  m  table  1,  11, 
and  TIT,  attached  to  this  summary  report. 

From  all  of  the  above,  it  can  hardly  be  cx)ntested  that  the  experi- 
ence of  unwantedness  is  harmful,  sometimes  fatally  harmful,  to  the 
child.  The  question  remains  of  whether  it  is  preferable  for  society 
to  allow  abortion  as  a  legal  method  of  preventing  the  birth  of  an 
unwanted  child  rather  than  face  the  consequences  for  the  child  and 
the  society.  If  abortion  represents  a  disrespect  for  human  life  and 
constitutes  an  act  of  murder,  as  is  sometimes  contended,  then  it 
would  be  expected  that  societies  which  permit  and  practice  abortion 
should  also  be  characterized  by  a  disrespect  for  the  quality  of  human 
life  and  physical  violence. 

Simply  stated,  cultures  which  punish  abortion  can  be  summarized 
as  follows— the  overall  relationship  is  in  the  tables  in  my  summary 
statement. 

Fifty-five  percent  of  cultures  which  punish  abortion  practice 
slavery. 

One  hundred  percent  of  culturers  which  punish  abortion  prarctice 
polvgyny. 

Seventy  percent  of  cultures  which  punish  abortion  have  a  high 
desire  for  children. 

Seventy  percent  of  cultures  which  punish  abortion  place  high 
pressure  upon  the  child  to  develop  self-reliant  behavior. 

Seventy-eight  percent  of  cultures  which  punish  abortion  restrict 
youth  sexual  experience. 

Eighty-eight  percent  of  cultures  which  punish  abortion  punish 
extra-marital  sex. 

Seventy-six  percent  of  cultures  which  punish  abortion  kill,  torture 
and  mutilate  the  enemy  captured  in  farfare. 

Some  of  these  relationships  are  self-evident.  Certainly  if  a  so- 
ciety forces  a  woman  to  carry  a  pregnancy  which  she  does  not  want, 
is  a  woman  in  bondage,  is  a  woman  in  slavery.  And  so  it  is  not 
surprising  to  find  such  cultures  practicing  human  slavery. 
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The  above  data,  and  that  included  in  tables  IV  and  V,  particu- 
larly the  variables  of  slavery,  murder,  and  punitive  sexuality,  do  not 
support  the  antiabortionists'  point  of  view,  but  rather  provide  sup- 
port for  the  opposite  point  of  view ;  namely,  that  societies  which  pre- 
vent and  punish  abortion  also  show  disrespect  of  human  life,  practice 
slavery,  are  physically  violent,  killing,  torturing  and  mutilation  of 
the  enemy,  and  repress  the  expression  of  physical  affection,  that  is, 
sexual  repression.  . 

These  data,  in  turn,  support  the  view  of  those  who  support  legal- 
ized abortion  that  it  is  a  moral,  humanitarian  act  which  is  charac- 
terized by  a  concern  for  the  quality  of  human  life,  its  integrity  and 
dignity,  and  that  these  objectives  are  obtained  by  not  permitting  the 
birth  of  unwanted  children.  Our  goal  should  be  one  of  wanted  chil- 
dren, well  cared  for  and  loved.  The  right  of  the  woman  to  be  preg- 
nant by  choice  and  to  be  a  mother  by  choice  is  essential  for  a  humane 
and  compassionate  society. 

I  strongly  oppose  any  effort  to  prohibit  abortion  and  I  urge  you 
to  do  likewise. 

Thank  you. 

Senator  Bayh.  Do  we  have  any  evidence  about  the  mother  s  atti- 
tude, seeking  an  abortion  and  denied  it.  What  impact  might  that 
condition  have  on  the  development  of  the  fetus  ? 

Dr.  Prescott.  There  are  some  studies,  Mr.  Chairman,  on  this  al- 
though I  do  not  have  the  data  at  my  fingertips  to  convey  this  to  you. 
I  would  be  happy  to  get  this  information,  but  certainly  stress  dur- 
ing pregnancy  does  have  an  adverse  effect  upon  the  offspring.  And 
this  is  better  demonstrated  in  experimental  animal  studies.  And  I  be- 
lieve there  are  some  studies  at  the  human  level  as  well. 

Senator  Bayh.  Do  we  have  any  studies  relating  to  the  number  of 
women  who  either  expressed  concern  for  a  pregnancy  and  lack  of 
desire  for  the  child  or  sought  an  abortion  and  was  denied?  Can  we 
crank  those  two  in  to  see  how  many  change  their  minds  afterwards, 
after  the  child  is  born  ? 

Dr.  Prescott.  Would  you  restate  that  again.  Senator?  You  had 
two  issues  in  your  question. 

Senator  Bayh.  Well,  let  us  take  either  seeking  an  abortion  and 
being  turned  down  or  expressing  great  concern  over  pregnancy,  as 
a  condition  to  not  wanting  to  bear  a  child  that  has  been  conceiv'eB. 

Dr.  Prescott.  You  mean  on  the  pregnancy  itself? 

Senator  Bayh.  No.  How  many  women,  given  that  condition  prior 
to  the  birth,  have  changed  their  minds  subsequently?  Do  we  have 
any  evidence  on  that? 

Dr.  Prescott.  I  suspect  there  are,  but  I  do  not  have  that  kind  of 
data.  I  did  not  look  at  that  aspect  of  the  problem.  But  rather  I 
focused  in  on  the  long-term  consequences  to  children  who  came  from 
mothers  who  made  a  clear  decision  of  not  wanting  them  and — ^that 
is,  an  expressed  desire  for  an  abortion.  T  think  it  is  a  clear  definition 
of  unwantedness.  And  the  Swedish  and  Czechoslovakian  studies  I 
think  amply  document  the  effects  of  unwantedness. 

Senator  Bayh.  Is  there  any  way  of  cranking  that  illegitimacy  fac- 
tor in  there  that  we  discussed  earlier? 
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Dr.  Prescott.  Yes;  in  my  extended  report,  as  I  recall,  there  is 
something  like  90  percent  of  the  illegitimate  births  were  expressed 
by  the  mothers  as  being  unwanted — Schwartz,  1972.  So  there  is  a 
very  high  relationship  between  illegitimacy  and  unwantedness.'^ 

Does  that  answer  your  question? 

Senator  Bath.  Yes. 

I  would  think  that  that  would  have  a  basic  impact  upon  what 
might  happen  to  the  child  after  birth. 

Dr.  Prescott.  Yes;  and  I  think  another  area  which  needs  serious 
attention  and  perhaps  another  area  relating  to  that  is  the  whole 
issue  of  teenage  pregnancies  and  the  consequencies  associated  with 
that  phenomenon  and  the  outcome. 

Senator  Bath.  Thank  you. 

We  do  have  your  full  report,  and  we  have  put  that  into  the 
record.  I  appreciate  the  study  that  has  gone  into  your  testimony  and 
thank  you  for  helping  us  with  our  hearings. 

Dr.  Prescott,  Thank  you,  Senator. 

Senator  Bath.  We  will  reconvene  pending  the  call  of  the  Ohair. 

[Whereupon,  at  5 :10  p.m.,  the  subcommittee  recessed,  to  reconvene 
subject  to  the  call  of  the  Chair.] 

^  Subsequent  to  these  hearings  an  article  entitled  :  "Abortion,  Illegitimacy,  and  the 
American  Birth  Rate"'  was  published  in  Scence  (Sept.  13,  1974)  by  J.  Sklar  and  B. 
Berkov.  These  authors  reported  that  for  the  year  1971  an  estimated  39,000  illegitimate 
babies  and  28,000  legitimate  babies  would  have  been  born  if  legalized  abortion  had 
not  been  available.  These  data  indicate  that  legal  abortion  rates  can  be  used  to  esti- 
mate the  number  of  unwanted  pregnancies  (legitimate  and  illegitimate).  These  authors 
concluded  that  a  return  to  restrictive  and  repressive  abortion  laws  would  result  in  an 
increase  in  illegal  abortions,  pregnancy-related  marriages  and  illegitimacy.  The  sfud.A' 
of  Dr.  Leon  Parrish  Fox  on  maternal  deaths  in  California  due  to  self-induced  abortions 
where  some  700  children  were  left  motherless  cannot  be  disregarded  when  a  return 
to  repressive  abortion  laws  are  being  considered. 
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WEDNESDAY,   JULY   24,    1974 

U.S.  Senate, 
Subcommittee  on  Constitutional  Amendments 

OF  THE  Committee  on  the  Judiciary, 

Washington,  D.C. 

The  subcommittee  met,  pursuant  to  notice,  at  10 :10  a.m.,  in  room 
6202,  Dirksen  Senate  Office  Building,  Senator  Birch  Bayh  (chair- 
man of  the  subcommittee)  presiding. 

Present:  Senators  Bayh  (presiding)  and  Thurmond. 

Also  present:  J.  William  Heckman,  chief  counsel,  Abby  Brezina, 
chief  clerk,  and  Teddie  Phillips,  assistant  chief  clerk. 

Senator  Bayh.  We  will  reconvene  our  hearings  this  morning.  We 
have  two  distinguished  panels — representing  both  sides  of  this  ques- 
tion this  morning — in  an  effort  to  try  to  explore  some  of  the  compfi- 
cated  nuances  of  the  issues  that  we  have  been  studying. 

The  first  panel  support  the  amendment:  Dr.  Roland  Chamblee, 
an  obstetrician  and  gynecologist  in  private  practice  in  South  Bend; 
Dr.  William  F.  CoUiton,  a  fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists,  who  is  in  private  practice  in  Silver 
Spring,  Md. ;  Dr.  "William  J.  Godfrey,  private  practitioner  in  Eliza- 
bethtown,  Ky.;  and  Dr.  Thomas  W.  Ililgers,  also  a  fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists,  and  chief 
resident  in  Mercy  Hospital  in  Toledo. 

A  distinguished  citizen  of  my  State  asked  for  the  privilege  of 
introducing  our  first  panelists ;  Ms.  Mary  Hunt. 

So,  if  you  will  please  introduce  Dr.  Chamblee,  we  will  get  our 
hearing  started  this  morning,  Ms.  Hunt. 

STATEMENT  OF  MS.  MARY  HUNT,  PRESIDENT,  INDIANA  RIGHT  TO 
LIFE  AND  ST.  JOSEPH  COUNTY  RIGHT  TO  LIFE  COMMITTEE 

Ms.  Hunt.  Thank  you. 

I  am  Mary  Hunt,  president  of  Indiana  Right  to  Life  and  also  of 
St.  Joseph  County  Right  to  Life  Committee,  of  which  Dr.  Chamb- 
lee is  a  member. 

I  would  like  to  also  take  this  opportunity  to  thank  Senator  Bayh 
and  his  committee  for  the  courtesies  they  have  extended  to  us,  and 
certainly  for  the  manner  in  which  the  hearings  have  been  conducted. 

I  had  intended  to  also  thank  Senator  Cook  for  his  faithful  ap- 
pearance at  the  hearings,  and  I  hope  he  will  be  here  later  on  so  that 
we  can  do  that,  too. 

(441) 
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I  believe  that  we  have  all,  all  of  us,  profited  enormously  from  the 
vast  wealth  of  information  that  we  have  heard  smce  the  hearmgs 
have  started.  I  have  asked  for  the  honor  of  introducing  Dr  Chanib- 
lee  because  he  is  an  extraordinarily  self-effacing  man  about  his 
accomplishments,  and  I  doubt  if  he  would  mention  them  to  you. 
They  are  particularly  important  because  of  the  nature  of  the  subject. 

We  have  heard  reams  of  testimony  from  medical  spokesmen  on 
both  sides  of  the  abortion  controversy,  and  although  we  would  like 
to  think  that  all  of  these  ladies  and  gentlemen,  regardless  ot  which 
side  of  the  issue  to  which  they  spoke,  believe  that  they  are  speaking 
out  of  humanitarian  concern.  I  would  like  to  suggest  that  there  is 
not  a  one  who  has  expressed  this  concern  with  the^  degree  that  Dr. 
Chamblee  has  by  his  personal  commitment  to  his  fellowman. 

As  an  example,  he  presently  serves  as  the  vice  president  ot  the 
urban  coalition  of  St.  Joseph  County,  South  Bend.  He  is  the  past 
president  of  the  South  Bend  urban  league;  past  president  ot  the 
National  Association  for  the  Advancement  of  Colored  People,  bouth 
Bend  branch;  past  president  of  the  christian  community  center  tor 
Mexican- American  migrant  workers;  past  president  of  the  United 
Negro  Council;  past  vice  president  of  the  community  action  pro- 
gram, poverty  program,  for  St.  Joseph  County.  He  has  received  the 
African-Methodist-Episcopal  Church  award  for  citizen  of  the  year, 
the  urban  league  award  for  metitorious  service,  the  National  Con- 
ference of  Christian  and  Jews  Brotherhood  Award  m  South  Bend, 

In  September  of  1972,  Dr.  Chamblee  sold  his  home  in  South  Bend, 
gave  up  his  practice,  and  moved,  with  his  wife,  who  is  a  registered 
nurse,  and  his  family,  to  Uganda,  in  order  to  run  a  250-bed  hospital 
in  that  country.  He  had  intended  to  stay  there  3  years  to  initiate 
the  growth  of  this  hospital,  but  due  to  the  political  upheaval  m 
that  country,  his  work  permit  was  revoked  and  he  was  forced  to 
leave  and  return  to  South  Bend. 

Senator  Bayh.  Ms.  Hunt,  may  I  suggest,  you  might  us  a  little 
different  terminology^  than  being  forced  to  return  to  South  Bend 

[General  laughter.] 

Senator  Bayh.  Perhaps  forced  to  leave  Uganda. 

Mr.  Hunt.  He  was  forced  because  he  wanted  to  stay  in  Uganda. 

Senator  Bayh.  All  right. 

Ms.  PIuNT.  I  ask  you  to  keep  these  facts  in  mind  as  you  listen  to 
his  testimony,  as  a  man  who  is  really  committed  to  the  subject  to 
which  he  speaks.  I  thank  you. 

Senator  Bayh.  I  appreciate  your  introduction,  and,  of  course.  Dr. 
Chamblee  does  have  ^an  exceptional  reputation,  and  modesty  would 
prohibit  him  from  discussing  it  to  the  degree  that  you  did. 

I  would  like  to  put  a  full  background  of  all  four  of  these  gentle- 
men, and  also  the  subsequent  panelists,  in  the  record  to  substantiate 
their  credentials. 

One  of  the  problems  facing  the  Chairman,  as  we  labor  in  an  area 
that  concerns  a  great  deal  of  scientific  and  medical  expertise,  is 
that  there  is  not  unanimity  in  assessing  the  facts  by  those  who  have 
exceptionally  good  credentials  as  all  of  our  Avitnesses  today. 

So,  Ms.  Hunt,  thank  you  for  getting  us  started. 
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Doctor,  why  do  we  not  move  from  left  to  right— or  right  to  left, 
as  you  care  to  look  at  the  situation— and  if  you  could  begm,  we  will 
commence  our  hearings  this  morning. 

STATEMENT  OF  ROLAND  CHAMBLEE,  M.D.,  AN  OBSTETRICIAN  AND 
GYNECOLOGIST  IN  PRIVATE  PRACTICE  IN  SOUTH  BEND,  IND. 

Dr.  Chamblee.  Thank  you  very  much,  Mr.  Chairman,  ladies  and 

gentlemen.  i  •    /^       i.-^.  j.-       i 

I  thank  you  for  the  opportunity  to  speak  before  this  Constitutional 
Amendments  Committee  in  regard  to  changes  in  the  practice  of 
medicine  that  I  have  observed  since  the  Supreme  Court  decision  on 
abortion  in  1973,  as  it  relates  to  the  physicians  and  others  m  my 
community. 

It  is  extremelv  difficult  to  evaluate  these  changes  from  a  stand- 
point of  thier  effect  on  physicians,  for  in  the  true  sense,  it  takes 
considerable  time  to  be  able  to  evaluate  even  the  effects  of  therapy 
and  of  drugs  on  the  patient,  and  it  takes  a  physician-generation 
time  to  evaluate  the  morality  of  our  positions,  as  well  as  the  posi- 
tion of  our  morality,  as  influenced  by  society.  It  is  quite  interesting 
to  note  that  even  among  the  great  drugs  that  we  use  today  in  medi- 
cine, such  as  penicillin,  which  is  a  protoplasmic  poison,  and  other 
such  antibiotics,  we  have  not  even  now  reached  the  final  evaluation 
as  to  how  they  will  affect  future  generations  of  human  organisms. 
Simple  laboratory  experiments  on  animal  life  in  previous  studies 
have  even  shown' that  in  some  various  types  of  the  "Birth  Control 
Pills,"  that  third  generation  white  mice  and  rabbits  are  sterile.  We 
cannot,  from  a  standpoint  of  scientific  therapy,  wait  three  genera- 
tions before  deciding  to  use  a  drug  or  evaluate  its  effect,  to  see  if  it  is 
sufficiently  innocous  to  be  able  to  use  the  drug;  nor  can  we  wait 
even  one  generation  to  determine  the  effect  of  a  major  moral  medi- 
cal dilemma  on  the  public  or  on  the  physician. 

In  terms  of  the  present  effect  on  physicians,  there  are  many  things 
that  might  be  said,  both  pro  and  con,  but  the  realistic  considera- 
tion to  choose  is  the  one  that  tells  you  that  we  do  not  differ  from 
any  other  group  in  the  development  and  change  of  our  moral  pat- 
terns, and  that  there  are  many  factors  that  will  make  us  decide,  as 
moral  or  amoral  individuals,  the  direction  of  our  actions — especially 
in  relationship  to  abortion. 

Of  interest  in  this  regard  is  the  public  hearing  just  concluding 
under  the  New  York  consumer  affairs  department  which  showed  that 
you  do  not  even  have  to  be  pregnant  to  get  an  abortion.  A  female 
reporter  presenting  the  urine  of  a  male  coworker  for  an  analysis 
was  told  that  she  was  pregnant,  and  was  scheduled  for  an  abortion 
for  that  day.  I  imagine  that  I  could  document  many  such  abuses 
by  medical  and  paraprofessional  personnel  related  to  the  present 
abortion  situation,  but  this  is  fairly  common  knowledge.  And  a  great 
many  of  those  who  are  now  having  abortions,  as  well  as  those  who 
are  performing  the  procedure,  are  dealing  primarily  with  eceonomics 
in  mind — and  this  is  the  most  specific  reason  for  abortion  on  demand. 
It  is  rather  sad  that  there  is  no  method  available  other  than  history 
that  will  allow  us  the  expediency  of  knowing  now,  at  this  moment, 
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the  effect  that  our  moral  imperfections  will  have  on  the  development 
of  our  children's  morality.  .       n  i         •        ^i  • 

I  suppose  that  in  the  whole  of  this  abortion  fiasco  there  is  nothing 
new  to  be  said.  Both  sides  have  presented  their  documented  sta- 
tistics and  statements  that  defy  any  argumentation  m  any  sort  ot 
reasonable  manner.  Every  social,  ethical  and  ethnical,  philosophical 
and  religious  statement  'in  support  of  either  side  that  could  have 
been  made  has  been  made,  and  we  have  become  so  emotional  about 
the  issues  involved  that  the  shouts  from  both  sides  tend  to  leave 
the  common,  noninvolved  majority  of  Americans  wondering  what 
all  of  the  fighting  is  about.  ^      .       .         , 

Relio-ions  pitted  against  religions,  in  different  dominations,  have 
sounded  the  moral  charge  and  have  fully  accepted  the  responsibility 
of  solving  this  question  from  completely  opposite  sides  of  the  bench, 
even  as  they  read  their  interpretations  from  the  same  book.  Charges 
that  the  Catholic  will  and  religion  is  being  forced  upon  us  have  been 
leveled— even  in  these  proceedings— when  it  is  well  documented  that 
among  prolife  components  are  manv  atheists  with  no  God,  but  with 
a  respect  for  the  dignity  of  life;  many  agnostics  who  profess  no 
denominational  faith;  and  many  of  the  major  Protestant  religious 
denominations  in  this  country  who  have  written  and  developed  pro- 
life  or  antiabortion  clauses  in  the  very  tenents  of  their  fundamental 
belief,  and  who  will  readily  admit  that  it  was  not  the  Catholic 
Church  that  first  said,  "Thou  shall  not  kill." 

The  best  legal  minds  in  this  country,  including  the  Supreme 
Court,  have  argued  this  question  of  abortion  as  though  it  were  a 
simple  ordinance  in  the  community  village,  giving  or  taking  a  right 
of  the  local  citizenry.  .  •     i     •   r. 

The  physician  of  today,  who,  with  absolutely  no  ethical  right  to 
decide  within  the  province  of  his  function,  stands  as  the  ultimate 
instrument  of  this  technical  procedure  and  accepts  the  ultimate  in- 
strument of  this  technical  procedure  and  accepts  in  the  one  hand 
the  life  and  death  of  his  community  at  the  same  time ;  and  he  offers 
proof  through  his  many  divisions  within  his  ranks  that  the  knife 
alone  cannot  decide  to  cut  the  bread. 

The  philosopher  who  lives  within  us  all  is  just  as  confused,  and 
he  offers  as  many  different  opinions  as  there  are  different  philoso- 
phies. He  has  taken  us  through  the  era  when  abortion  was  a  heinous 
crime  to  our  present  era  of  a  self-interest  philosophy,  where  we 
accept  as  good  and  moral  and  right  that  which  is  akin  to  our  profit. 
We  started  a  thousand  years  ago  with  compassion  for  the  raped  and 
the  victims  of  incest,  then  added  a  new  dimension  of  "genetically 
defective  possibilities,"  and  we  have  finally  reached  a  level  of  de- 
velopment where  anything  goes  if  it  is  right  for  me— the  level  of 
demand  abortion  is  a  self-interest  morality. 

We  philosophized  on  the  root  causes  of  poverty,  and  we  ended  up 
bv  demanding  equality  for  the  poor  in  having  safe,  legalized  abor- 
tions available  to  them.  Among  the  many  intellectual  blacks  today, 
Ibecause  of  this  attitude  there  is  a  fear  of  genocide. 

Today  you  can  have  an  abortion ;  doors  are  open.  Tomorrow  you 
must  have  an  abortion.  The  more  vocal  poor  wonder  why  so  many 
other  needs  of  the  poor  were  not  met  when  now  they  can  get  equality 
in  abortion. 
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We  did  not  ask  for  safe  streets  for  their  elderly,  where  crime  in 
the  poverty  districts  is  the  highest  in  the  land;  nor  for  better  qual- 
ity in  educational  opportunities  so  that  they  might  reach  for  in- 
tellectual decisions;  nor  for  better  job  opportunities  so  that  tiieir 
children  might  be  better  fed;  nor  for  better  health  care  programs 
to  prevent  the  diseases  of  their  children ;  nor  did  we  ask  for  the 
simple  recognition  of  the  dignity  of  being  a  human  being.  We  just 
asked  for  equality  in  abortion  rights,  to  solve  not  the  problems  of  the 
poor— they  did  not  ask  for  abortions— but  to  subtly  solve  the  prob- 
lems for  demand  abortion  by  amassing  enough  people  to  affect  the 
moral  balance  and  to  control  the  population  of  "those"  people. 

We  fought  the  battle  of  "When  does  life  begin?";  we  have  waded 
through  the  stages  of  the  soul  entering  the  fetus ;  and  now  we  have 
finally  arrived  at  a  new  concept  called  "personhood,"  in  an  effort  to 
circumvent  the  realities  of  life  and  morality.  We  have  dealt  with 
semantics  for  such  a  long,  long  period  that  even  most  of  us  cannot 
speak  the  same  language.  And' the  most  important  elements  in  this 
mire,  the  beneficiaries  of  our  teaching  and  our  moralities,  the  youth, 
are  even  more  confused  as  we  compound  the  felonies  of  hypocrisy 
by  deceit. 

'  Youth  has  been  told  that  to  abort  is  as  simple  as  to  perform  an 
appendectomy,  which  is  technically  true.  But  an  appendix  cannot 
develop  into  a  human  being.  It  is  said  that  the  zygote,  the  embryo, 
the  fetus  is  an  appendage  of  the  mother,  and  yet  so  scientist  will 
confirm  this  in  truth.  The  fetus  in  its  preabortive  capacity  has  been 
as  simply  referred  to  as  a  bacterial  germ  that  we  must  be  rid  of, 
and  yet  in  all  of  this  confusion  and  deceit,  our  children  look  at  us 
in  the  terms  of  the  hypocrisies  that  we  teach.  They  looked  at  us 
through  the  pre-1950's  when  we  declared  the  American  black  to  be 
a  "nonperson";  then  we  could  deal  with  the  problem  of  inferiority. 
They  looked  to  us  in  World  War  II  as  Hitler  declared  the  Jew  a 
"nonperson";  then  he  could  deal  with  that  problem.  They  looked  at 
us  in  Vietnam  as  in  some  instances  we.  declared  the  North  Vietnamese 
"nonpersons" ;  and  we  could  deal  with  the  problem.  They  watched  us 
in  the  political  fiascoes  of  the  1960's  and  1970's  when  we  stood  back, 
abrogated  our  disciplined  responsibility  to  the  discipline  of  youth 
and  said,  "let  youth  speak."  Then,  as  adults  we  did  not  like  the 
speakers,  so  we  outshouted  them,  condemned  some,  and  drove  others 
into  the  "hippy"  and  religious  communes,  as  we  again  sat  back  and 
declared  them  "nonpeople." 

I  guess  that  we  have  not  learned  that  the  teachings  that  have  pro- 
duced all  of  the  characteristics  of  injustice  and  revolt  against  the 
system  were  not  the  elements  responsible  for  the  revolution  of  youth, 
but  rather  the  manifestation  of  parental  hypocrisy. 

Can  we  not  in  truth  establish  a  set  of  rules  that  we  can  at  least 
live  by  and  impact  to  future  generations  a  sense  of  honor  and  dignity 
that  allows  our  progeny  to  know  that  as  we  think,  so  we  act?  Can 
we  not  say  in  truth  that  to  abort  is  akin  to  saying,  "I  am  going  to 
kill  that  little  bastard,"  and  then  deal  with  the  acceptance  of  the 
killing?  Or  must  we  delude  not  only  ourselves,  who  are  establishing 
the  pattern  of  this  type  of  mentality  and  morality,  but  also  those 
who  follow,  as  well  as  those  other  persons  on  this  earth  who  look 


446 

to  us  for  moral  leadersliip  ?  Must  we  of  the  Christian  world  be  so 
different  from  the  other  major  religious  worlds  that  we  must  change 
even  the  credo  of  our  existence  in  order  to  live  with  the  imperfec- 
tions of  our  new  morality  ?  Do  the  other  great  religions  of  the  world 
live  by  the  same  values  of  life  that  we  now  place  in  utero,  or  are  we 
going  it  alone? 

If  this  be  true,  then  we  have  only  begun,  and  the  same  voice 
spouting  the  doctrines  of  "antilife"  and  "woman's  rights"  at  the  be- 
ginning will  have  to  be  faced  at  the  end. 

Professor  T.  S.  Ueno  of  Tokyo's  Nikon  University,  in  the  evalua- 
tion of  25  years  of  abortion  iii  Japan,  stated,  "Easy  abortion  has 
been  a  bad  experience  for  us.  It  is  now  very  difficult  to  control  or  to 
eradicate,  despite  growing  criticism.  It  has  become  a  way  of  life. 
One  day  the  law  might  be  changed,  but  the  practice  cannot  be  con- 
trolled. Just  as  we  need  guard  rails,  signal  lights  and  speed  limits, 
so  we  need  such  laws  to  save  us  from  our  individual  and  collective 
weaknesses." 

In  Japan,  as  in  America,  we  have  reached  population  zero,  and  in 
20  years,  the  smaller  number  of  youth  will  not  be  able  to  support 
our  sophisticated  social  security  system,  and  then  we  reach  the  other 
side  of  the  spectrum  where  we  will  have  to  abort  the  old — and  the 
same  debates  and  semantics  begin  with,  "When  does  life  end?"  or 
"When  does  useful  personhood  end?"  or  "Wlien  does  the  soul  leave 
the  body,  and  who  will  decide?" 

Senator  Bayh.  Is  that  the  Japanese  doctor  talking,  or  is  that  you. 

Dr.  Chamblee.  That  is  me. 

Senator  Bayh.  Do  you  just  feel  it  is  axiomatic  that  we  are  going 
to  start  liquidating  older  people? 

Dr.  Chamblee.  That  is  right. 

Shall  we  return  to  the  law  and  change  the  Constitution?  Shall  we 
philosophize  and  intellectualize  and  compound  our  ignorance?  Shall 
we  allow  the  phvsical  technician  to  decide,  because  this  is  a  medical 
problem,  or  shall  we  establish  a  new  morality  befitting  the  aged  with 
a  new  concept  of  dignity  in  death,  at  which  point  we,  the  physicians, 
decide  when  he  shall  live  or  die? 

Is  this  same  group,  or  person,  who  accepts  change  in  the  entire 
moral  concept  of  the  value  of  life  in  America  and  in  the  world 
also  willing  to  pay  for  the  ^consequential  changes  in  the  morality  of 
the  physician  when  he,  the  physician,  begins  through  his  expertise 
to  decide  who  shall  live  and  who  shall  die?  Is  this  not  now  a  part 
of  the  decisions  in  the  national  news  that  purport  to  decide  on  life 
and  death  in  terms  of  fetal  experiments?  Is  this  same  group  of 
antilife,  armed  with  the  new  weapon  of  abortion,  prepared  also  to 
give  to  the  physician  the  right  to  i-esponsibly  get  rid  of  abnormal, 
insane,  or  senile  family  members?  Is  this  person  prepared  to  allow 
me,  the  physician,  to  destroy  his  family,  based  on  my  own  judgment, 
because  they  are  old  or  infirm — or  is  he  thinking  about  someone 
else's  parents? 

Is  he  prepared  also  for  me  to  decide,  when  he  comes  to  me  with  a 
problem,  that  he,  too,  has  reached  the  limit  of  his  life  and  must  be 
disposed  of  as  soon  as  possible?  Is  he  prepared  for  me  to  destroy 
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his  wife  because  she  is  the  carrier  of  defective  genes;  or  should  we 
castrate  his  children  before  pubeity  to  make  sure  that  there  is  no 
continuation  of  defective  germ  plasm? 

Is  this  new  moralist  or  amoralist,  if  you  prefer,  ready  to  stop  at 
this  point,  or  do  we  proceed  with  the  selective  extinction  of  the  poor, 
the  socially  unacceptable — or  just  where  do  we  draw  the  line? 

There  was  a  time  when  physicians  were  called  upon  to  preserve 
life  at  any  cost.  There  was  no' consideration  given  to  the  destruction 
of  a  human  life.  Scientific  research  promoted  the  development  of 
life-giving  procedures  and  medicines  in  an  effort  to  stamp  out 
diseases  that  took  their  toll  in  human  misery  and  death.  Now  this 
is  all  changed. 

We  have  extended  the  life  span  from  45  years  of  age  in  the  1840's 
to  70  years  of  age  in  the  1970's.  So,  we  have  conquered  more  dis- 
eases in  the  past  50  years  than  in  the  1,920  years  before.  Now  we 
have  got  too  many  people:  and  pollution  and  population  explosion 
have  become  a  problem. 

In  addition  to  this,  scientific  research  has  gone  absolutely  mad 
in  its  relationship  to  human  life  and  death.  We  are  aborting  all  of 
the  potentially  normally  conceived,  healthy  newborn,  and  we  are 
exchanging  them  for  a  ''crash  program"  of  "test  tube  babies"  with 
artificial  placentas — and  in  time  to  come,  we  will  not  even  need  the 
mothers. 

We  have  established  methods  of  cure  for  tuberculosis,  diabetfes, 
typhoid  fever,  and  other  diseases  like  plague  and  even  some  forms 
of  cancer  while,  on  the  other  hand,  we  are  considering  the  destruc- 
tion of  people  by  "mercy  killing."  We  are  even  practicing  the  art 
of  freezing,  to  keep  the  old  people  in  suspended  animation,  to  bring 
them  back  when  we  can  cure  their  fatal  diseases.  Yet,  we  are  de- 
stroying as  many  infants  as  we  can  and  producing  ultimately  a 
crippled  old  world  of  adults,  or  a  world  of  genetically  selected  su- 
perior beings. 

I  do  not  know  where  the  scientific  will  ultimately  take  us,  and  it 
is  frightening  to  speculate,  for  there  is  no  discipline  where  there  is 
no  law,  and  there  is  no  law  where  there  is  no  morality.  I  am 
frightened  at  the  prospect  that  philosophy  and  intellectual  pursuit 
might  give  rise  to  an  undisciplined  scientist  who  is  not  capable  in 
the  moral  degree  of  acting  in  the  will  of  the  people,  both  young 
and  old,  rich  and  poor,  well  and  infirm,  black  and  white,  in  deciding 
over  life  and  death.  To  this  conclusion  in  the  pro-life  amendment, 
I  respectfully  beg  you  to  not  create  a  monster  that  even  you  cannot 
destroy. 

Life  is  sacred,  and  it  has  value  at  all  levels  of  development  and 
it  is  no  man's  right  to  have  dominion  over  another  at  any  stage. 
If  it  cannot  be  that  the  zygote  or-  embryo  or  fetus  speak  for  itself, 
then  in  all  matters  pertaining  to  its  existence  it  must  be  your  voices, 
through  the  constitutional  disciplines  that  govern  our  relationships 
to  one  another,  to  not  deal  in  the  subterfuges  of  past  abortion  dia- 
logue, but  to  decide,  at  least  for  the  benefit  of  our  youth,  that  a 
human  life  in  utero  must  live. 

Thank  you. 
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[The  complete  statement  of  Dr.  Chamblee  follows :] 
PREPARED   Statement  of  Roland  W.  Chamblee,  M.D.,   South  Bend,  Ind. 

Mr  Chairman :  I  thank  you  for  the  opportunity  to  speak  before  this  Con- 
stitutional Amendments  Committee  in  regards  to  changes^  in  the  Practice  of 
medicine  that  I  have  observed  since  the  Supreme  Court  decision  on  abortion 

^"^It  isextremely  difficult  to  evaluate  these  changes  from  a  standpoint  of  their 
eftect  on  physicians,  for  in  the  true  sense,  it  takes  considerable  time  to  be 
able  to  evaluate,  even  the  effects  of  therapy  and  of  drugs,  on  the  patient, 
and  it  takes  a  physician— generation  time  to  evaluate  the  morality  of  our 
positions,  as  well  as  the  position  of  our  morality  as  influenced  by  society  It 
is  quite  interesting  to  note,  that  even  among  the  great  drugs  that  we  use 
today  in  medicine,  such  as  Penicillin,  which  is  a  protoplasmic  poison  and 
other  such  antibiotics  (against-life),  we  have  not  even  now  reached  the  final 
evaluation  as  to  how  they  will  aftect  future  generations  of  human  organisms. 
Simple  laboratory  experiments  on  animal  life  in  previous  studies  have  even 
shown,  that  in  some  various  types  of  the;  -Birth  Control  Pills  ,  that  3rd 
generation  white  mice  and  rabbits  are  sterile.  We  cannot,  from  a  standpoint  of 
scientific  therapy  wait  three  generations  before  deciding  to  use  a  drug  or 
evaluate  its  effect,  to  see  if  it  is  sufficiently  innocuous  to  be  able  to  use  the 
drug ;  nor  can  we  wait  even  one  generation  to  determine  the  effect  of  a  major 
moral  medical  dilemma  on  the  public  or  on  the  physician. 

In  terms  of  the  present  effect  of  Physicians,  there  are  many  things  that 
might  be  said,  both  '"pro  and  con",  but  the  realistic  consideration  to  choose, 
is  the  one  that  tells  you,  that  we  do  not  differ  from  any  other  group  in  the 
development  and  change  of  our  moral  patterns,  and  that  there  are  many 
factors  that  will  make  us  decide,  as  moral  or  amoral  individuals,  the  direc- 
tion of  our  actions— especially  in  relationship  to  abortion.  Of  interest  m  this 
regard,  is  the  Public  Hearing  just  concluding  under  the  New  York  Consumer 
Affairs  Department  which  showed  that  you  don't  even  have  to  be  pregnant 
to  get  an  abortion.  A  reporter  presenting  the  Urine  of  a  male  co-worker,  tor 
an  analysis  was  told  that  she  was  pregnant,  and  was  scheduled  for  an  abor- 
tion for  that  day.  I  imagine  that  I  could  document  many  such  abuses  by 
medical  and  paraprofessional  personnel,  related  to  the  present  abortion  situ- 
ation •  but  this  is  fairly  common  knowledge ;  and  a  great  many  of  those  who 
are  now  having  abortions  as  well  as  those  who  are  performing  the  procedure, 
are  dealing  primarily  with  economics  in  mind  and  this  is  the  most  specific 
reason  for  abortion  on  demand.  It  is  said,  that  there  is  no  method  available 
other  than  history  that  will  allow  us  the  expediency  of  knowing  now,  at  this 
moment,  the  affect  that  our  moral  imperfections  will  have  on  the  develop- 
ment of  our  children's  morality. 

I  suppose  that  in  the  whole  of  this  abortion  fiasco,  there  is  nothing  new  to 
be  said ;  both  sides  have  presented  their  documented  statistics  and  statements 
of  fact,  that  defy  any  argumentation,  in  any  sort  of  reasonable  manner. 

Every  social,  ethical  and  ethnical,  philosophical  and  religious  statement  in 
support  of  either  side,  that  could  have  been  made  has  been  made,  and  we 
have  become  so  emotional  about  the  issues  involved  that  the  shouts  from 
both  sides  tend  to  leave  the  common,  non-involved  majority  of  Americans, 
wondering  what  all  of  the  fighting  is  about. 

Religions  pitted  against  Religions,  in  different  denominations,  have  sounded 
the  moral — charge  and  have  fully  accepted  the  responsibility  of  solving  this 
question,  from  completely  opposite  sides  of  the  bench,  even  as  they  read 
their  interpretations  from  the  same  book.  Charges,  that  the  Catholic  will  and 
religion  is  being  forced  upon  us  has  been  leveled,  even  in  these  proceedings 
when  it  is  well  documented  that  among  prolife  components  are  many  Atheist 
with  no  God,  but  with  a  respect  for  the  dignity  of  life;  many  agnostics  who 
profess  no  denominational  faith ;  and  many  of  the  major  Protestant  Religious 
denominations  in  this  country  who  have  written  and  developed  "Pro-life"  or 
"Anti-Abortion"  clauses  in  the  tenets  of  their  fundamental  belief,  and  who 
will  readily  admit,  that  it  was  not  the  Catholic  church  that  first  said  :  "Thou 
Shall  Not  kill". 

The  best  legal  mind  in  this  country,  including  the  Supreme  Court,  have 
argued  this  question  of  abortion  as  though  it  were  a  simple  ordinance  in  the 
community  village,  giving  or  taking  a  right  of  the  local  citizenry. 
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The  physician  of  today,  who  with  absolutely,  no  ethical  right  to  decide, 
within  the  province  of  his  function,  stands  as  the  ultiiuate  instrument  of  this 
technical  procedure  and  accepts  in  the  one  hand,  the  life  and  death  of  his 
community,  at  the  same  time,  and  he  offers  proof  through  his  many  divisions 
within  his  ranks,  that  the  knife  alone,  cannot  decide  to  cut  the  bread. 

The  philosopher  who  lives  within  us  all  is  just  as  confused,  and  he  offers 
as  many  different  opinions,  as  there  are  different  philosophers.  He  has  taken 
us  through  the  era  when  abortion  was  a  heinous  crime,  to  our  present  era 
of  a  "Self  interest"  philosophy,  where  we  accept  as  good  and  moral  and 
right,  that  which  is  akin  to  our  profit.  We  started  a  thousand  years  ago  with 
compassion  for  the  raped  and  the  victims  of  incest,  then  added  a  new  dimen- 
sion of  "genetically  defective  possibilities",  and  we've  finally  reached  a  level 
of  development  where  anything  goes,  if  it's  right  for  me,  the  level  of  de- 
mand abortion  for  a  self-interest  morality.  We  philosophized  on  the  root 
causes  of  poverty  and  we  ended  up  by  demanding  equality  for  the  poor  in 
having  safe,  legalized  abortions  available  to  them. 

We  didn't  ask  for  safe  streets  for  their  elderly,  where  crime  in  the  poverty 
districts  is  the  highest  in  the  Land;  nor  for  equality  in  Housing,  out  of  rat 
infested  tenements;  nor  for  better  quality  in  educational  opportunities  so  that 
they  might  reach  for  intellectual  decisions;  nor  for  better  job  opportunities 
so  that  their  children  might  be  better  fed;  nor  for  better  health  care  pro- 
grams to  prevent  the  diseases  of  their  children;  nor  did  we  ask  for  the 
simple  recognition  of  the  dignity  of  being  a  human  being.  We  just  asked  for 
equality  in  abortion  rights,  to  solve,  not  the  problems  of  the  poor,  they 
didn't  ask  for  abortions;  but  to  subtly  solve  the  problems  for  demand  abor- 
tion by  a  massing  enough  people  to  affect  the  moral  balance. 

We  fought  the  battle  of  "when  does  life  begin?";  we've  waded  through  the 
stages  of  the  soul  entering  the  fetus,  and  now  we've  finally  arived  at  a  new 
concept  called  "personhood"  in  an  effort  to  circumvent  the  realities  of  life 
and  morality.  We've  dealt  with  semantics  for  such  a  long,  long  period  that 
even  most  of  us  can't  speak  the  same  language;  and  the  most  important 
elements  in  this  mire,  the  beneficiaries  of  our  teaching  and  our  moralities, 
the  youth,  are  even  more  confused  as  we  compound  the  felonies  of  hypocrisy 
by  deceit. 

Youth  has  been  told  that  to  abort  is  as  simple  as  to  perform  an  appendec- 
tomy, which  is  technically  true.  But  an  appendix  cannot  develop  into  a 
human  being.  It  is  said  that  the  zygote,  the  embryo  the  fetus  is  an  appen- 
dage of  the  mother;  and  yet  no  scientist  will  confirm  this  in  truth.  The  fetus 
in  its  pre-abortive  capacity  has  been  as  simply  referred  to  as  a  "bacterial 
germ"  that  we  must  be  rid  of,  and  yet  in  all  of  this  confusion  and  deceit, 
our  children  look  at  us  in  terms  of  the  hypocrisies  that  we  teach.  They 
looked  at  us  through  the  pre-1950's  when  we  declared  the  American  Black  to 
be  a  "non-person" ;  then  we  could  deal  with  the  problem  of  inferiority.  They 
looked  to  us  in  World  War  II  as  Hitler  declared  the  Jew  a  "non-person"; 
then  He  could  deal  with  that  problem.  They  looked  at  us  in  Viet  Nam  as  in 
some  instances  we  declared  the  North  Vietnames  "non-persons"  and  we  could 
deal  with  the  problem.  They  watched  us  in  the  political  fiascoes  of  the  1960's 
and  1970's  when  we  stood  back,  abbrogated  our  disciplined  responsibility  to 
the  discipline  of  youth  and  said.  "Let  youth  speak."  Then,  as  adults  we 
didn't  like  the  speakers,  so  we  outshouted  them,  condemned  some,  and  drove 
others  into  the  "hippy"  and  religious  communes,  as  we  again  sat  back  and 
declared  them  "non-people."  I  guess  that  we  have  not  learned  that  the  teach- 
ings that  have  produced  all  of  the  characteristics  of  injustice  and  revolt 
against  the  system  were  not  the  elements  responsible  for  the  revolution  of 
youth,  but  rather  the  manifestation  of  parental  hypocrisy. 

Can  we  not  in  truth  establish  a  set  of  rules  that  we  can  at  least  live  by 
and  impart  to  future  generations  a  sense  of  honor  and  dignity  that  allows 
our  progeny  to  know  that  as  we  think,  so  we  act.  Can  we  not  say  in  truth  that 
to  abort  is  akin  to  saying,  "I'm  going  to  kill  that  little  bastard."  and  then 
deal  with  the  acceptance  of  the  killing.  Or  must  we  delude  not  only  our- 
.selves  who  are  establishing  the  pattern  of  this  type  of  mentality,  and  moral- 
ity, but  also  those  who  follow,  as  well  as  those  other  persons  on  this  earth 
who  look  to  us  for  moral  leadership.  Must  we.  of  the  Christian  world,  be  so 
different  from  the  other  major  religious  worlds  that  we  must  change  even 
the   credo   of  our   existence   in   order   to  live   with   the   imperfections  of  our 
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new  morality.  Do  the  other  great  religions  of  the  world  live  by  the  same 
vXerS  life  that  we  now  place  in  utero  or  are  we  "going  it    alone. 

Uthil  be  true  Then  we  have  only  begun;  and  the  same  voice  spouts  the 
docu-ines  of  autt'life  and  woman's  rights  at  the  beginning,  will  have  to  be 

'^pfot^eLt'  T%  Ueno,  of  Tokyo's  Nikon  University,  in  the  evaluation  of 
twS?v  five  years  of  abortion  in  Japan,  stated,  "Easy  abortion  has  been  a 
bad  exoe^-tence  tor  us.  It  is  now  very  difficult  to  control  or  to  eradicate,  de- 
s??te  gfowfng  ciYtLism.  It  has  become  a  way  of  life;  One  day  the  law  might 
S  chlugid  but  the  practice  cannot  be  controlled.  Just  as  we  need  guard 
rails  t^nai  lights,  and  speed  limits,  so  we  need  such  laws  to  save  us  from 
our  individual  and  collective  weaknesses."  ..^  H.Qt  in  i-wpni-v 

Tn  lanan  as  in  America,  we  have  reached  population  zero,  so  that  m  twenty 
years  ?he  smaller  lumber  of  youth  will  not  be  able  to  support  our  sophisti- 
cated sodalseiuriry  system;  and  then  we  reach  the  other  side  of  the  spec- 
trum where  w^U  have  to  "abort"  the  old-and  the  same  debates  and  seman- 
Ucs  be^n  wiTh  "When  does  lite  end'.'"  or  "when  does  useful  personhood  end 
or  when  does  the  soul  leave  'the  body,  and  who  will  decide  nhiloso- 

Shall  we  return  to  the  law  and  change  tlie  constitution?  Shall  we  philoso 
phize   and  intellectualize   and  compound   our   '^^^'^''l^,- ^^^^IJl^^^^Z^^ 
Dhvsical  technician  to  decide  because  this  is  a  medical  problem,  or  shall  we 
LtabShT  new  morality   befitting  the  aged   with  a  new  concept  of  dignity 
in  death,  at  which  point  we  decide  when  he  shall  hve  or  die. 

Is  this  same  group  or  person  who  accepts  change  in  the  entire  moral  con- 
cept of  theTalue  of  life  in  America  and  in  the  world  also  willing  to  pay  for 
the  consequential  changes  in  the  morality  of  the  P^^fl^f^li  jj^^  .^.^'^^^^fl 
nhvsician  begins  through  his  expertise  to  decide  who  shall  live  and  who  shall 
diefis  this  not  now  a  part  of  the  decisions  in  the  national  news  that  purport 
to  decide  on  life  and  death  in  terms  of  fetal  experiments.'  ,>,^,Hnn 

Is  this  same  group  of  anti-lite,  armed  with  the  new  weapon  of  abortion 
prepared  also  to  give  to  the  physician  the  right  to  responsibility  get  rid  of 
abnormal,  insane,  or  senile  family  members?  ^^cf.^^  hi«  fnmilv 

Is  this  person  prepared  to  allow  me,  the  physician,  to  destroy  his  f ami  y 
based  on  my  own  judgement,  because  they  are  old  or  infirm;  or  is  he  thinking 

about  someone  else's  parents?  .    ,^^  „,uh  p  nrnhlpm 

Is  he  prepared  also  for  me  to  decide,  when  he  comes  to  me  with  a  problem 

that  he,  too,  has  reached  the  limit  of  his  lite,   and  must  be  disposed  of  as 

'T  he^'prefa'ed  for  me  to  destroy  his  wite  because  she  is  the  carrier  of 
defective  genes;  or  should  we  castrate  his  children  before  puberty  to  make 
sure  that  there  is  no  continuation  of  defective  germ  plasm !  ,  ,,  .         .   j. 

Is  thfs  new  moralist  or  amoralist,  if  you  preter,  ready  to  stop  at  this  point, 
or  do  we  proceed  with  the  selective  extinction  of  the  poor,  the  socially  un- 
acceptable? Just  where  do  we  draw  the  line?  ^^^,^^^0  lifp  nt 

There  was  a  time  when  physicians  were  called  upon  to  preserve  ife  at 
any  cost.  There  was  no  consideration  given  to  the  destruction  of  a  human 
fife;  scientific  research  promoted  the  development  of  ^J'^^S^^yng^vocednves 
and  medicines  in  an  effort  to  stamp  out  diseases  that  took  their  toll  in 
human  misery  and  death,  now  this  is  all  changed.  -.o.nv  t» 

We  extended  the  life  span  from  forty-five  years  of  age  m  the  1840  s  to 
seventy  years  of  age  in  the  1970's;  so  we've  conquered  more  diseases  in  the 
past  fi'fty  years  than  in  the  1920  years  before.  Now  we've  got  too  many  people, 
and  pollution  and  population  explosion  have  become  a  problem. 

In  addition  to  this,  scientific  research  has  gone  absolutely  mad  m  its  re  a- 
tionship  to  human  lite  and  death.  We're  aborting  all  of  the  potentially, 
normally  conceived,  healthy  newborn,  and  we  are  exchanging  them  tor  a 
"crash  program"  of  "test  tube  babies"  with  artificial  placentas;  and  in  time 
to  come,  we  won't  even  need  the  mothers.  ^.  .    ^       ^     1    vi  -Po^pr 

We've  established  methods  of  cure  for  tuberculosis,  diabetes,  typhoid  tever, 
and  other  diseases  like  plague  and  even  some  forms  of  cancer  while  on  tne 
other  hand,  we're  considering  the  destruction  of  people  by  mercy  killing. 
We're  even  practicing  the  art  or  cryonics  (freezing)  to  keep  the  old  people  m 
"suspended  animation."  to  bring  them  back  when  we  can  c"re  their  tatai 
diseases.   Yet,   we're   destroying   as   many   infants   as   we   can   and   producing 
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ultimately  a  crippled  old  world  of  adults,  or  a  world  of  genetically  selected 
superior  beings. 

I  do  not  know  where  the  scientific  will  ultimately  take  us,  and  it  is 
frightening  to  speculate;  for  there  is  no  discipline  where  there  is  no  law, 
and  there  is  no  law  where  there  is  no  morality.  I  am  frightened  at  the  pros- 
pect that  philosophy  and  intellectual  pursuit  might  give  rise  to  an  undisci- 
plined scientist  who  is  not  capable  in  the  moral  degree  of  acting  in  the  will 
of  the  people  both  young  and  old,  rich  and  poor,  well  and  infirm,  black  and 
white,  in  deciding  over  life  and  death.  To  this  conclusion  in  the  pro-life 
amendment,  I  respectfully  beg  you  to  not  create  a  monster  that  even  you 
cannot  destroy. 

Life  is  sacred,  and  it  has  value  at  all  levels  of  development.  It  is  no  man's 
right  to  have  dominion  over  another  at  any  stage.  If  it  cannot  be  that  the 
zygote  or  embryo  or  fetus  speak  for  itself,  then,  in  all  matters  pertaining  to 
its  existence,  it  must  be  your  voices,  through  constitutional  disciplines  that 
govern  our  relationships  to  one  another,  to  not  deal  in  the  subterfuges  of  past 
abortion  dialogue,  but  to  decide,  at  least  for  the  benefit  of  our  youth,  that  a 
human  life  in  utero  must  live. 

Senator  Bayh.  Thank  you,  Doctor. 

Dr.  Colliton. 

[The  curriculum  vitae  of  Dr.  Colliton  follows:] 
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Date  of  birth:  June  27,  1925. 
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Academic  history:  Gonzaga  High  School,  1939-43;  Georgetown  University, 
July,  1943-September  1944;  Georgetown  University  Medical  School,  1944-48. 

Degrees  and  date  granted  M.D.:  1948. 

Diplomate  of  National  Board  of  Medical  Examiners:  Date,  July  7,  1949. 

Diplomate  of  American  Board  of  Obstetrics  and  Gynecology :  April  15,  1961. 

Hospital  internships  and/or  residencies:  Providence  Hospital — rotating  in- 
ternship, 1948-49 ;  Providence  Hospital — medical  residency,  1950-51 ;  Colum- 
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62;  active  staff — Georgetown  University  Hospital — 1958-present ;  Holy  Cross 
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(5)  Counseling  in  Family  Planning  by  a  Catholic  Physician:  Presented  at 
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STATEMENT  OF  WILLIAM  F.  COLLITON,  JR.,  M.D.,  FELLOW,  AMERI- 
CAN COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLOGISTS,  AND 
PRIVATE  PRACTITIONER,  SILVER  SPRING,  MD. 

Dr.  CoLLiTOx.  Mr.  Chairman,  my  name  is  Dr.  William  F.  Colliton, 
Jr.  I  reside  and  practice  in  the  State  of  Maryland. 

I  have  sent  to  your  committee  staff  a  copy  of  my  curriculum  vitae 
and  I  would  only  say,  havino^  listened  to  the  tremendous  accomplish- 
ments of  Dr.  Chamblee  that  I  still  feel  highly  motivated,  but  kind  of 
lazy. 

I  have,  before  becoming  involved  in  this  particular  issue,  had  the 
opportunity  of  making  a  slight  effort  on  behalf  of  the  poor  and 
underprivileged.  I  served  a  couple  of  sessions  in  Kesurrection  City 
here,  which  was  an  educational  experience  for  me.  And  I  worked  in 
the  Speakers'  Bureau  and  in  training  speakers  for  the  home  visit 
program,  which  was  to  increase  dialogue  on  the  black- white  issue, 
which  was  the  result  of  another  bad  Supreme  Court  decision  in  1857. 

I  want  to  thank  you  for  giving  me  the  opportunity _ 

Senator  Bayh.  Pardon  me;  would  you  repeat  what  you  just  said? 
I  want  to  make  sure  I  understand.  You  are  talking  about  the  Dred 
Scott  case  in  1957? 

Dr.  CoLLiTOx.  It  seems  that  my  activism  has  been  motivated  by 
bad  Supreme  Court  decisions. 

In  1857,  I  think.  Judge  Tawney  was  the  Supreme  Court  Justice, 
handed  down  the  Dred  Scott  decision  which  proclaimed  the  black 
man  was  not  a  full  human  person  in  the  constitutional  sense. 

We  are,  over  100  years  after  that  decision — we  fought  a  bloody 
civil  war  over  that  decision;  we  did  amend  our  Constitution  over 
that  decision — and  that  is  what  got  me  into  being  a  little  home 
visitor,  which  is  a  good  way  to  get  a  free  drink  on  a  Sunday  after- 
noon. 

Senator  Bayh.  I  am  sorry;  I  thought  it  might  have  been  some- 
thing that  happened  after  the  Dred  Scott  case  that  added  to  your 
activism. 

Dr.  Colliton.  No  ;  not  that  I  am  aware  of — except  for  the  Janu- 
ary 22  decision. 

Senator  Bayh.  Except  tAvo  or  three  constitutional  amendments,  the 
Civil  War,  and  half-a-dozen  statutes  that  have  gone  into  showing 
that  the  Supreme  Court  was  wrong  in  that  Tawney  decision. 

Go  ahead;  I  just  wanted  to  make  sure  I  had  you  in  proper  per- 
spective. 

Dr.  CoLLiTOX.  There  is  a  pretty  broad  base  of  opinion  oti  that 
matter,  and  I  would  respectfully  submit  that  it  was  my  view  that 
the  January  22,  1973  decision  would  be  similarly  judged,  in  an  his- 
torical sense. 

I  want  to  thank  you  again  for  the  opportunity  of  having  the 
privilege  of  testifying  before  this  distinguished  committee  on  behalf 
of  unborn  children  and  others  whose  lives  may  be  in  jeopardy  be- 
cause of  change  in  societal  attitudes  in  the  United  States  toward 
death  selection. 

You  have  heard  what  motivates  me  to  be  here  today.  I  have  been 
active  in  pro-life  activity  since  about  1965,  because  of  the  undeniable 
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reality  of  the  life  of  the  unborn  child  and  the  taking  of  that  life 
b}'  abortion. 

'  You  have  had  testimony  here  by  national,  and  others  with  inter- 
nationally renowned  academic  credentials,  who  have  given  you  the 
facts  of  the  human  life  cycle  that  marks  the  beginning  of  our  lives 
at  conception  or  fertilization ;  that  is,  the  union  of  the  spermatozoon 

and  the  ovum.  •  i  t  i. 

I  would  like  to  review  briefly  for  you  today  some  of  the  highlights 
of  that  interuterine  development.  I.  second,  would  like  to  describe 
for  you  some  of  the  most  frequently  used  abortion  procedures,  and 
one  rarely  employed  abortion  procedure.  And  I  would  like  to  con- 
clude by  giving  you  my  overview  of  the  impact  on  our  societal  be- 
havior as  a  result  of  these  facts. 

I  wanted  to,  as  I  indicated  in  my  testimony  that  was  submitted  to 
your  committee,  accompany  the  first  portions  of  this  talk  with  color 
"slides,  because  my  experience  has  indicated  that  in  trying  to  educate 
people  on  the  abortion  issue,  one  slide  is  worth  a  thousand  words. 

I  also  recall  reading  of  a  precedent  for  this  privilege  in  the  Eve- 
ning Star  of  March  28,  1973 ;  a  conf erer  here  in  the  city.  Dr.  Annette 
Hiser,  was  testifying  before  Senator  Walter  Mondale's  Senate  Labor 
and  Public  Welfare  Subcommittee  on  the  issue  of  child  abuse.  And 
she  projected  pictures  of  the  victims  of  this  unfortunate  experience, 
at  the  same  time  detailing  some  of  their  cas«,  histories.  There  was 
great  impact  form  this  presentation,  as  there  would  be  from  present- 
ing pictures  of  the  abortus,  the  unborn  child,  who  was  subject  to 
abortion.  This  individual,  to  me,  epitomizes  the  child  subject  to 
abuse. 

Senator  Bayh.  Before  going  further,  let  me  say  that  as  the 
chairman  of  this  committee,  I  have  sat  through  one  very  dramatic 
and  graphic  such  slide  presentation.  However,  both  sides  in  this 
particular  issue  have  dramatic  pictures  that  I  have  seen.  What  we 
are  trying  to  do  is  to  zero  in  and  move  along  as  quickly  as  we  can. 
I  hope  you  are  not  offended  that  we  do  not  permit  you  to  have  a 
slide  presentation,  because  we  would  probably  have  a  dozen  of  them 
on  both  sides.  Once  you  have  seen  those  pictures,  they  tell  a  story, 
and  I  do  not  think  we  need  tell  that  same  story  more  than  once. 

Dr.  CoLLiTON.  Yes,  sir.  I  had  understood  that  you  had  had  this 
opportunity,  and  you  seem  to  indicate  it  was  impressive  to  you.  I 
just  wanted  to  make  the  point  in  the  record  that  I  think  it  would 
be  impressive  to  anyone  who  had  this  opportunity.  I  do  not  think 
that  those  who  see  this  kind  of  presentation  come  away  without 
rethinking,  at  least,  their  position  on  this  particular  issue. 

Senator  Bayh.  I  think  that  is  an  accurate  assessment. 

Dr.  CoLLiTON.  Thank  you. 

Curiously,  the  Supreme  Court  Justices  sidestepped  the  central 
issue  in  the  abortion  debate:  When  does  human  life  begin?  To  be 
more  precise:  T\Tien  does  the  life  of  each  human  individual  begin? 
This  added  precision  in  the  phrasing  of  the  question  is  necessary  be- 
cause of  the  semantic  gymnastics  that  certain  pro-abortion  witnesses 
have  engaged  in,  as  accurately  described  by  Malcolm  Watts,  M.D., 
in  a  pro-abortion  editorial  in  California  Medicine,  September  1970. 
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Speaking  to  changing  societal  attitudes  toward  abortion,  Dr.  Watts 
said: 

The  result  has  been  a  curious  avoidance  of  the  scientific  fact,  which  every- 
one really  knows,  that  human  life  begins  at  conception  and  is  continuous, 
whether  intra-  or  extra-uterine,  until  death.  The  very  considerable  semantic 
gymnastics  which  are  required  to  rationalize  abortion  as  anything  but  taking 
a  human  life  would  be  ludicrous  if  they  were  not  often  put  forth  under  so- 
cially impeccable  auspices. 

Those  who  purport  to  speak  for  science  in  saying  that  we  do  not 
know  when  life  begins  are  playing  semantic  gymnastics  by  which 
they  mix  biology  with  theolog>'  and/or  philosophy.  A  biologist,  as 
a  matter  of  personal  faith,  may  deny  that  a  particular  class  of 
individual  members  of  the  species  homo  sapiens  is  human.  He  may 
further  declare  that  these  are  members  of  that  society  without  value, 
who  do  not  have  souls  and  therefore  that  they  may  be  killed  at  will. 
Some  biologists  certainly  did  this  in  regard  to  the  Jews  in  the  1930's. 
Yet,  as  biologists,  they' cannot  deny  to  which  species  the  organism 
belonged.  It  is  an  indisputable  fact  that,  at  the  moment  of  concep- 
tion or  fertilization,  a  new,  truly  unique  individual  member  of  the 
species  to  which  it  belongs  comes  into  existence.  This  indivdual 
member  of  the  species  requires  only  protection  and  sustenance  to 
grow  eventually  to  his  or  her  adult  stage.  One  may  argue,  theo- 
logically, as  to' when  such  a  human  individual  acquires  a  soul;  or, 
philosophically,  as  to  when  it  is  permissible  to  kill  it;  but  it  is  not 
scientific  to  deny  its  humanity. 

Testimony  before  this  committee  has  attempted  to  confuse  the 
question  of  when  the  individual's  life  begins,  with  two  other  ques- 
tions :  First,  when  should  we  grant  value  to  the  life  of  an  individual ; 
and  second,  when  did  life,  in  general,  begin  on  this  planet.  The 
second  is  a  scientific  question,  but  totally  irrelevant  to  the  abortion 
issue.  The  first  is  relevant,  but  not  scientific.  However,  our  society 
has  consistently  affirmed  that  all  members  of  the  species  are  to  be 
given  equal  value  simply  because  they  are  human.  To  accept  abor- 
tion, we  would  have  to  reject  this  fundamental  axiom  of  Western 
ethics. 

The  only  scientific  question  relevant  to  abortion,  then,  is  "When 
does  the  individual's  life  begin?"  Commonsense  tells  us  that  our  lives 
began  sometime,  and  reason  tells  us  that  this  is  a  question  that  science 
can  answer.  The  only  scientific  answer  is  conception.  We  must  not 
allow  the  semantic  ajymnastics  that  the  gametes  are  alive  and  human 
to  throw  us  off.  The  gametes — that  is,  the  sperm  and  ovum — are 
human  life  only  in  the  same  sense  that  blood  cells  in  a  blood  bank 
are  human  life.  We  know  these  are  not  living  organisms,  or  living 
members  of  the  human  species,  as  are  all  fertilized  human  ova. 

The  reality  of  life  before  birth  is  inescapable.  The  reality  of  a 
human  heartbeat  at  3  weeks  on  intrauterine  life  has  been  repeatedly 
documented,  as  have  human  brain  waves  at  8  weeks.  The  integrity 
of  central  nervous  system  functions  is  demonstrated  by  the  fact  that 
if  you  remove  this  individual  from  the  protective  sac  in  which  he  or 
she  is  protected  at  that  stage  of  life,  that  if  one  tickles  the  neck,  the 
baby  will  flex  his  head  at  the  neck.  By  10  weeks  the  baby  about  fills 
the  palm,  at  10  weeks  of  intrauterine  life,  about  12  weeks  of  preg- 
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nancy  the  baby  about  fills  the  palm  of  adult's  hand.  And  at  that  stage 
of  life  we  can,  as  a  routine  measure  today,  demonstrate  the  heart 
beat  which  has  been  present  from  9  weeks,  through  the  abdominal 
wall  of  the  expectant  mother. 

Senator  Bath.  Doctor,  excuse  me.  You  said  at  10  weeks  of 

Dr.  CoLLiTON.  Intrauterine  life. 

Senator  Bath.  Or  12  weeks  of  pregnancy. 

Dr.  CoLLiTON.  We  count  pregnancy,  as  others  have  testified,  in 
that  we  count  from  the  first  day  of  the  last  normal  monthly  period. 
Conception,  life,  begins  for  each  of  us,  in  the  average  case,  approxi- 
mately two  weeks  later  when  the  woman  ovulates.  And  if  she  is  to 
conceive,  the  sperm  is  united  with  the  ovum. 

Senator  Bath.  What  concerns  me  here  is  that  you  talked  about 
semantics  and  gymnastics  relative  to  when  life  begins,  and  yet  some- 
how or  other,  there  is  a  2-week  period  where  we  really  do  not  know? 

Dr.  CoLLTTON.  There  is  a  2-week  period  after  a  missed  period,  if  it 
has  been  a  true  period,  that  the  woman  is  not  pregnant.  This  is  not 
a  semantic  or  scientific  gymnastic  exercise. 

Senator  Bath.  Well,  you  make  a  specfic  differentiation  between 
intrauterine  life  and  pregnancy.  Now  I  am  sitting  back  here  trying 
to  determine  whether  to  pass  a  constitutional  amendment  that,  to 
be  valid,  has  to  say  date  X  is  when  it  is  and  after  that  you  cannot  do 
anything.  And  yet,  how  do  I  come  to  grips  with  that  2-week  period? 

Dr.  CoixiTON.  If  I  gave  the  impression,  Mr.  Chairman,  that  there 
is 

Senator  Bath.  I  do  not  want  to  overplay  it,  but  you  see,  it  is 
fairly  easy  to  talk  in  the  broad  philosophical  terms  of  a  constitutional 
amendment.  With  this  one,  you  have  to  be  extremely  exact. 

Dr.  CoLLiTON.  Yes,  sir.  I  am  afraid  that  because  of  my  inexpertise 
I  confused  you. 

Senator  Bath.  Well,  if  you  are  inexpertise,  what  do  you  think 
about  the  members  of  the  Senate  who  are  going  to  have  to  sit  in 
judgment  on  this  issue? 

Dr.  CoLLiTON.  I  will  try  to  do  better  for  you  if  I  can. 

Senator  Bath.  I  do  not  mean  to  be  critical  of  you.  I  am  sure  you 
are  phrasing  it  in  adequate  medical  terms. 

Dr.  CoLLiTON.  The  2  weeks  that  I  was  alluding  to,  where  the 
woman  not  menstruating  may  not  be  pregnant,  is  the  2  weeks  that 
come,  starting  with  the  first  day  of  her  last  period.  She  conceives, 
becomes  pregnant,  is  with  child,  at  the  time  of  ovulation — assuming 
that  she  is  a  fertile  female,  and  so  forth.  And  if  all  of  the  delicate 
biological  phenomena  that  surround  conception  work,  she  becomes 
pregnant  in  the  middle  of  her  cycle,  approximately  2  weeks  after 
the  start  of  her  last  period. 

We  have,  traditionally — and  I  cannot  tell  you  why.  Senator — ^but 
we  have,  traditionally,  counted  pregnancy,  though,  from  the  first  day 
of  that  last  period ;  to  count  up  to  40  weeks,  we  go  back  to  that  first 
day.  and  so  forth.  And  in  fact,  science  knows  that  conception  occurs, 
in  the  average  case,  2  weeks  later,  in  midcycle,  for  that  woman.  The 
diagnosis  of  pregnancy  can  be  made,  generally  speaking,  8,  9,  10 
days  later,  with  new  tests  for  the  particular  hormone  that  is  gen- 
erated by  the  developing  individual.  And  the  ability  to  diagnose 
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pregnancy  at  its  earliest  date  is  going  to  be  strictly  a  technological 
accomplishment  which  I  think  we  will  have  in  hand  some  day. 

But  it  seems  to  me,  and  this  is  again  a  philosophical  judgment, 
that  whether  or  not  we  we  know  the  baby  is  there  or  not  still  does 
not  give  us  the  right  to  kill  the  baby  if  the  baby  may  be  there.  So 
that  I  kind  of  take  a  conservative  attitude  on  what  we  can  do  to  the 
woman  who  may  be  pregnant.  But  her  pregnancy  begins,  again,  in 
midcycle. 

Senator  Bayh.  Well,  excuse  me  for  interrupting.  Go  ahead;  I 
understand  it  is  a  matter  of  terminology. 

Dr.  CoLLiTON.  I  apologize. 

Senator  Bayh.  Maybe  we  can  get  a  little  dialogue  going  here. 
What  concerns  me  is  one  can  say  yes  or  no,  relative  to  positive  acts 
that  are  taken  when  a  woman  knows  that  a  baby  has  been  formed. 
That  is  not  a  very  scientific  description,  but  you  know  what  I  mean. 

Dr.  CoLLiTON.  Yes,  sir. 

Senator  Bayh.  It  is  a  broader  question,  it  seems  to  me,  if  women 
are  doing  certain  things  to  prohibit  a  baby  from  being  formed,  and 
these  actions  in  essence  have,  by  icientific  definition  by  some  doctors ; 
an  abortifacient  effect.  And  that  is  why  I  think  that  2  weeks  or  2 
days  might  be  more  significant  than  would  otherwise  be  the  case. 

i  do  not  want  to  make  a  mountain  out  of  a  molehill.  Please  go 
ahead.  I  just  want  to  try  to  nail  it  down. 

Dr.  CoLLiTON.  We  have  an  expert  in  this  particular  area  who,  I 
think,  will  be  speaking  later. 

Senator  Bayh.  I  understand  that. 

Dr.  CoLLiTON.  This  brings  us  to  the  reality  of  abortion.  Physicians 
classically  divide  abortions  into  early,  that  is,  those  done  prior  to  12 
weeks  of  pregnancy,  and  those  done  after  12  or  more,  commonly  14 
or  16  weeks  of  pregnancy.  I  will  describe  for  your  committee  first 
late  abortions,  which  constitute  approximately  25  percent  of  the  cur- 
rent American  experience. 

The  most  unbelievable  way  that  late  abortions  are  done  is  by 
hysterotomy,  that  is,  the  premature  cesaerian  section,  like  delivery  of 
a 'living  infant,  at  least  marginally  viable,  if  not  clearly  viable.  The 
child  is  alive  and  often  breathing  when  he  is  delivered,  but  because 
it  has  been  removed  from  the  mother  by  an  abortion  rather  than  by 
delivery,  it  is  then  killed,  either  directly,  by  drowning  or  asphyxi- 
ation, for  example,  or  indirectly  by  exposure.  The  Supreme  Court 
has  explicitly  allowed  this  infanticide  by  exposure,  which  is  I  think 
the  least  that  we  could  call  hysterotomy  procedures.  In  the  peak  vear 
of  abortion  experience  in  New  York  State,  when  we  were  killing 
approximately  a  one-quarter  of  a  million  of  our  own  kind  annually, 
this  abortion  data  was  thoroughly  analyzed  by  Dr.  Christopher 
Tietze.  Using  his  figure  of  seven-tenths  of  1  percent  of  those  abor- 
tions being  hysterotomies,  this  led  to^  a  figure  of  1,750  premature 
infants  subjected  to  this  kind  of  experience. 

Senator  Bayh.  Now,  correct  me,  doctor.  As  I  recall.  Dr.  Tietze, 
senior  consultant  for  the  population  council,  indicated  that  the  sta- 
tistics he  was  referring  to  were  international  in  scope,  were  they  not, 
worldwide  statistics? 

Dr.  CoLLiTON.  Dr.  Tietze,  I  think,  would  probably  be  recognized 
as  the  expert  on  the  statistical  data  connected  with  the  abortion 
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experience,  be  it  national  or  international.  The  data  that  I  just  re- 
ported to  you  here  was  related  to  his  analysis  of  an  experience  in  our 
own  country,  namely  the  experience  in  New  York  State. 

Senator  Bayh.  25  percent  were 

Dr.  CoLLiTON.  Late  abortions. 

Senator  Bayh.  Late  abortions? 

Dr.  CoLLiTON.  Late  abortions,  correct,  sir. 

Senator  Bayh.  Dr.  Tietze  said  that? 

Dr.  CoLLiTON.  Yes,  sir. 

Senator  Bayh.  Dr.  Tietze,  of  course,  is  on  the  opposite  side  of  this 
question  and  believes  that  we  should  not  have  an  amendment,  as  I 
recall. 

Dr.  CoLLiTON.  Yes,  sir;  right. 

Senator  Bayh.  But  I  want  to  follow  through  on  it. 

Excuse  me.  Go  ahead. 

Dr.  CoLLiTON.  Yes,  sir. 

Far  and  away  the  most  frequent,  but  hardly  less  horrifying  form 
of  late  abortion  today  is  the  hypertonic  saline  injection,  the  so-called 
salting-out  procedure.  When  the  doctor  performs  a  saline  aborton, 
he  injects  a  needle  of  large  caliber  into  the  anterior  abdominal  wall 
of  the  woman ;  through  the  anterior  wall  of  the  womb ;  and  into  the 
watery  sac  which  surrounds  the  baby.  He  withdraws  several  ounces 
of  this  fluid,  up  to  200  cc's,  and  instills  a  like  quantity  of  20  percent 
salt  solution.  To  give  you  some  idea  of  the  strength  of  this  solution, 
each  one  of  us  in  this  room  has  circulating  in  his  system  a  salt  solu- 
ton  which  is  nine  tenths  of  1  percent.  The  salt  solution  produces  a 
tremendous  inflamation  and  burning  in  the  skin  of  the  baby ;  blister- 
ing and  peeling  occur.  There  is,  in  our  language,  there  is  a  hyperemic, 
a  reddened  appearance  and  normally  the  baby  dies  within  a  matter 
of  several  hours,  and  within  several  hours  after  that  the  uterus 
empties  itself  or  the  doctor  takes  steps  to  insure  it  is  emptying.  Japan 
abandoned  this  procedure  several  years  ago  because  of  a  lack  of 
safety  as  far  as  the  expectant  mother  was  concerned.  It  is  said  to  note 
that  in  my  own  State  of  Maryland  during  the  second  year  of  our 
experience  with  the  liberalized  law,  fiscal  1970,  that  we  had  three 
maternal  deaths  related  to  saline  abortion  in  that  one  year.  This 
kind  of  work,  as  I  am  sure  you  saw  when  you  viewed  the  slides,  leads 
to  the  very  famous  picture  of  the  baby  in  a  bucket,  there  is  no  ques- 
tion that  one  of  our  own  kind  is  dying  as  a  result  of  this  experience. 

What  about  early  abortion?  Before  articulating  for  you  the  vio- 
lence that  is  contained  in  the  most  frequently  performed  methods  of 
early  abortion,  that  is,  suction  curettage,  or  D.  &  C,  I  would  like 
to  prepare  you  a  bit  by  reading  a  passage  from  Dr.  Greenhill's  "Text- 
book on  Obstetrics,"  'the  12th  edition,  where  one  finds  these  words 
for  student  doctors,  and  I  quote :  "I  warn  the  physician  against  the 
removal  of  a  small  fetus  piecemeal  through  a  long  narrow  cervical 
canal.  It  will  tax  the  physician's  skill  to  the  utmost,  especially  if 
the  body  is  torn  off  the  head  and  the  head  bobs  around  in  the  uterine 
cavity.  If  a  fetus  is  removed  in  pieces,  every  bit  of  it  should  be  in- 
spected to  account  for  all  parts."  When  the  doctor  performs  this 
D.  &  C.  procedure,  he  stretches  open  the  mouth  of  the  womb  and 
reaches  up  into  the  uterine  cavity  with  ring  forceps  and  begins  to 
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remove  the  baby,  again  by  dismemberment  and  disembowelment, 
and  so  forth,  just  rips  it  apart  and  puts  it  in  his  specimen  collector. 

The  picture  that  you  saw  that  was  presented  by  this  kind  of  ex- 
perience I  think  needs  no  further  description. 

It  must  be  remembered  that  pain  can  be  experienced  before  birth. 
The  unborn  feel  pain  even  as  we  do,  a  scientific  finding  of  Dr.  Albert 
William  Liley,  as  he  pioneered  intrauterine  transfusions  for  RH 
sensitization  disease,  erythroblastosis.  The  doctor  noted  that,  when 
he  went  to  administer  lifesaving  blood  transfusions  to  the  baby  in 
the  womb,  he  had  to  have  an  assistant  hold  the  infant  still  because 
it  tended  to  jump  away  from  the  needle,  not  knowing  that  it  was  a 
livesaving  procedure  that  was  being  administered. 

Now,  the  most  sophisticated  way  that  early  abortions  are  done, 
that  is,  before  12  weeks,  is  by  suction  curettage,  during  which  pro- 
cedure the  infant  is  literally  sucked  apart.  When  the  doctor  performs 
this  procedure,  he  once  again  stretches  open  the  mouth  of  the  womb, 
inserts  up  into  the  cavity  of  the  uterus  a  glass  or  a  plastic  cannula 
of  varying  sizes,  depending  on  the  duration  of  the  pregnancy,  and 
having  reached  his  goal,  applies  a  negative  or  vacuum  pressure  and 
then  the  uterine  contents,  the  baby  and  the  support  mechanism,  are 
literally  sucked  apart  into  hundreds  of  pieces.  I  think  the  easiest 
way  to  get  some  vital  concept  of  what  is  happening  to  the  unborn 
child  in  this  instance  is  to  liken  it  to  a  toddler  being  struck  by  a 
Mack  truck  traveling  at  high  speed.  We  can  many  times  identify  arms 
and  bones  and  the  different  parts  of  the  body  that  have  not  been 
destroyed. 

Several  years  ago  there  was  a  dramatic  cartoon  which  was  pub- 
lished in  the  Evening  Star.  This  cartoon  depicted  a  clean  and  at- 
tractive abortion  clinic  next  to  a  dilapidated  old-folks'  home.  The 
wording  under  it  read  "A  society  is  judged  by  the  way  it  cares  for  its 
youth  and  its  aged."  When  history  views  our  society,  will  this  car- 
toon accurately  portray  what  we  did  for  our  unborn  and  our  aged  ? 

I  agree  with  Dr.  Chamblee  that  there  is  an  unarguable  logic  con- 
necting abortion  and  euthanasia,  and  why  do  I  say  this?  It  is  my 
opinion  that  everv  premise  conceded  by  the  Supreme  Court  in  order 
to  justify  the  killing  of  an  unborn  child  can  be  extended  to  justify 
the  killing  of  anyone  else  if,  like  the  unborn  child  their  life  is  found 
to  be  less  than  whole,  or  meaningful,  in  the  sense  of  the  word  that 
the  Court  applied  to  their  decisions. 

The  difficulty  that  I  see  for  a  society  that  begins  the  process  of 
death-selection  for  some  of  its  members,  is  that  it  is  difficult  to  put 
limitations  on  the  process  once  it  has  begun.  This  concern  was  shared 
by  the  now-deceased  novelist.  Pearl  S.  Buck,  a  minister's  daughter 
who  articulated  it  quite  beautifully  in  the  foreword  to  the  book, 
"The  Terrible  Choice :  The  Abortion  Dilemma ;"  and  I  quote : 

As  a  mother  of  a  child  retarded  from  phenylketonuria,  I  can  ask  myself  at 
this  reflective  moment,  if  I  had  rather  she  had  never  been  born.  No,  let  me  ask 
the  question  fully :  Could  it  have  been  possible  for  me  to  have  had  the  fore- 
knowledge of  her  thwarted  life,  would  I  have  wanted  abortion?  Now  with  full 
knowledge  of  anguish  and  despair  the  answer  is  no,  I  would  not.  Even  in  full 
knowledge  I  would  have  chosen  life.  I  fear  the  power  of  choice  over  life  or 
death  at  human  hands.  I  see  no  human  being  whom  I  could  ever  trust  with 
such  power,  not  myself,  not  any  other.  Human  wisdom,  human  integrity,  are 
not  great  enough.  Since  the  fetus  is  a  creature  already  alive  and  in  the  process 
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of  development,  to  kill  It  is  to  choose  death  over  life.  At  what  point  shall  we 
allow  this  choice?  For  me  the  answer  is,  at  no  point,  once  life  is  begun.  At  no 
point  I  repeat,  either  as  life  begins  or  as  life  ends,  for  we  who  are  human 
beings  cannot  for  our  own  safety,  be  allowed  to  choose  death,  life  being  all  we 
know. 

A  frightening  example  of  how  widespread  these  practices  can 
become  is  provided  by  a  history  of  the  German  society  dating  back 
to  the  1920's.  Impoverished  by  their  defeat  in  World  War  I,  the 
German  people,  while  not  legalizing  abortion,  accepted  it  as  a  legit- 
imate way  of  restricting  births.  In  the  mid-1930's  several  leaders  of 
the  German  psychiatric  community,  who  enjoyed  worldwide  profes- 
sional renown  "and  respect,  conceived  the  plan  of  exterminating  the 
mentally  ill  of  their  nation.  They  wanted  to  do  this  in  a  humane 
way  and  thus  it  occurred  in  the  latter  part  of  1939  that  four  men  m 
the  presence  of  a  whole  group  of  physicians  and  an  expert  chemist 
were  purposely  killed  by  carbon  monoxide  gas.  These  men  had  done 
nothing  wrong,  had  caused  no  public  disturbance,  and  they  were 
trusting  and  cooperative.  They  were,  in  the  words  of  Frederic  Wert- 
ham,  M.D.,  a  psychiatrist  himself  and  author  of  "A  Sign  for  Cam, 
ordinary  mental  patients  of  a  state  psychiatric  hospital  which  was, 
or  should  have  been,  responsible  for  their  welfare.  This  successful 
experiment  led  to  the  installation  of  gas  chambers  in  a  number  of 
other  psychiatric  hospitals.  Thus  it  was  that  psychiatrists  completely 
reversed  their  historical  role  of  attempting  to  help  and  restore  to 
health  the  mentally  ill  and  instead  passed  death  sentences  upon  them. 
This  practice  became  routine.  Once  again,  to  quote  Dr.  Wertham : 

The  whole  undertaking  went  by  different  designations :  "help  for  the  dying," 
"mercy  deaths,"  "mercy  killings,"  "destruction  of  life  devoid  of  value,"  "mercy 
action,"  or  more  briefly,  the  "action." 

I  don't  have  to  remind  anyone  in  this  room  that  this  death  selec- 
tion process  was  extended  to  eliminate  cripped  and  retarded  children, 
children  with  badly  molded  ears,  chronic  bedwetters,  and  so  on,  and 
was  culminated  eventually  in  the  murder  of  6  million  Jews. 

If  I  could  ask,  Mr.  Chairman,  I  do  not  know  whether  it  is  ap- 
propriate at  this  level,  to  requst  that  for  the  record  of  this  com- 
mittee's proceedings,  chapters  8  and  9  of  Dr.  Wertham's  book  be 
included  in  the  record  if  it  is  acceptable. 

Senator  Bath.  We  will  incorporate  the  reference  thereto  and  have 
that  in  our  file.  I  think  anyone  can  make  their  own  individual  assess- 
ment of  this,  and  I  think  your  bringing  it  out  here  is  relevant  to  the 
moral  issue. 

I  must  say,  I  give  the  American  people  a  lot  more  credit  than  you 
do,  relative  "to  our  unwillingness  to  learn  the  tragic  lesson  that  was 
taught  by  the  sequence  of  events  that  you  described  very  accurately. 
I  say  it  is  relevant  because  it  involves  the  valuation  a  society  places 
on  human  life,  and  therefore  it  is  certainly  relevant  to  abortion.  To 
me,  there  is  a  great  difference  between  the  decision  to  have  an  abor- 
tion and  the  decision  by  the  State,  that  once  a  person  is  out  of  the 
mother's  body,  we  are  going  to  sift  and  sort  individuals — putting 
some  in  the  garbage  can  and  letting  others  live. 
Please  go  ahead. 

[The  material  referred  to  will  be  found  on  page  516  of  Abortion — 
part  I,  of  the  subcommittee's  hearings.] 
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Dr.  CoLLiTON.  If  I  could  also  ask  permission  at  the  same  time  to 
have  insereted  in  the  record  an  article  by  Mr.  Nick  Thimmesch  which 
appeared  in  the  July  9,  1973  issue  of  Newsweek,  entitled  "The  Abor- 
tion Culture."  Mr.  Thimmesch  shares  the  same  apprehension  that  I 
do.  I  have  your  faith  and  I  share  your  faith  in  the  American  people 
and  in  our  democratic  process,  but  this  is  again  personal  effectual 
response.  I  find  it  almost  unbelievable  that  I  am  here  today  speaking 
to  you  in  defense  of  unborn  life.  You  know,  this  is  no  figment.  This 
is  real  life  we  are  about  today,  and  we  are  killing  millions  of  our 
own  kind,  and  this  is  tremendously  offensive  to  me.  And  I  cannot 
believe  that  we  good  guys,  that  we  Americans  are  doing  it.  And  our 
track  record,  as  I  try  to  bring  out  here  a  little  bit,  for  making  mis- 
takes in  the  past  is  not  all  good.  We  have  goofed  before. 

And  as  I  alluded  to  earlier  with  the  Supreme  Court  decision  of 
1957 

Senator  Bath.  I  appreciate  that. 

We  will  put  ]Mr.  Thimmesch's  article  in  the  record,  if  there  are 
no  objections. 

We  have  to  take  a  hard  look  at  the  value  we  place  on  human  life. 

Dr.  CoLLiTON.  With  God's  help,  that  is  what  I  am  trying  to  do 
here  today. 

Senator  Bath.  We  are  all  asking  for  God's  help  to  make  the  right 
decision. 

[The  article  referred  to  follows :] 

[From  Newsweek,  July  1973] 
The  Abortion  CrrLTURE 
(By  Nick  Thimmesch) 

A  journalist  often  gets  caught  up  in  events  flaring  into  instant  print  and 
broadcast — a  Watergate,  feverish  inflation,  a  fretful  fuel  crisis.  We  grab  at 
these,  try  to  make  some  sense  out  of  it  all  and  soon  turn  to  what's  next.  Occa- 
sionally we  come  on  to  something  that  strikes  the  core  and  won't  go  away.  For 
me,  it  has  been  the  question  of  the  value  of  human  life — a  question  embracing 
abortion,  letting  the  newborn  die,  euthanasia  and  the  creeping  utilitarian  ethic 
in  medicine  that  impinges  on  human  dignity.  It's  all  reminiscent  of  the  "what  is 
useful  is  good"  philosophy  of  German  medicine  in  the  '30s— a  utilitarianism  that 
sent  275,000  "unworthy"  Germans  to  death  and  helped  bring  on  the  Hitler 
slaughter  of  millions  of  human  beings  a  few  years  later. 

Now  super-abortionists  and  others  who  relish  monkeying  around  with  human 
life  cry  that  this  is  scare  stuff  inspired  by  hysterical  Catholics  waving  picket 
signs.  Not  so.  There  is  growing  concern  among  Protestant  and  Jewish  thinkers 
about  "right  to  life"  and  the  abortion-binge  mentality. 

Fetal  life  has  become  cheap.  There  were  an  estimated  1,340,000  legal  and 
illegal  abortions  in  the  U.S.  last  year.  There  were  a  whopping  540,245  abortions 
in  New  York  City  in  a  30-month  period  under  the  liberalized  state  abortion  law. 
The  abortion  culture  is  upon  us.  In  one  operating  room,  surgeons  labor  to  save 
a  21-week-old  baby ;  in  the  next,  surgeons  destroy,  by  abortion,  another  child, 
who  can  also  be  reckoned  to  be  21  weeks  old.  Where  is  the  healing? 

PLASTIC  BAGS 

Look  beyond  the  political  arguments  and  see  the  fetus  and  what  doctors  do 
to  it.  An  unborn  baby's  heartbeat  begins  between  the  18th  and  25th  day ;  brain 
waves  can  be  detected  at  seven  weeks ;  at  nine  to  ten  weeks,  the  unborn  squint, 
swallow  and  make  a  fist.  Look  at  the  marvelous  photographs  and  see  human 
life.  Should  these  little  human  beings  be  killed  unless  it  is  to  save  the  mother's 
life? 

Other  photos  show  this  human  life  aborted,  dropped  onto  surgical  gauze  or 
into  plastic-bagged  garbage  pails.  Take  that  human  life  by  suction  abortion  and 
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the  body  is  torn  apart,  becoming  a  jumble  of  tiny  arms  and  legs.  In  a  D  and  C 
abortion,  an  instrument  slices  the  body  to  pieces.  Salt  poisoning  at  nineteen 
weeks?  The  saline  solution  burns  away  the  outer  layer  of  the  baby's  skin.  The 
ultimate  is  the  hysterotomy^  (Caesarean  section)  abortion.  As  an  operation,  it 
can  save  mother  and  child ;  as  an  abortion  it  kills  the  child.  Often,  this  baby 
fights  for  its  life,  breathes,  moves  and  even  cries.  To  see  this,  or  the  pictures  of 
a  plastic-bagged  garbage  can  full  of  dead  babies,  well,  it  makes  believers  in 
right-to-life. 

It's  unfair  to  write  this  way,  cry  the  super-abortionists,  or  to  show  the  hor- 
rible photos.  But  Buchenwald  and  Dachau  looked  terrible,  too.  Abortions  are 
always  grisly  tragedies.  This  truth  must  be  restated  at  a  time  when  medical 
administrators  chatter  about  "cost-benefit  analysis"  factors  in  deciding  who 
lives  and  who  dies. 

THE  "GODO  death" 

The  utilitarian  ethic  is  also  common  in  the  arguments  of  euthanasia  advo- 
cates at  work  in  six  state  legislatures.  Their  euphemisms  drip  like  honey 
(should  I  say,  cyanide?)  just  as  they  did  in  Germany — "death  with  dignity," 
the  "good  death."  Their  legal  arguments  fog  the  mind.  Their  mentality  shakes 
me.  One  doctor,  discussing  the  suicide-prone,  wrote :  "In  such  instances,  positive 
euthanasia — a  nice,  smooth  anesthetic  to  terminate  life — appears  preferable  to 
suicide."  Dr.  Russell  Sackett,  author  of  the  "Death  With  Dignity"  bill  in  Flor- 
ida, said :  "Florida  has  1,500  mentally  retarded  and  mentally  ill  patients,  90 
per  cent  of  whom  should  be  allowed  to  die."  The  German  utilitarians  had  con- 
cluded the  same  when  they  led  the  first  group  of  mental  patients  to  the  gas 
chamber  at  the  Sonnestein  Psychiatric  Hospital  in  1939.  It  bothers  me  that 
eugenicists  in  Germany  organized  the  mass  destruction  of  mental  patients,  and 
in  the  United  States  pro-abortionists  now  also  serve  in  pro-euthanasia  organi- 
zations. Sorry,  but  I  see  a  pattern. 

Utilitarianism  isn't  all  abortion  or  euthanasia.  Utilitarians  ran  the  experi- 
ment in  which  syphilitic  black  men  died  through  lack  of  penicillin.  There  are 
also  experiments  of  free-clinic  patients,  students,  the  institutionalized.  Senate 
hearings  revealed  that  two  experimental  birth-control  drugs  were  used  on  the 
"vulnerable"  for  purposes  other  than  those  approved  by  the  Food  and  Drug 
Administration. 

This  monkeying  around  with  people  is  relentless.  Some  medics  would  like  to 
sterilize  institutionalized  people  from  here  to  breakfast.  Psychosurgery  is  per- 
formed on  hundreds  of  Americans  annually,  not  to  correct  organic  brain  dam- 
age, but  to  alter  their  behavior.  This  chancy  procedure,  a  first  cousin  of  the  new 
discredited  prefrontal  lobotomy  that  turned  50,000  Americans  into  human  vege- 
tables, is  performed  on  unruly  children  and  violence-prone  prisoners. 

Experimenters  produce  life  outside  the  womb — combining  sperm  and  ovum — 
and  dispose  of  the  human  zygotes  by  pouring  the  solution  down  the  sink  drain. 
Recently  scientists  debated  guidelines  for  experimenting  with  the  live  human 
fetus.  To  those  considering  the  fetus  as  an  organ,  like,  say,  a  kidney.  Dr.  Andre 
Hellegers  of  Georgetown  University  pointed  out  that  fetuses  have  their  own 
organs  and  cannot  be  considered  organs  themselves.  How  does  one  get  consent 
from  a  live  fetus?  he  asked.  Or  even  from  its  donors — the  parents  who  author- 
ized the  abortion? 

Once  fetal  experimentation  is  sanctioned,  are  children  to  be  next?  Far- 
fetched? No.  In  the  New  England  Journal  of  Medicine,  Dr.  Franz  Ingelfinger 
recently  advocated  removing  the  World  Medical  Association's  absolute  ban  on 
experimenting  with  children  and  mental  incompetents. 

We  can  brake  the  tendencies  of  technocratic-minded  doctors  and  administra- 
tors coldly  concerned  with  "cost-benefit  analysis."  There  was  no  such  brake  in 
Germany.  After  the  first  killings  at  Sonnestein,  respected  German  doctors,  not 
Nazi  officials,  killed  275,000  patients  in  the  name  of  euthanasia.  Many  were 
curable.  Eventually  the  doomed  "undesirables"  included  epileptics,  mental  de- 
fectives. World  War  I  amputees,  children  with  "badly  modeled  ears"  and  "bed 
wetters." 

UTILITARIAN  ETHIC 

The  worst  barbarisms  often  have  small  beginnings.  The  logical  extension  of 
this  utilitarian  ethic  was  the  mass  extermination  in  slave-labor  camps.  In  "A 
Sign  for  Cain,"  Dr.  Frederic  Wertham  tells  how  death-dealing  technicians  from 
German  state  hospitals  (and  their  equipment)  were  moved  to  the  camps  in 
1942  to  begin  the  big  job. 
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Could  the  "what  is  useful  is  good"  mentality  lead  to  such  horror  in  the  U.S.? 
Not  so  long  as  I  am  allowed  to  write  like  this — which  German  journalists 
couldn't.  Not  so  long  as  right-to-life  Americans  can  dispute — which  Germans 
couldn't.  The  extremes  of  the  utilitarian  mentality  rampaging  today  through 
medicine,  the  drug  industry  and  government  will  be  checked  by  our  press,  law- 
makers and  doctors,  lawyers  and  clergymen  holding  to  the  traditional  ethic. 
The  Germans  weren't  blessed  that  way. 

Dr.  CoLLiTON.  We  are  much  further  along  this  same  road  than 
many  seem  to  realize.  In  my  own  State  of  Maryland,  a  euthanasia 
bill  was  introduced  this  year,  but  fortunately  it  was  killed  in  com- 
mittee. For  several  sessions,  a  similar  bill  has  been  introduced  in  the 
Florida  State  Legislature  by  a  physician,  Dr.  Walter  Sackett.  Mr. 
George  F.  Will,  who  wrote  an  article  regarding  this  bill,  made  these 
observations,  which  he  reported  in  the  Washington  Post,  May  21, 
1974,  and  I  quote  Mr.  Will: 

So  great  is  Walter  Sackett's  reverence  for  life,  he  wants  to  extinguish  the 
lives  of  thousands  of  retarded  citizens.  Sackett,  a  Florida  State  Legislator,  has 
a  bill  that,  he  says,  would  make  this  mass  killing  legal.  He  calls  it  a  "death 
with  dignity"  bill. 

And  to  continue  the  quote: 

Sackett  wants  to  include  retarded  citizens,  especially  profoundly  retarded 
ones — he  calls  them  "grotesques" — in  the  category  of  "terminally  ill"  people.  He 
thinks  the  second  and  especially  the  third  provisions  of  his  bill  would  permit 
Florida  to  extinguish  the  lives  of  90  percent  of  the  1,500  most  retarded  people 
in  state  hospitals. 

Downs'  persons  vary  considerably  in  mental  capabilities  and  in  their  capacities 
for  sharing  community  life.  Asked  if  an  ill  Downs'  person  "of  potentially  high 
intelligence"  should  be  permitted  to  die,  Sackett  says:  "Yes,  it  would  be  the 
responsibility  of  the  parents  and  the  consulting  doctors  to  decide." 

Senator  Bath.  Doctor,  how  long  has  that  kind  of  thing  been  going 
on,  legislative  bills  that  have  been  introduced,  and  this  kind  of  thing? 

Dr.  CoLLiTON.  This  is  a  fairly  recent  experience,  within  the  past 
3  or  4  years.  Euthanasia  bills  have  begun  to  crop  up  in  several  of 
our  legislatures. 

Senator  Bath.  Do  you  know  of  anyone  that  has  ever  been  reported 
out  of  committee  or  ever  passed  the  State  Legislature? 

Dr.  CoLLTTON.  Yes,  sir.  The  Florida  bill  has  been  reported  out  of 
committee  but  has  not  passed  the  State  Legislature. 

Senator  Bath.  Has  a  vote  ever  been  taken  on  that? 

Dr.  CoTxiTON.  It  apparently  passed  one  house  of  the  Florida  gen- 
eral assembly,  or  however  they  entitle  their  governing  body. 

Senator  Bath.  When  was  that? 

Dr.  CoLLTTON.  I  think  this  last  session,  sir. 

Senator  Bath.  This  last  session? 

Dr.  CoLLiTON.  Yes,  sir. 

How  does  a  society  become  so  calloused  and  insensitive  that  they 
can  even  witness  such  inhumane  behavior?  Dr.  Wertham,  from  the 
same  source,  suggests  the  following,  and  I  quote : 

Effective  incitement  to  violence  does  not  proceed  as  simple,  direct  suggestion 
or  exhortation.  It  always  has  to  be  combined,  as  Georges  Sorel,  a  political 
theoretician  of  violence,  has  pointed  out,  with  a  "myth."  One  such  suitable 
myth  consists  in  the  complete  vilification  of  opponents.  They  are  the  ones 
toward  whom  heroic  hardness  is  to  be  shown.  Along  with  the  myth  that  the 
life  of  other  people  has  no  value  goes  a  tremendous,  pleasant  feeling  of  superi- 
ority. If  the  potential  opponents  are  regarded  as  subhuman,  as  subpeople,  their 
complete  destruction  becomes  morally  permissible  and  even  necessary. 
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Senator  Bayh.  Would  you  repeat  the  last  part  of  that? 
Dr.  CoLLiTON.  Yes,  sir. 

If  the  potential  opponents  are  regarded  as  subhuman,  as  subpeople,  their 
complete  destruction  becomes  morally  permissible  and  even  necessary. 

Senator  Bayh.  I  must  say  that  has  a  very  familiar  ring  to  it,  as 
far  as  I  am  concerned,  in  political  terms. 

Dr.  CoLLiTON.  jNIust  we  remind  ourselves  in  the  United  States  of 
what  we  did  to  the  "redskins,"  "niggers"  and  most  recently,  in  My 
Lai,  to  the  "gooks?"  Must  we  be  reminded  what  we  are  doing  today 
to  our  most  precious  resource,  our  unborn  children  whom  we  mythol- 
ogize  as  "blobs  of  cells"  or  "hunks  of  protoplasm?" 

A^Tiat  about  our  society  today  ?  Some  say  that  our  society  is  mixed 
up  and  inconsistent.  It  is  ironic  to  me  that  in  a  society  of  50  humani- 
tarian States  that  have  shown  such  an  abhorrence  of  the  willful  tak- 
ing of  life,  that  they  are  gradually  eliminating  capital  punishment; 
mounting  prodigious  and  laudable  campaigns  to  save  plants  and  ani- 
mals ;  seeking  limitations  on  the  arms  race ;  speaking  out  against  pri- 
vate and  public  weaponry ;  condemning  and  adjudicating  mass  execu- 
tions in  the  past;  demanding  a  cutback  in  military  involvement  and 
in  defense  expenditures.  It  is  interesting  to  note  that  beagle  puppies 
being  used  by  the  Armed  Forces  to  experiment  with  potentially 
lethal  gases  evoked  the  sympathies  of  an  eloquent  spokesman,  Sen- 
ator Hubert  Humphrey,  and  that  legislation  to  protect  them  has  been 
passed.  It  is  indeed  unfortunate  in  my  judgment  for  the  defenseless 
unborn  human  being  that  he  is  not  accorded  even  the  same  considera- 
tion as  a  puppy.  How  ironic  that  in  these  50  States  you  can  and  are 
now  being  encouraged  by  the  Supreme  Court's  ruling  to  dial  your 
friendly  neighborhood  abortionist;  dial  your  friendly  neighborhood 
death-dealer  who  will  kill  your  baby  for  a  modest  fee. 

In  my  own  neighborhood  they  just  recently  opened  up  the  Sigma 
Reproductive  Health  Center  on  June  18  at  1119  Rockville  Pike.  They 
perform  abortions  on  Tuesdays,  Thursdays,  and  Fridays,  and  as  of 
July  15,  they  had  performed  about  80  of  these  procedures.  They  ad- 
mit that  they  are  a  profit-making  venture  and  that  they  are  a  fran- 
chised  outlet.  The  $10,000  income,  they  charge  $125  for  an  abortion, 
generated  by  the  opening  month's  business,  is,  I  believe,  a  good  indi- 
cation of  what  a  big  business  abortion  really  is.  A  headline  in  the 
Washington  Post  of  August  26,  1973,  noted  that  Abortions  in  D.C. 
Top  Births  2  to  1. 

One  might  legitimately  ask  at  this  point.  Doctor,  isn't  it  true  that 
these  abortionists  are  physicians  and,  in  fact,  isn't  it  true  that  many 
leaders  in  the  pro-abortion  movement  are  physicians?  The  answer 
to  both  questions  is  yes.  This  being  so,  how  does  one  explain  these 
diametrically  opposed  opinions  on  how  to  treat  our  unborn  brothers 
and  sisters?  These  professionals  are  not — and  I  in  no  way  want  to 
demean  their  motives  "bad  guys."  In  my  opinion,  these  doctors  evade, 
iust  as  the  Supreme  Court  did,  the  scientific  answer  to  the  question, 
When  does  life  begin?  In  lieu  of  this  they  seek  out  moral,  theological, 
or  philosophical  answers  to  this  question  in  the  abortion  debate.  And 
then  they  assign  answers  that  life  might  begin  at  ranges  from  im- 
plantation—5  to  7  davs,  heartbeat— 3  weeks,  recordable  human  bram 
function— 8  weeks,  viability— 20  weeks,  or  to  birth — 40  to  43  weeks. 
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A  scientist,  Dr.  James  D.  Watson,  co-discoverer  of  DNA  and  a  Nobel 
Prize  winner,  has  even  suggested  that  there  might  be  a  legal  need  to 
redefine  the  legal  status  of  a  newborn  infant.  He  asked  whether  a 
baby  should  be  considered  alive  before  it  is  3  days  old.  I  respectfully 
submit  that  all  of  these  views  are  societal  judgments  not  in  agree- 
ment with  the  scientific  facts. 

To  repeat,  life  begins  at  conception.  This  fact  has  very  recently 
been  reaffirmed  by  the  astounding  scientific  accomplishment  of  Dr. 
Motoyuki  Hayaslii,  head  of  the  department  of  OB-GYN  at  Tokyo's 
Toho  University  INIedical  School,  in  an  article  which  appeared  in 
Time,  June  24,  1974.  Dr.  Hayashi  was  reported  to  have  actually 
filmed  the  conception  and  development  of  human  begins.  The  unborn 
baby  is  one  of  us.  He  is  neither  able  to  defend  himself  nor  help  him- 
self, but  nevertheless  he  is  a  member  of  the  human  family.  Because 
he  cannot  defend  himself,  society  must  protect  him,  just  as  it  protects 
others  who  need  help.  There  is  no  pressing  social  problem,  nor  any 
degree  of  personal  inconvenience  that  can  justify  his  destruction.  If 
history  has  taught  us  anything,  it  is  that  no  society  can  flourish  if  it 
permits  some  of  its  members  to  decide  which  of  the  others  shall  live. 
To  repeat,  every  premise  conceded  by  the  Supreme  Court  in  order 
to  justify  the  killing  of  the  unborn  can  be  applied  to  any  of  the  rest 
of  us. 

In  conclusion,  I  think  it  is  well  to  call  to  mind  the  words  of  John 
Fitzgerald  Kennedy  who  had  this  to  say  to  us  in  his  inaugural  ad- 
dress of  1961,  and  I  quote: 

The  world  is  very  different  now.  For  man  holds  in  his  mortal  hands  the 
power  to  abolish  all  forms  of  human  poverty  and  all  forms  of  human  life.  And 
yet  the  same  revolutionary  belief  for  which  our  forebearers  fought  is  still  at 
issue  around  the  globe,  the  belief  that  the  rights  of  man  come  not  from  the 
generosity  of  the  state  but  from  the  hand  of  God. 

These  words  from  a  very  modern  martyr  take  on  an  added  meaning 
as  we  reflect  on  the  social  changes  we  are  witnessing  today  and  the 
rapidity  with  which  they  are  occurring.  Dr.  Martin  Luther  King 
said: 

The  ultimate  measure  of  a  man  is  not  where  he  stands  during  moments  of 
comfort  and  convenience,  but  where  he  stands  at  times  of  challenge  and 
controversy. 

I  implore  this  committee  to  approve  unanimously  a  mandated 
human  life  amendment  to  protect  our  unborn,  totally  innocent,  voice- 
less and  defenseless,  looking  to  you  and  to  me  for  help.  That  our  aged 
and  inform  also  need  this  protection  is  obvious. 

I  thank  you  again  for  giving  me  the  privilege  of  testifying  here 
today  in  defense  of  life. 

[From  Medical  World  News,  November  1972] 
What  Happens  When  Abortion  Is  Available  on  Demand 

A  study  of  women  seeking  abortions  in  Hawaii — the  first  state  to  legalize 
abortion  on  demand — shows  that  most  of  them  use  it  as  a  primary  means  of 
contraception. 

Abortion  on  demand  has  been  legal  in  Hawaii  since  March  1970.  The  study 
is  unique  in  that  it  includes  both  abortion  and  maternity  patients.  Explains 
Dr.  Roy  G.  Smith,  professor  of  maternal  and  child  health  at  the  School  of 
Public  Health  of  the  University  of  Hawaii  and  the  obstetrician  on  the  research 
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team.  "To  understand  why  women  are  having  abortions,  we  feel  it  is  essential 
to  compare  them  with  women  who  are  having  babies." 

Another  researcher  in  the  group,  Dr.  Patricia  G.  SteinhofE,  an  associate  pro- 
fessor at  the  university,  told  mwn  :  "We  compiled  a  conception  cohort  that  in- 
cluded all  the  women  in  the  state  who  presumably  became  pregnant  during  a 
two-month  period— about  3,000  women."  This  was  done  by  adding  together  all 
abortion  patients  (19%)  and  all  the  maternity  patients  who  had  babies  during 
April  and  May  1971  (81%).  Demographic  data,  including  medical  and  socio- 
economic status,  were  obtained  for  every  maternity  and  abortion  patient  in  the 
study.  Detailed  questionnaires  were  completed  by  half  of  the  women.  They  were 
considered  representative  of  the  total  3,000.  The  questionnaire  asked  such  things 
as  type  of  birth  control  used,  exposure  to  sex  education,  reasons  for  having  a 
baby,  and  reasons  for  having  an  abortion. 

Probably  the  most  significant  finding  of  the  study  is  that  most  of  the  women 
who  had  an  abortion  were  using  it  as  a  primary  means  of  birth  control  rather 
than  as  a  backup  to  failed  birth  control.  The  women  stated  that  they  neither 
planned  to  nor  wanted  to  get  pregnant,  yet  they  did  not  use  birth  control.  Drs. 
Smith  and  Steinhoff  speculate  that  at  least  among  the  unmarried  women,  they 
were  "playing  games,"  or  operating  under  psychological  denial  that  intercourse 
is  actually  going  to  occur.  Many  stated  in  the  questionnaire :  "I  didn't  want  sex 
to  seem  planned." 

The  study  notes  disturbingly  that  although  one  third  of  the  women  who  went 
on  to  have  an  abortion  were  using  contraception,  they  did  sfi  in  a  "sloppy,  in- 
effective manner."  Dr.  Smith  elaborates:  "A  sizable  percentage  were  using 
douches,  and  others  lactation,  as  a  birth  control  method,  which  is  ludicrous." 
Others  were  using  what  the  investigators  call  "rhythm  plus"— if  the  women 
thought  they  were  safe,  they  wouldn't  use  anything,  and  if  they  thought  they 
weren't  safe,  they  would  use  a  drugstore  method  or  withdrawal. 
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When  they  learned  that  they  were  pregnant . . . 

All  these  data  were  derived  from  a  pregnant  population,  including  "SOW" 
(separated,  divorced,  or  widowed).  Those  women  who  were  effective 
contraceptors,  probably  the  n^ajority  of  sexually  active  women,  did  not 
enter  the  sample.  Theoretically,  the  investigators  extrapolate  from  study 
figures.  1%  to  2%  of  the  state's  population  of  women  of  reproductive 
age  got  pregnant  during  the  year  due  to  failure  of  birth  contro/  methods. 
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No  class  distinctions  were  found  in  type  of  birth  control  used.  However,  there 
were  variations  according  to  class  in  the  reasons  given  for  choosing  abortion. 
Middle-class  women  tended  to  use  abortion  as  a  method  of  delaying  the  start  of 
a  family.  Lower-class  women  were  more  likely  to  have  the  first  baby,  but  after 
three  or  four,  to  use  abortion  to  prevent  having  more.  The  use  of  abortion  to 
space  children  was  rarely  found. 

What  reasons  did  the  women  give  for  wanting  the  abortion?  More  than  one- 
third  said,  "I  am  not  married."  Another  fourth  said,  "I  cannot  afford  to  have 
a  child  at  this  time."  Other  major  reasons  were :  "A  child  would  interfere  with 
my  education ;  a  child  would  interfere  with  my  job  or  other  activity,"  and  "I 
think  I  am  too  young  to  have  a  child." 

All  these  reasons  were  supported  by  a  comparison  of  demographic  and  social 
data  from  maternity  and  abortion  patients,  which  showed  abortion  patients 
were  in  fact  socially  and  economically  less  ready  to  have  a  child.  For  example, 
average  age  in  the  abortion  population  was  22.5  years,  compared  with  24  years 
for  the  maternity  population. 

Half  of  the  women  who  had  an  abortion  and  indicated  as  their  reason  "be- 
cause I  have  too  many  children  already"  had  four  or  more  children.  Another 
third  had  three  children.  Dr.  Steinhoff  concludes  that  "abortion  patients  are 
objectively  evaluating  their  own  capacity  to  provide  for  a  child  and  are  making 
a  decision  that  is  not  only  in  their  own  interest  but  also  in  the  best  interest  of 
the  child." 

Unmarried  pregnant  women  are  seen  as  having  three  alternatives :  marriage 
to  legitimize  the  child,  bearing  the  child  out  of  wedlock,  or  abortion.  Of  the 
maternity  patients  who  were  unmarried  at  conception,  half  chose  marriage 
and  half  chose  to  bear  the  child  without  marriage.  Of  the  women  who  chose 
abortion,  Dr.  Steinhoff  observes  that  in  many  cases  it  appears  to  have  been  a 
cooperative  decision,  indicated  by  the  fact  that  the  man  involved  paid  the  bill 
for  the  abortion  in  one  out  of  five  cases. 

Married  women  accounted  for  a  large  number  of  unwanted  pregnancies. 
Only  65%  indicated  they  were  pregnant  by  choice.  However,  many  of  these  ac- 
cepted it  after  the  fact ;  only  10%  chose  abortion,  although  legal  abortion  was 
available.  Many  women  indicated  that  they  did  not  approve  of  abortion,  and 
some  said  they  felt  it  was  God's  will  that  they  became  pregnant. 

There  was  a  correlation  between  abortion  and  the  use  of  the  pill  or  an  lUD. 
"Women  using  an  lUD  chose  abortion  more  often  than  those  taking  the  pill. 
Dr.  Steinhoff  speculates  that  the  reasons  for  choosing  a  type  of  birth  control 
may  have  to  do  with  what  it  represents  symbolically  and  emotionally  as  of  a 
commitment  to  not  having  a  baby.  She  says,  "The  lUD  may  represent  a  long- 
term  decision,  whereas  a  woman  taking  the  pill  can  change  her  mind  any  time 
and  stop  taking  it." 

What  about  long-term  psychological  factors  in  abortion?  The  Hawaii  re- 
searchers have  not  been  looking  at  psychological  effects  per  se.  They  explain 
that  women  who  chose  abortion  in  the  first  place  are  not  likely  to  have  guilt 
or  doubts  later ;  a  woman  who  believes  it  is  wrong  will  not  choose  to  have 
one.  "However,"  says  Dr.  Smith,  "we  generally  find  that  subsequent  events  in 
[a  woman's]  reproductive  life  may  adversely  affect  her  feelings  about  it."  For 
example,  if  she  has  an  abortion  and  then  loses  the  next  pregnancy,  or  if  she 
is  inadvertently  rendered  sterile  during  the  abortion,  she  may  then  experience 
subsequent  guilt.  "Fortunately,"  he  adds,  "with  the  increased  use  of  abortion, 
techniques  become  better,  and  such  complications  are  less  of  a  danger." 

Generally  speaking,  it's  the  young,  unmarried  middle-class  women  who  have 
abortions.  But  there  is  a  large  group  of  women  having  abortions  at  the  other 
extreme  end  of  their  reproductive  cycles.  According  to  the  study,  the  woman 
under  25  who  gets  pregnant  is  actually  less  likely  to  have  an  abortion  than 
the  woman  over  35.  The  woman  over  35  accounts  for  a  smaller  number  of  the 
pregnancies  but  a  higher  proportion  of  the  abortions. 

Dr.  Smith  recommends  that  physicans  concentrate  their  efforts  on  older 
women  at  the  end  of  their  reproductive  lives  and  young  unmarried  women. 
He  says,  'Any  woman  who  goes  to  any  physician  and  asks  for  birth  control  is 
obviously  sexually  active  and  should  not  be  denied  it,  regardless  .  .  .  Any 
physician  is  putting  his  head  in  the  sand  if  he  says  he  can't  give  it."  Dr.  Smith 
feels  that  most  physicians  are  afraid  to  provide  minors  with  family-planning 
counseling  and  supplies,  "even  thought."  he  says,  "it's  not  really  illegal."  Dr. 
Steinhoff  recomends  making  contraceptives  more  readily  available  through  an 
advertising  program. 
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In  order  to  decrease  the  need  for  abortions,  the  researchers  also  recom- 
mend that  family  life,  sex.  and  reproductive  education  (including  information 
on  birth  control  and  abortion)  appropriate  to  a  child's  age  level  be  further 
emphasized  and  supported  in  all  schools,  public  and  private.  Such  education, 
they  say,  should  be  offered  in  primary,  intermediate,  secondary,  and  post- 
secondary  institutions  to  enable  individuals  to  control  their  reproductive  lives. 
Furthermore,  conception  planning  should  be  integrated  into  abortion  services. 

They  recommend :  "There  should  be  no  restrictions  on  the  provision  of  birth 
control  services  or  the  availability  of  contraceptives  for  any  sexually  active 
person,  regardless  of  age,  sex,  or  marital  status." 


[From  Medical  World  News,  November  1973] 
Aboetion  in  Japan  After  25  Yeabs 

Rising  literally  from  the  ashes  of  World  War  II,  Japan  has  produced  the 
economic  miracle  of  the  20th  century.  To  help  make  that  miracle  possible  in 
its  hungry,  overcrowded  islands,  the  Diet  passed  a  liberal  abortion  law  in  1948 
as  a  means  of  holding  the  population  down. 

But  on  the  25th  anniversary  of  that  law,  a  saddened  Japanese  physician  told 
colleagues  from  nearly  50  nations  that  his  country's  abortion  policy  has  had 
some  unfortunate  consequences :  Abortion  is  replacing  contraception,  and  Japan 
has  too  few  young  people  to  care  for  the  growing  proportion  of  its  population 
over  65. 

"Abortion  has  become  a  way  of  life,"  Prof.  T.  S.  Ueno  of  Tokyo's  Nihon 
University  told  the  Ninth  Congress  of  the  International  Academy  of  Legal 
and  Social  Medicine,  in  Rome.  "Moral  life  has  become  disorderly.  It  is  an 
age  of  free  sex,  and  the  life  of  the  unborn  is  not  respected.  We  can  now  say 
the  law  is  a  bad  one." 

Japanese  physicians.  Dr.  Ueno  said,  can  receive  a  "designation"  to  perform 
abortions  after  a  two-year  "apprenticeship."  A  doctor  having  this  designation 
may  operate  if  in  his  judgment  "the  mother's  health  may  be  affected  seriously 
by  continuation  of  pregnancy  or  delivery,  from  the  physical  or  economic  view- 
point." 

A  year  after  the  "Eugenic  Protection  Law"  was  passed,  250,000  legal  abor- 
tions were  done.  Dr.  Ueno  reports;  last  year  no  fewer  than  1.5  million  were 
done. 

"Abortion  has  become  a  substitute  for  contraception,"  he  says.  "About  half 
the  Japanese  women  who  have  abortions  admit  that  they  did  not  even  try  to 
prevent  conception.  Induced  abortion  has  become  so  common  it  is  almost  com- 
pulsory for  many  women ;  they  feel  it  is  a  part  of  life  in  Japan  that  can't  be 
helped.  Some  apartment  house  managers  enforce  a  policy  that  no  family  in  the 
building  may  have  more  than  two  children.  Pregnant  mothers  are  often  asked 
by  their  gynecologists  whether  or  not  they  intend  to  carry  the  child  to  term. 
The  entire  economy  has  hardened  around  the  two-child  family." 

Many  Japanese  are  ashamed  of  having  abortions,  he  suggested.  Public  opinion 
surveys  suggest  that  most  Japanese  women  do  not  approve  of  abortion  even 
though  they  practice  it.  Only  18%  of  women  surveyed  said  that  they  "did  not 
feel  anything  in  particular"  after  their  first  abortion.  35%  "felt  sory  about 
the  unborn  child,"  and  28%  felt  they  had  "done  something  wrong,"  Dr.  Ueno 
told  the  congress. 

"Induced  abortions  are  a  source  of  easy  income  for  doctors,"  he  charged. 
"Cash  is  paid,  so  they  don't  have  to  be  paid  through  health  insurance;  many 
find  abortion  to  be  a  convenient  source  of  side  income." 

He  also  charged  that  legal  abortions  are  "not  remarkably  safer"  than  illegal 
ones.  He  believes  that  the  sudden  change  from  pregnancy  causes  an  imbalance 
of  the  sympathetic  nervous  system  and  has  many  other  ill  effects.  Among 
them:  dysmenorrhea,  sterility,  habitual  spontaneous  abortion,  extrauterine 
pregnancies,  cramps,  headache,  vertigo,  exhaustion,  sleeplessness,  lumbago, 
neuralgia,  debility  and  psychosomatic  illness,  perforation  of  the  uterus,  cervical 
lesions,  infections,  bleeding,  and  retention  of  some  tissue. 

Another  consequence  of  25  years  of  abortion,  according  to  Dr.  Ueno:  Japan 
has  14  million  people  over  65  among  its  population  of  108  million.  In  the  next 
20  years  the  over-65  population  is  expected  to  reach  29  million,  of  a  total  of 
130  million  Japanese.  Because  this  means  too  many  old  people  for  the  young  to 
support,  he  predicts  strong  pressure  for  euthanasia. 
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"Easy  abortion  has  been  a  bad  experience  for  us,"  he  told  MWN.  "It  is  now 
very  diflBcult  to  control  or  to  eradicate,  despite  growing  criticism.  It  has  become 
a  way  of  life,  the  law  might  be  changed  but  the  practice  cannot  be  controlled. 

"The  sooner  Japan  returns  to  a  solid  law  which  forbids  the  taking  of  the  life 
of  the  unborn,  the  better  for  our  nation.  Just  as  we  need  guard  rails,  signal 
lights,  and  speed  limits,  so  we  need  precise  laws  governing  abortion.  We  need 
such  laws  to  save  us  from  our  individual  and  collective  weakness,"  he  con- 
cluded. 


[From  The  Washington  Post,  Jan.  10,  1971] 
Abobtions  :  Now  It's  Big  Business 

(For  generations,  abortions  were  whispered,  furtive,  and  frequently  danger- 
ous back-alley  procedures.  In  the  past  two  years,  a  rapid  change  in  social  atti- 
tudes has  swept  aside  old  prejudices  and  laws  in  many  areas  of  this  country. 

More  than  55  percent  of  the  voters  in  the  state  of  Washington,  for  example, 
opted  for  more  permissive  abortion  legislation  in  a  referendum  last  year.  Doc- 
tors, rarely  in  the  vanguard  of  past  efforts  to  repeal  laws  restricting  abor- 
tions, to  those  necessary  to  save  a  woman's  life,  now  are  leading  battles  to 
legalize  abortion  for  social  and  mental  health  reasons. 

Since  July,  New  York  has  had  one  of  the  most  permisisve  abortion  statutes 
in  the  country.  Population  experts  estimate  more  than  200,000  legal  abortions 
were  performed  this  year  in  the  United  States — the  bulk  of  them  in  New  York 
state — compared  to  only  18,000  two  years  ago. 

The  casual,  in-and-out  clinic  has  become  a  thriving  business. 

Today,  staff  writer  Stuart  Auerbach  examines  the  big  business  and  medical 
aspects  of  New  York  abortions.  Monday,  staff  writers  Myra  MacPherson  tells 
the  human  side.) 

(By  Stuart  Auerbach) 

NEW  YORK,  N.Y. — An  abortion  referral  service  here  has  grossed  at  least 
$150,000  in  the  past  five  months.  In  just  one  afternoon,  a  young  doctor  earned 
more  than  $3,000  performing  45  abortions. 

Private  hospitals  have  filled  previously  empty  beds  with  women  who  have 
come  here  from  all  over  the  country  because  a  new  law  passed  July  1  ended 
all  restrictions  on  abortions  up  to  the  24th  week  of  pregnancy. 

Since  then,  doctors  in  this  state  have  performed  an  estimated  150,000  abor- 
tions— half  of  them  in  oflSces,  clinics  and  hospitals  here.  At  the  Albany  Medical 
Center,  in  upstate  New  York,  abortions  have  exceeded  births  for  the  past  three 
months. 

While  the  new  law  has  made  it  easier  for  women  to  get  abortions,  it  has 
also  led  to  some  abuses  and  to  charges  of  commercialization. 

State  Attorney  General  Louis  J.  Lefkowitz  has  opened  an  investigation  of 
referral  firms  on  the  grounds  they  use  deceptive  advertising  and  engage  in 
fee  splitting.  Among  the  services  being  investigated  is  Abortion  Information 
Agency,  which  claims  to  have  helped  15,000  women  get  abortions  for  a  referral 
fee  of  $10  each— a  total  of  $150,000. 

The  American  Medical  Association  has  moved  against  two  private  hospitals 
here — Park  East  and  Park  West — who  sent  letters  to  doctors  across  the  coun- 
try advertising  their  facilities  for  abortions. 

As  a  result  of  the  AMA's  declaration  that  "The  establishment  of  abortion 
mills  must  not  be  permitted,"  Park  East  Hospital  sent  letters  of  apology  to 
40,000  doctors. 

The  cost  of  abortions  vary  greatly — from  a  low  of  $100  in  an  outpatient  clinic 
run  by  a  women's  lib  group  to  as  much  as  $1,000  for  hospital  abortions  on 
women  16  or  more  weeks  pregnant. 

Many  people  active  in  the  abortion  reform  movement  feel  the  costs  are  too 
high.  But  abortions  are  no  more  expensive  than  many  equally  simple  medical 
procedures. 

Nevertheless,  Susan  McConnell,  who  runs  a  free  abortion  referral  service  for 
the  Community  Sex  Information  &  Education  Service,  charged  that: 

"Abortions  are  big  business.  There's  profiteering  going  on.  It  should  not  be 
done  that  way." 

The  Abortion  Information  Agency  provides  one  example  of  how  big  a  busi- 
ness abortions  are  here. 
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The  referral  service,  located  in  a  handsome  Upper  West  Side  residential 
building,  is  a  very  busy  place.  In  September,  it  offered  a  bonus  of  l^/^  months 
rent  to  any  other  tenant  in  the  building  who  would  move  out  and  give  it  the 
space. 

On  a  recent  evening,  phones  rang  constantly  at  desks  in  a  big  room  with  a 
bright  Oriental  rug  on  the  floor,  a  brick  fireplace  against  one  wall  and  a  fully- 
equipped  kitchen  in  the  corner. 

While  "counselors" — 45  young  ladies  with  a  sympathetic  air — handled  a 
stream  of  calls  on  20  phones,  people  walked  in  off  the  street  seeking  abortion 
advice. 

They  formed  a  potpourri  of  America. 

A  man  who  could  have  posed  for  Grant  Wood's  "American  Gothic"  painting 
brought  his  daughter  here  from  the  Midwest.  An  elderly  Italian  woman  sighed 
deeply  as  the  young,  miniskirted  girl  with  her,  smiled  while  paying  the  money. 
A  young  Puerto  Rican  couple,  speaking  Spanish,  accompanied  a  girl  who  kept 
her  eyes  on  the  floor  during  the  whole  interview. 

It  is  a  cash-on-the-barrel  operation.  As  soon  as  the  agency  gets  the  money 
it  will  schedule  an  abortion — often  as  soon  as  36  hours  after  someone  calls. 

The  agency  advertises  heavily,  especially  in  college  newspapers  and  the 
underground  press.  It  promises  a  complete  package  deal,  including  free  care 
if  complications  develop. 

The  only  charge,  the  agency  says  is  the  $10  referral  fee.  But  Lefkowitz'  office 
is  checking  reports  that  it— and  some  of  the  14  other  referral  services  in  busi- 
ness here — pocket  more  of  the  fee  than  they  tell  the  patients. 

One  affidavit  on  file  in  the  attorney's  office,  from  a  former  counselor,  states 
that  the  abortion  Information  Agency  paid  out  $175  of  $260  that  it  received  for 
scheduling  an  abortion. 

But  the  referral  services  aren't  the  only  big  business  aspect  of  abortions  here. 

The  lobby  of  a  medical  building  on  East  73d  Street  is  jammed  on  a  Saturday 
morning  with  young  girls.  It  houses  three  abortion  clinics  among  its  50  doctors' 
offices,  and  the  girls  are  waiting  their  turn.  As  girls  leave,  others  come,  some  in 
cabs  from  the  airport. 

Upstairs,  things  move  swiftly.  One  clinic  is  a  profit-making  venture  and  the 
doctor  on  duty  does  abortions  on  an  assembly  line  basis. 

The  doctor  gets  paid  $75  an  abortion,  and  did  45  of  them  in  one  afternoon. 
That  netted  him  more  than  $3,000. 

The  doctor  injects  a  local  anesthesia  in  six  places  in  the  neck  of  the  uterus, 
widens  the  uterine  opening  and  sucks  out  the  fetus  through  a  tube  connected  to 
the  vacuum  pump.  He  has  a  stock  line  as  he  finishes  the  less-than-five-minute 
operation : 

"All  done.  You're  not  pregnant  any  more." 

City  hospitals  are  the  only  abortion  answer  for  residents  here  who  are  too 
poor  to  pay  clinic  prices.  Abortions  are  done  at  the  rate  of  600  a  day  at  14  of 
the  city's  hospitals. 

The  busiest  is  the  2,600  bed  Kings  County  Hospital  in  Brooklyn,  the  city  s 
largest.  Since  July,  doctors  have  performed  2.300  abortions  there  in  a  special 
fourth-fioor  ward  that  had  an  under-used  operating  room.  Now,  with  expanded 
facilities,  it  is  doing  150  abortions  a  week. 

Kings  County  looks  like  a  typical  old  city  hospital— an  oversized  fortress 
with  forbidding  brick  buildings  and  few  of  the  amenities  of  life.  It  caters  to  a 
mixed  population ;  hallway  signs  are  printed  in  four  languages  besides  English. 

Most  of  the  women  are  so  far  along  in  their  pregnancy — past  12  weeks—that 
they  need  the  complicated  and  unpleasant  saline  injection  method.  Called  "salt- 
ing ont,"  doctors  inject  a  saline  solution  in  the  womb  to  kill  the  fetus.  The 
women  are  sent  home  until  labor  pains  start.  Then,  1%  to  3  days  later,  they 
return  to  the  hospital  to  expel  the  dead  fetus. 

There  have  been  problems.  Since  June,  there  have  been  26  live  births  from 
more  than  10,000  saline  abortions.  All  but  one  died  within  hours.  The  one 
survivor,  now  four  months  old,  is  being  put  up  for  adoption. 

Despite  these  problems,  legalizing  abortions  has  cut  the  death  rate  here. 
Medical  examiner  Dr.  Milton  Helpern  said  the  11  maternal  deaths  so  far  is 
less  than  when  women  were  forced  to  get  back-alley  illegal  abortions. 

Helpern  and  Chase  agree  that  the  low  death  rate  justifies  a  city  Board 
of  Health  regulation  that  bans  abortions  in  doctors  offices  and  forces  clinics 
to  add  extensive  emergency  facilities  and  to  be  located  no  more  than  10  minutes 
from  a  hospital  it  is  affiliated  with. 
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Even  Dr.  Robert  E.  Hall,  a  Columbia  University  gynecologist  who  has  long 
favored  abortion  reform,  said  the  operation  should  only  be  done  in  hospitals 
or  hospital-associated  clinics  because  "office  abortions  are  not  safe." 

Other  persons  argue  that  the  law  should  not  permit  abortions  on  women 
who  are  as  much  as  24  weeks  pregnant. 

In  Canada,  a  Royal  Commission  recommended  last  week  that  abortions 
should  be  available  to  any  woman  on  request,  but  only  up  to  the  12th  week  of 
pregnancy. 

Medical  oflScials  and  abortion  reformers  here  are  anxious  for  the  liberalized 
law  to  work  well.  Doctors  all  over  the  country  have  their  eyes  on  New  York 
to  see  if  indeed  abortion  reform  can  work. 

Except  for  Alaska  and  Hawaii,  New  York  has  the  most  liberal  abortion  law 
in  the  nation.  But  pressure  to  change  the  laws  in  other  states  is  mounting 
partially  because  abortions  are  gaining  greater  acceptance  among  Americans. 

Lawrence  Lader,  chairman  of  the  National  Association  for  Repeal  of  Abor- 
tion Laws,  said  he  hopes  to  get  more  liberal  laws  in  six  states — Iowa,  Minne- 
sota, Michigan,  Colorado,  Arizona  and  California. 

In  other  states,  doctors  are  challenging  present  laws  that  restrict  their  right 
to  perform  abortions.  The  District  of  Columbia's  law,  for  example,  was  declared 
unconstitutionally  vague  and  is  awaiting  a  U.S.  Supreme  Court  test. 

Dr.  Jane  E.  Hodgson,  a  St.  Paul,  Minn.,  gynecologist,  was  found  guilty  this 
month  of  performing  an  abortion  in  a  challenge  of  the  state's  law.  Dr. 
Hodgson  hoped  to  lose  so  she  could  contest  the  law. 

Ohio's  law  is  also  under  court  test,  and  in  a  referendum  in  Washington,  55 
per  cent  of  the  residents  voted  in  favor  of  legalized  abortion. 

Even  the  AMA — under  great  pressure  from  its  Catholic  doctor  members  to 
oppose  liberalized  abortions — voted  this  month  for  the  second  time  that  legal 
restrictions  on  abortions  should  be  ended  and  the  operation  made  a  matter 
solely  between  a  woman  and  her  doctor. 

Clearly,  those  in  favor  of  liberalized  abortion  laws  are  pushing  for  change 
across  the  nation.  Their  goal  is  simple  : 

"You  should  be  able  to  say  'I'm  going  to  my  abortionist  today'  the  way  you 
say  'I'm  going  to  my  dentist,'  "  said  Mrs.  McConnell  of  the  abortion  referral 
service,  who  had  an  abortion  herself. 


Liberal  Abortion  L  aw  Proves  To  Be  a  Bonanza  for  New  York  Doctors — 
Critics  Hit  "Profiteering,"  or  Is  It  Free  Enterprise?  Referral  Agencies 
Scored 

touting  a  skyscbapee  clinic 

(By  Michael  J.  Connor) 

NEW  YORK — Dr.  A.  is  a  Fifth  Avenue  gynecologist  and  obstetrician  with 
a  very  high  income.  To  maintain  that  level,  however,  the  doctor  works  a  back- 
breaking  schedule,  estimating  that  he  puts  in  17  hours  a  day  seven  days  a 
week. 

The  reason  for  those  long  hours  is  that  Dr.  A.  is  carrying  on  two  practices — 
one  his  regular  practice,  the  other  performing  abortions.  In  recent  weeks,  the 
doctor  estimates,  his  "clinic"  has  been  averaging  30  to  40  abortions  a  week  at 
$150  each.  Subtracting  staff  salaries  and  overhead  for  his  plush,  modernistic 
office,  indications  are  that  the  doctor  makes  about  $136,000  a  year  from  abor- 
tions. And  that  figure  is  in  addition  to  his  income  from  his  regular  practice, 
which  in  the  case  of  an  obstetrician-gynecologist  is  often  in  the  range  of  $75,000 
to  $100,000  a  year. 

There  are  "large  numbers"  of  doctors  performing  abortions  "who  are  easily 
making  $100,000  to  $150,000  extra  a  year,"  says  Dr.  Byron  Gordon,  director  of 
the  Family  Planning  Service  at  New  York  Medical  College  and  a  prominent 
gynecologist  and  obstetrician. 

Conversations  with  members  of  the  medical  profession  in  this  city  support 
that  estimate.  Big  money  has  been  available  to  those  who  wish  to  make  it 
since  last  July,  when  the  New  York  state  legislature  passed  one  of  the  coun- 
try's most  liberal  abortion  laws. 

Some  members  of  the  medical  profession  are  upset  by  what  they  consider  to 
be  "profiteering"  by  their  colleagues. 
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But  other  members  of  the  medical  profession  are  strong  in  their  defense  of 
those  who  make  big  money.  Dr.  A.  asks,  "In  this  country  of  free  enterprise,  is 
a  person  going  to  be  penalized  because  he  spends  119  hours  a  week  working?'- 
And  even  many  of  those  who  don't  make  large  sums  argue  that  a  doctor  should 
have  the  right  to  do  so.  "Under  our  economic  system  the  question  isn't  how 
much  a  man  makes ;  it's  whether  he  makes  it  legitimately,"  asserts  Dr.  Samuel 
Freedman  of  the  New  York  State  Medical  Society.  "If  people  are  saying  doctors 
make  too  much  money,  why  don't  they  say  other  people — like  corporation  presi- 
dents and  lawyers — make  too  much?" 

Indeed,  there  is  nothing  illegal  or  unethical  about  the  doctors'  incomes.  Most 
clinics  and  hospitals  now  are  charging  less  for  an  abortion  procedure — $150  to 
about  $400 — than  they  were  last  July.  The  New  York  City  Health  Services 
Administration  reports  that  the  number  of  complications  in  the  approximately 
100,000  abortions  performed  to  date  has  been  remarkably  small.  In  addition, 
the  agency's  director  says,  "we  are  beginning  to  have  evidence  that  we  are 
closing  the  doors  to  illegal  abortions."  Declares  Dr.  Richard  Hausknecht,  an 
assistant  professor  of  obstetrics  and  gynecology  at  Mount  Sinai  Hospital  here, 
"In  spite  of  all  the  financial  horrors — and  there's  an  awful  lot  of  garbage 
going  on — I'm  proud  of  what  we're  doing  in  this  state." 

AVOIDING  THE  LUBE 

Despite  the  lure  of  big  money,  not  all  doctors  succumb.  For  instance,  Mount 
Sinai's  Dr.  Hausknecht  was  offered  $250,000  a  year  to  head  a  private  abortion 
clinic  on  a  full-time  basis.  But  he  declined.  And  Dr.  Gordon  of  the  Family 
Planning  Service  says :  "Every  now  and  then  I  get  horrified  by  the  amount  of 
money  I  could  get — even  just  moonlighting.  You  wake  up  in  a  cold  sweat  and 
say,  'What  are  you  doing?  Drop  everything  and  do  abortions  for  two  years — 
and  then  play  around  for  the  rest  of  your  life.'  "  But  Dr.  Gordon  says  he 
doesn't  perform  abortions  on  a  large  scale. 

The  ability  of  some  doctors  to  make  large  sums  of  money  from  abortions 
stems  as  much  from  the  volume  of  the  cases  they  can  handle  as  from  the  fees 
they  charge.  The  termination  of  an  early  pregnancy  can  take  as  little  as  15 
minutes  of  a  doctor's  time,  enabling  him  to  do  large  numbers  of  cases.  Dr.  A., 
with  his  30  to  40  abortions  a  week  on  a  part-time  basis,  is  an  example. 

Dr.  A.  concedes  he  does  business  with  what  may  well  be  the  cost  contro- 
versial aspect  of  New  York's  abortions:  commercial  referral  agencies.  These 
brokers  refer  a  patient  for  a  charge,  sometimes  as  much  as  $100,000  to  a 
doctor,  a  clinic  or  a  hospital  that  will  perform  an  abortion  for  her.  The  agen- 
cies, which  operate  almost  exclusively  by  telephone  with  the  patient,  don't 
tell  her,  however,  that  she  can  obtain  the  same  information  free  from  nonprofit 
agencies  such  as  the  Planned  Parenthood  Association  or  the  Clergy  Consulta- 
tion Services. 

VIOLATING  MEDICAL  ETHICS? 

Some  persons  have  expressed  concern  not  only  about  the  ethics  of  the  agen- 
cies themselves  but  also  about  the  medical  profession's  connection  with  them 
in  what  is  seemingly  a  business  business  venture.  In  many  cases,  it  is  alleged, 
doctors  and  hospitals  have  known  that  agencies  have  advertised  for  patients. 
Some  say  that  this  constitutes  advertising  and  solicitation  by  the  medical 
profession — a  violation  of  medical  ethics.  There  have  also  been  charges  of  fee- 
splitting  between  agencies  and  some  doctors. 

Assistant  State  Attorney  General  Stephen  Mindell,  who  has  been  investigat- 
ing commercial  referral  agencies,  charges  in  an  aflBdavit  filed  in  a  state  court 
that  the  partners  of  one  commercial  agency  "have  handsomely  profited  through 
their  successful  efforts  in  the  commercialization  and  hucksterism  of  the  medical 
procedure  of  abortion.  They  have  attracted  hospitals  and  doctors  who  have 
shared  in  their  bonanza." 

Mr.  Mindell's  investigation  of  the  commercial  referral  agencies  discovered 
some  doctors  who  were  receiving  a  large  number  of  cases  through  referral 
agencies.  His  afiidavit  cites  a  medical  group  that  received  3,527  referrals  from 
an  agencv  and  charged  fees  ranging  from  $200  to  $300  a  case.  This  would 
indicate  that  the  group  received  more  than  $700,000  between  July  1,  1970,  and 
March  30,  1971,  when  the  affidavit  was  filed.  In  another  instance,  the  affidavit 
charges,  a  doctor  received  $148,975  for  abortions  referred  to  him  over  a  six- 
week  period  by  a  commercial  agency.  . 

Ironically,  such  agencies  may  have  played  an  important  role  m  reducing 
the  price  of  an  abortion  from  last  July,  when  the  state  law  was  passed.  Officials 
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maintain  that  a  commercial  agency  "successfuly  obtained  doctors'  agreements 
to  lower  their  medical  charges  to  stay  competitive,"  Dr.  A.  agrees.  "They  defi- 
nitely drove  prices   down,"   he  says.   "There  was   tremendous  competition." 

The  state  attorney  general's  office  is  seeking  to  outlaw  the  commercial  refer- 
ral agencies,  and  a  bill  to  that  effect  is  pending  before  the  legislature  in  Albany. 
But  eliminating  such  agencies  may  not  be  so  easy.  It  is  understood  that  some 
plan  to  move  their  operations  out  of  New  York  State. 

As  some  doctors  devote  more  time  to  abortions,  medical  schools  and  teaching 
hospitals  in  the  city  are  finding  it  harder  to  fill  certain  positions  on  their  facul- 
ties, particularly  part-time  posts  that  many  young  doctors  used  to  take.  And 
there  is  some  feeling,  according  to  Mount  Sinai's  Dr.  Hausknecht,  that  the 
profit  potential  of  abortions  may  cause  a  rise  in  the  cost  of  other  obstetrical 
procedures.  Delivering  a  child,  for  instance,  involves  much  more  of  a  doctor's 
time  than  an  abortion. 

The  growing  trend  in  New  York  City's  abortion  business  is  toward  the  estab- 
lishment of  outpatient  clinics.  One  new  establishment,  through  its  public- 
relations  firm,  boasts  of  being  "ultramodern"  and  claims  to  be  "the  first  such 
outpatient  medical  facility  to  be  located  in  a  midtown  Manhattan  skyscraper." 

At  least  four  of  New  York's  private  hospitals  now  specialize  to  some  degree 
in  abortion  procedures,  although  their  fees  are  considerably  higher  than  those 
of  outpatient  clinics.  Two  of  the  hospitals  are  owned  by  Life  Sciences  Corp.,  a 
firm  whose  stock  is  traded  over  the  counter.  A  spokesman  says  the  company 
"would  expect"  the  hospitals  to  be  profitable.  Comprehensive  Education  Sys- 
tems Inc.,  another  publicly  held  concern,  has  opened  an  abortion  clinic  that, 
it  predicts,  will  net  $300,000,  or  60  cents  a  share,  this  year.  A  spokesman  for 
the  company  speaks  of  plans  to  build  seven  more  clinics — one  every  six  months — 
with  a  similar  profit  potential. 

Despite  that  optimistic  appraisal,  the  future  of  the  abortion  business  in  New 
York  appears  to  rest  to  a  larger  degree  on  the  success  of  liberal  abortion  pro- 
posals in  other  states  and  on  competition.  Estimates  are  that  50%  of  ihe 
women  having  abortions  here  are  nonresidents.  Thus,  business  would  be  seri- 
ously affected  if  many  other  states  liberalize  their  laws.  And,  as  outpatient 
clinics  proliferate,  it  is  expected  that  competition  will  drive  down  both  fees 
and  net  income. 

For  the  time  being,  however,  the  debate  continues  in  an  emotional  context. 
Critics  charge  that  the  medical  and  business  professions  are  "capitalizing  on 
people's  misery."  But  those  involved  in  the  business,  like  Dr.  A.,  contend  that 
an  abortion  is  "like  any  other  medical  procedure"  and  subject  to  the  same 
economics.  A  spokesman  for  one  of  the  city's  fashionable  private  hospitals  puts 
it  this  way :  "There's  nothing  wrong  with  being  an  'abortion  mill.'  It's  just 
like  being  an  'eye,  ear,  nose  and  throat  mill.'  " 


Obstetbics 

(By  J.  P.  Greenhill,  M.D.,  F.A.C.S.,  F.I.C.S.  (Hon.) ) 

I  warn  the  physician  against  the  removal  of  a  small  fetus  piecemeal  through 
a  long,  narrow  cervical  canal.  It  will  tax  the  physician's  skill  to  the  utmost, 
especially  if  the  body  is  torn  off  the  head  and  the  head  bobs  around  in  the 
uterine  cavity.  If  a  fetus  is  removed  in  pieces  every  bit  of  it  should  be  in- 
spected to  account  for  all  parts. 

Senator  Bath.  Thank  you,  Doctor. 

Excuse  me.  Senator  Thurmond  is  with  us  and  has  to  go  to  another 
committee. 

I  yield  to  him  to  ask  a  question. 

Senator  Thurmond? 

Senator  Thurmond.  Thank  you  very  much,  Mr.  Chairman. 

Doctor,  I  iust  wish  to  ask  this  question  which  is  a  very  simple 
question. 

Is  it  ri^ht  and  proper  to  take  human  life  unless  the  health  of  the 
mother  is  involved  to  such  an  extent  that  she  is  in  jeopardy  and 
might  lose  her  life  ? 
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Dr.  CoLLTTiox.  No,  sir. 

Senator  Thurmoxd.  In  other  words,  I  presume  you  would  agree 
that  if  the  mother's  life  or  her  heakh  depends  upon  an  abortion,  then 
it  might  be  considered,  but  otherwise  it  would  be  improper. 

Dr.  CoLLiTiox.  That  is  right,  Senator.  I  thought  you  had  put  m 
that  particular  exclusion,  and  I  think  there  the  life  for  life  balance 
is  an  acceptable  judgment. 

Senator  Thurmoxd.  Now,  there  is  some  question  on  the  part  of 
some  people  that  even,  that  some  people  feel  that  in  the  case  of  rape 
that  maybe  an  abortion  might  be  considered,  but  other  than  those 
exceptions,  would  it  appear  that  we  as  humans  would  wish  to  just 
intentionally  and  willfully  and  maliciously  take  human  life,  and 
that  is  what  we  are  doing  if  we  have  abortions,  unless  thre  is  a  real 
reason,  as  I  mentioned. 

Dr.  CoLLiTiox.  Senator,  I  think  that  100  percent,  to  the  best  of 
my  knowledge,  of  my  confreres,  accept  the  deliberate  termination  of 
pregnancy  prior  to  viabilitv,  which  is  the  way  we  talk  about  abortion, 
in  the  instance  of  saving  the  mother's  life.  The  classic  examples  are 
the  pregnancv  that  is  in  the  tube  that  is  threatening  her  because  of 
internal  hemorrhage.  The  second  possibility  is  when  she  has  invasive 
cancer  of  the  mouth  of  the  womb,  which  is 'best  treated  by  the  ending 
of  the  pregnancy  and  other  appropriate  measures  that  one  has  no 
difficulty  at  all  in  seeing  the  propriety  of  this  kind  of  conduct  for 
society  and  for  the  profession  and  for  all  involved. 

I  would  like  to  put  a  disclaimer  in,  though,  on  the  matter  of  rape, 
because  I  see — and  this  is  my  view — an  inconsistency  here  in  our 
behavior,  particularly  today.  'First  off,  I  am  sure  you  understand 
already  that  rape  is  a  rare'  consequence — pardon  me — pregnancy  is 
a  rare' consequence  of  rape.  There  was  a  study  in  Czechoslovakia  of 
86,000  plus  abortions,  and  the  incidence  of  rape  being  the  indication 
was  0.0002  percent.  The  need  on  that  basis  is  indeed  unfortunate. 
The  difficulty  that  I  have  is  that  today  as  a  society  we  are  trying  to 
spare  the  rapist's  life  and  confine  him"  to  the  appropriate  institution 
to  try  to  rehabilitate  him,  try  to  make  him  a  useful  member  of 
society,  and  yet  we  would  quickly  kill  without  much  thought  about 
it  the'  totally  innocent  intrauterine  individual  boy  or  girl  who  had 
nothing  at  all  to  do  with  this  most  unhappy  experience. 

I  think  that  the  alternative  is  for  society  to  move  forward  in  posi- 
tive ways  to  support  this  woman,  to  bring  to  her  all  of  the  psycho- 
logical and  medical  and  material  help  that  she  needs,  just  as  we  are 
doing  for  the  rapist  who  has  committeed  a  heinous  crime. 

Senator  Thurmoxd.  I  was  a  little  surprised  that  the  Supreme 
Court  took  jurisdiction  of  that  case.  I  am  a  great  believer  in  the 
rights  of  the  States  and  in  our  Federal  system  in  which  the  Consti- 
tution which  distinguishes  jurisdiction  of  the  central  Government 
as  compared  with  the  States.  I  know  of  no  authority  really  that  the 
Federal  Government  had  to  go  into  this  field,  but  the  Supreme  Court 
did  that. 

The  word  abortion  as  I  conceive  it — I  have  never  found  it  in  the 
Constitution.  It  is  just  like  the  word  divorce.  Each  State  has  its  own 
laws  for  divorce.  It  can  have  its  own  laws  for  abortion.  But  to 
bring  this  question  to  the  Federal  Government  to  me  was  an  im- 
proper procedure  because  the  Federal  Government  can  only  go  into 


57-676  O  -  76  -  31 


474 

the  fields  of  jurisdiction  where  it  has  specific  authority  to  do  so,  and 
there  is  no  specific  authority  in  the  Constitution  to  go  into  the  field. 

And  I  think  it  is  a  matter  for  each  State.  But  aside  from  that, 
since  it  has  gone  into  it  by  the  Supreme  Court  decision,  well  then, 
those  of  us  in  Congress  woiild  not  just  have  to  go  vote  on  the  merits 
as  we  see  it.  But  it  seems  to  me  that  to  destroy  life,  a  little  child  that 
is  unborn,  is  inexcusable  unless  it  is  one  of  the  instances  that  I  men- 
tioned there,  and  I  just  wanted  to  be  on  the  record  to  that  effect. 

[Genreal  applause.] 

Thank  you,  Mr.  Chairman. 

Senator  Bath.  I  do  not  think  it  makes  much  difference  whether 
it  is  the  statement  of  a  colleague  or  a  witness.  We  are  going  to  follow 
the  rule  set  down  rather  arbitrarily  from  the  standpoint  of  function- 
ing. Please  keep  your  feelings  to  yourself. 

I  have  found,'  after  the  first  day's  hearings,  that  if  we  get  into 
a  cheering  section  approach,  each  side  is  going  to  outdo  the  other- 
I  do  not  think  that  spirit  is  the  one  with  wltlch  we  want  to  address 
ourselves  to  this  very  sober  problem. 

Dr.  Godfrey? 

STATEMENT    OF    DR.    WILLIAM    J.    GODFREY,    SPECIALIST    IN 
INTERNAL  MEDICINE,  EUZABETHTOWN,  KY. 

Dr.  Godfrey.  Mr.  Chairman,  I  am  sorry  I  do  not  have  the  creden- 
tials of  Dr.  Chamblee.  However,  I  did  have  the  privilege  of  doinsr  an 
internship  in  South  Bend,  Ind.,  through  which  I  got  to  know  him 
quite  well.  He  is  my  ideal  of  the  true  physician. 

My  comments  today  will  be  to  add  further  information  and  sup- 
port" to  Senator  Jame^  Buckley's  proposed  constitutional  amendment 
which  will  protect  the  right  of  unborn  children  and  all  other  persons. 

Being  a  medical  doctor  and  a  specialist  in  internal  medicine,  it 
behooves  me  to  begin  my  speech  with  philosophical  principles.  How- 
ever, all  argumentation  "should  begin  here.  Having  my  college  major 
in  philosophv,  such  an  approach  fits  my  personal  background. 

What  is  abortion?  According  to  the"medical  dictionary,  it  is  "the 
expulsion  of  the  product  of  conception  before  the  child  is  viable." 
It  is  to  be  noted  that  the  word  "child"  is  used. 

Senator  Bath.  Doctor,  is  that  always  accurate,  "before  the  child 
is  viable?" 

Do  we  not  also  include  taking  children  that  are  past  the  reco.o^mzed 
point  of  viability  ?  Is  that  not  also  a  part  of  the  abortion  definition  ? 

Dr.  Godfrey. "The  medical  definition  was  taken  from  Norland's 
Medical  Dictionary,  and  in  medical  terms  abortion  was  before  the 
time  of  viability.  In  lay  terms,  abortion  has  come  to  be,  it  has  had 
the  connotation  of  anytime  during  the  pregnancy  now. 

Senator  Bayh.  Thank  you. 

Dr.  Godfrey.  It  used  "to  be  after  the  viability  it  was  called  "mis- 
carriage" or  "premature  labor." 

It  used  to  be  noted  that  the  word  child  is  used,  and  by  medical 
definition  again,  a  child  is  a  person  who  has  not  vet  reached  the 
age  of  puberty.  Therefore,  the  logical  conclusion  is  that  an  abortion 
of  the  product  of  conception  before  the  person  is  viable.  If  only  our 
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Supreme  Court  had  used  such  logic  in  looking  up  a  few  definitions 
in  the  dictionary,  then  the  seven  Justices  would  not  have  been  able 
to  draw  their  erroneous  conclusions  without  negating  their  original 
premises.  Such  sloppy  and  illogical  opinions  are  not  only  shocking 
for  such  supposedly '  intelligent  men,  but  must  not  be  allowed  to 
stand  without  correction.  In  their  1973  decision  the  Justices  kept 
using  the  term  "potential  life."  I  wonder  how  again  they  understood 
their  terms.  ^Yhfit  is  potential  human  life?  What  is  life?  According 
to  Webster's  dicitionary,  a  life  is  that  which  has  essence  or  existence ; 
something  you  can  touch  or  see,  such  as  a  building,  a  tree,  a  dog  or 
a  man.  What  is  human  life?  It  is  that  which  distinguishes  you  and 
me  from  this  building,  or  from  the  trees  outside,  or  from  your  dog  at 
home.  They  are  object  and  animal  beings,  but  we  are  human  beings. 
What  is  potential  ?  Again  according  to  Websters  dictionary,  potential 
is  that  which  is  not  real  and  has  only  the  possibility  of  coming  into 
existence.  If  fetuses  were  only  "potential  human  beings"  as  seven 
Supreme  Court  Justices  have  erroneously  assumed,  then  there  would 
be  no  need  for  a  law  regulating  abortions.  One  obviously  cannot  abort 
a  potential  hiunan  being,  but  only  real  ones.  If  only  the  seven  Justices 
had  taken  the  advice  of  my  fifth  grade  teacher  who  always  advised 
our  class  to  use  our  dictionary  to  know  the  meaning  of  our  words 
before  writing  or  speaking  about  them. 

Obviously,  the  basic  question  in  the  whole  discussion  on  abortion 
is  the  answer  to  the  following  questions:  When  does  life  begin  and 
what  is  the  value  of  human  life  ?  The  answer  to  the  first,  when  does 
human  life  begin,  is  easy  and  simple.  It  begins  at  conception,  when 
the  sperm  impregnates  the  egg  and  the  cells  begin  dividing.  There 
should  be  no  debate  here  since  all,  and  I  emphasize  all,  medical 
knowledge  including  genetic,  embryonic  and  biologic  data  prove  this 
beyond  doubt.  To  deny  this  would  be  to  deny  the  basic  scientific  data 
on  which  these  three  'fields  are  based.  Those  who  deny  this  fact  are 
either  unknowledgeable  of  this  scientific  data  or  refuse  to  accept 
proven  medical  facts  due  to  thir  own  biased  viewpoint.  To  argue 
the  abortion  issue  with  one  who  follows  this  latter  viewpoint  would 
be  fruitless,  since  he  refuses  to  accept  scientific  data  as  a  premise 
for  his  conclusions.  To  say  that  one  is  unknowledgeable  of  medical 
data  is,  at  least,  intellectually  honest.  For  the  general  public,  this 
would  be  medicall}^  excusable ;  but  for  the  medical  doctor,  it  would  be 
highly  inexcusable.  In  other  words,  no  medical  doctor  can  reasonably 
stand  before  you  today  and  conclude  that  human  life  does  not  begin 
with  conception  without  realizing  that  he  has  no  scientific  data  to 
back  up  his  statement. 

To  prove  that  unborn  human  beings  are  real,  and  not  just  poten- 
tial ;  are  alive  and  not  dead ;  is  not  a  difficult  task  with  today's  medi- 
cal knowledge.  Following  conception,  we  can  now  prove  that  the  new 
human  being  has  cell  division  and  has  the  same  full  complement  of 
46  chromosomes  like  you  and  I.  At  8  days  of  life,  the  heart  begins 
beating.  At  6  weeks,  the  baby  begins  moving  about  in  the  womb 
and  brain  waves  are  recordable  on  EEG's.  The  mother,  who  is  carry- 
ing her  baby,  may  still  be  uncertain  at  this  time  whether  or  not  she  is 
pregnant,  for  she  has  yet  to  miss  her  second  menstrual  period.  And 
a  pregnancy  test  may  still  be  negative.  At  8  weeks  old,  the  heart 
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beats  can  be  heard  with  fetal  electrocardiogram.  The  baby  will  grasp 
aiiid  hold  onto  objects  placed  into  his  hand.  He  will  swim  about  freely 
in  his  mother's  amniotic  fluid.  At  12  weeks,  he  has  all  organ  systems 
functional  like  yours  and  mine.  He  can  breathe,  cry,  swallow,  digest, 
urinate,  sleep  and  wake,  suck  his  thumb  and  recoil  from  pinpricks 
and  other  painful  stimuli,  such  as  the  obstetrician's  knife.  At  this 
time  the  woman  is  still  in  her  first  trimester  of  pregnancy  and  can 
have  her  baby  killed  without  question.  Unless,  of  course,  you  still 
believe  our  seven  Supreme  Court  Justices  who  still  affirm  the  baby 
is  only  a  potential,  and  thus  there  is  nothing  there  to  kill. 

As  for  aborting  a  baby  in  the  second  and  third  trimesters,  only  one 
point  needs  to  be  brought  out.  Has  anyone  ever  seen  a  baby  aborted 
by  the  saline  method,  which  is  the  usual  means  employed  during 
these  trimesters?  Well,  let  me  describe  it.  It's  called  salt  poisoning. 
Upon  injection  of  the  salt,  that  is,  saline,  into  the  woman's  amniotic 
fluid,  the  baby  swallows  and  breathes  it  in.  He  usually  struggles  for 
life  for  about  45  to  60  minutes  with  repeated  convulsions,  for  the 
salt  water  swells  his  brain  cells.  The  woman  feels  her  baby  convulsing 
again  and  again  until  he  finally  dies.  The  corrosive  salt  water  burns 
the  outer  layer  of  skin  from  his  body  and  he  develops  the  red  ap- 
pearance of  inffammation.  And  thus  these  babies  have  been  called  the 
"candy  apple  babies". 

There  are  other  methods  of  aborting  babies  also.  The  prosta- 
glandins, a  hormal  abortive  drug  produces  and  promoted  by  Upjohn 
Drug  Company,  and  hysterotomy,  Caesarian  section,  abortions  are 
two  methods  which  most  often  produce  live  babies.  When  aborted, 
such  babies  move  their  arms  and  legs  and  try  to  breathe  but,  due  fo 
their  immaturity,  they  finally  die  on  the  table  with  the  help  of  the 
willful  neglect  of  the  medical  personnel.  And  if  the  baby  is  still 
alive  when  the  obstetrician  is  finished  caring  for  the  mother,  in  order 
that  the  next  case  may  come  into  the  delivery  room,  the  baby  may 
even  be  put  to  death  by  suffocation.  And  to  put  further  bloodv  icing 
onto  the  cake,  these  are  the  very  live  babies  some  proabortionists  are 
advocating  that  we  turn  over  for  experimentation  with  the  false 
pretentions  of  helping  mankind.  A  good  pragmatic  example  of  the 
end  justifying  the  means. 

Once  again,  proving  a  fetus  is  a  human  being  is  an  easy  task.  How- 
ever, what  is  difficult  is  to  get  other  rational  human  beings  to  come 
to  this  same  logical  conclusion.  The  abortionist  will  not  deny  my 
premises,  namely,  of  when  human  life  begins,  for  they  cannot  do  so 
logically.  What  the  abortionist  does  do  however,  is  skip  the  premises. 
This  is  the  old  begging  the  question  routine.  They  assume,  without 
proof,  the  premise  that  the  fetus  is  not  a  human  beins:.  that  the  fetus 
is  only  a  potential  human  being.  Then  they  begin  their  argumentation 
on  subjects  like  population  explosion,  malformed  fetuses,  unwanted 
pregnancies,  rape,  woman's  right  to  her  own  body.  etc.  Such  argu- 
ments are  definite  social  and  economic  problems  well  worth  the  time 
and  debate,  but  at  another  time  and  place.  They  not  only  evade  the 
question  of  abortion,  but  are  onlv  indirectly  related  in  that  abortion 
is  proposed  as  one  of  the  many  solutions  to  these  complex  social  prob- 
lems. 

Now  that  I  have  explained  what  is  beg.ofing  the  question,  let  me  do 
that  very  thing  so  I  can  get  on  the  same  footing  with  my  abortionist 


477 

opponents.  First  let  us  bypass  what  human  life  is,  and  when  it  be- 
gins. Let  us  assume,  as  the  abortionist  does,  that  the  fetus  is  not  liv- 
ing; is  not  human;  is  only  a  potential  being;  and  has  no  right  to 
live.  Now  we  can  discuss  the  medical  indications  for  doing  an  abor- 
tion. As  a  specialist  in  internal  medicine,  and  more  important,  as  a 
physician,  I  can  knoAvledgeably  state  that  there  are  no  medical  or 
psychiatric  indications  for  doing  an  abortion  excepting  to  save  the 
life  of  the  mother. 

To  obtain  an  abortion  for  medical  or  psychiatric  reasons,  except 
to  save  the  life  of  the  mother,  is  for  the  medical  doctor  to  admit 
failure  and  inability  to  cope  with  the  medical  problem.  As  far  back 
as  1945,  when  the  American  College  of  Surgeons  met  in  San  Fran- 
cisco, it  was  stated  explictly  that  there  were  not  medical  or  psychi- 
atric indications,  excepting  to  save  the  life  of  the  mother,  for  doing  a 
therapeutic  abortion.  If  that  statement  was  true  in  1945,  have  we  not 
progressed  in  our  mdical  knowldge  and  capabilities  in  30  years?  Or 
is  it  that  we  are  taking  an  easy  way  out  and  allowing  ourselves  to 
be  tools  of  a  progressively  more  amoral  society  which  solves  their 
problems  by  exterminating  them?  I  will  never  understand  the  logic 
or  ethics  of  our  medical  societies,  especially  the  obstetricians  and 
psychiatrists,  who  have  allowed  their  professions  to  be  so  abused  for 
such  pragmatic  and  utilitarian  goals.  I  have  discussed  many  difficult 
pregnancy  cases  with  obstetricians  and  psychiatrists,  who  have  em- 
phatically stated  that  they  can  carry  their  most  difficult  cases  through 
the  pregnancy  and  deliA^ery  with  less  hazard  than  it  would  be  to 
abort  the  baby.  These  are  true  physicians  in  my  books.  And,  what 
about  the  oath  of  Hippocrates  which  we  doctors  all  took  on  gradu- 
ation day,  that  very  day  we  became  physicians.  We  swore,  with  hands 
raised,  that  we  would  not  help  a  woman  to  procure  an  abortion.  I 
guess  some  doctors  just  do  not  believe  in  medical  ethics. 

To  give  all  the  statistical  complications  associated  with  therapeutic 
abortion  would  encompass  a  large  sized  book.  Let  me  just  refer  you 
to  my  next  1%  pages  of  my  testimony  of  these  complications,  and 
these  are  not  inclusive. 

[The  information  referred  to  follows :] 

(a)  Incomplete  abortion  with  a  need  for  a  second  anesthetic  and  a  second 
dilation  and  curettage  (D  &  C). 

(b)  Abnormal  blood  clotting  mechanisms  (called  disseminated  intravascular 
coagulopathy. )  especially  with  saline  induced  abortions. 

(c)  Blood  poisoning  (called  septicemia). 

(d)  1-2%  have  perforation  of  the  uterus  with  peritonitis  of  which  65% 
need  immediate  surgical  exploration. 

(e)  Confusion  and  coma. 

(f )  Air  embolism. 

(g)  Anesthetic  deaths  of  various  types. 

(h)   Twins  with  destruction  of  only  1  child  with  1  normal  live  birth. 

(i)  9%  of  all  abortions  require  blood  transfusions  which,  in  themselves, 
have  complications. 

(j)  30%  develop  anemias. 

(k)  27%  of  1,182  legal  abortions  in  England  in  1971  had  subsequent  infec- 
tions. 

The  delayed  complications  include  the  following : 

(a)  800%  increase  in  ecotopic  pregnancies  on  subsequent  deliveries. 

(b)  14%  increase  of  prematurity  in  subsequent  deliveries  after  the  first 
abortion. 

(c)  23%  increase  of  prematurities  in  subsequent  deliveries  after  the  third 
abortion. 
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(d)  30  to  40%  of  subsequent  pregnancies  will  end  in  spontaneous  abortions. 

(e)  Psychological  complications. 

(f )  200%  increase  in  the  incidence  of  fetal  death  in  subsequent  pregnancies. 

(g)  6.9%  of  women  in  Poland  and  9.7%  of  women  in  Japan  were  found 
sterile  after  the  first  abortion. 

(h)   Decreased  libido. 

(i)   Increased  incidence  of  endiometriosis. 

(j)   An  increased  need  for  Cesarean  section  with  subsequent  deliveries. 

(k)   Increased  incidence  of  irregular  periods  and  amenorrhea. 

(1)   Prolonged  labor  with  subsequent  deliveries. 

(m)   Increased  incidence  of  placenta  previa. 

(n)  Increased  incidence  of  excessive  post-partum  bleeding  with  subsequent 
pregnancies. 

Dr.  Godfrey.  To  give  the  moral  and  religious  viewpoint  I  am  not 
here  to  do,  except  to  state  that  the  Old  and  New  Testaments  are  filled 
with  statements  both  regarding  the  sanctity  of  human  life  and  the 
curses  that  will  be  placed  upon  the  heads  of  those  who  destroy  inno- 
cent human  life.  Deuteronomy  states,  "Cursed  be  he  that  taketh  pay 
to  slay  an  innocent  person.""  The  Jewish  law  is  elaborated  by  the 
chief  rabbi  of  England,  who  states,  "Cripples  and  idiots,  however 
incapacitated,  enjoy  the  same  human  rights  as  normal  persons.  One 
human  life  is  as  precious  as  a  million  lives,  for  each  is  infinite  in 
value."  The  second  Vatican  Council  of  the  Catholic  Church  also  re- 
iterated age-old  Christian  teachings  when  it  declared,  "Whatever 
is  opposed  to  life  itself,  such  as  any  type  of  murder,  genocide,  abor- 
tion, euthanasia,  or  willful  self-destruction,  all  these  and  others 
of  their  like  are  infamies  indeed." 

It  must  be  remembered  that  abortion  is  not  a  private  or  sectarian 
issue,  as  some  would  like  it  a  Catholic  issue,  but  is  an  issue  of  the 
broadest  pulDlic  morality.  As  a  German  reporter  at  the  German 
Government's  trials  of  Nazi  criminals  put  it,  "If  we  are  not  for  life, 
we  are  against  our  own  survival."  And,  how  long  can  a  society  exist 
when  human  beings  may  legally  kill  other  innocent  human  beings  ? 

Legislation  against  aJbortion  is  not  a  religious  teaching  of  any  one 
denominational  church  since  these  actions  are  crimes  against  persons 
and  against  humanity,  rather  than  against  any  specific  religion. 
Reason  itself  dictates  that  no  one  should  destroy  innocent  human 
life,  and  therefore,  killing  cannot  be  a  means  of  solving  problems. 
Public  morality,  not  private,  determines  each  citizen's  duty  to  his 
society.  Abortion  is  not  a  matter  of  personal  choice  involvin.*;  private 
morality,  but  is  a  fundamental  matter  of  public  life-or-death  moral- 
ity demanding  legal  regulation.  It  is  a  matter  no  more  private  than 
criminal  assault  or  child  beating,  and  no  less  grave.  Some  say,  "You 
are  inflicting  your  conscience  on  others."  Let  such  individuals  learn 
that  conscience  alone  cannot  be  entrusted  with  protecting  life.  For 
a  conscience  can  be  poorly  informed,  and  even  if  properly  informed, 
may  go  unheeded.  Adolph  Hitler  too  had  a  conscience,  and  for  all 
we  know,  he  followed  it  sincerely. 

In  fighting  the  abortion  movement,  peoples  from  all  nations  and 
religions  must  join  together.  If  we  may  judge  the  future  by  the  past, 
generations  to  come  will  ask  what  kind  of  people  we  were  who  would 
go  to  church  or  synagogue  on  the  weekend  but  yet  let  our  brethern 
be  slaughtered  during  the  week.  According  to  John  W.  Newburn. 
people  are  divided  into  three  groups :  those  who  make  things  happen, 
those  who  watch  things  happen,  and  those  who  wondered  what 
happened.  The  abortionists  have  already  made  things  happen  while 
many  others  have  watched  and  wondered. 
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Thank  you. 

Senator  Bath.  Doctor,  was  it  you  or  Dr.  Hilgers  that  had  some 
knowledge  about  the  Florida  statute. 

Dr.  Godfrey.  I  think  Dr.  Hilgers.  I  referred  to  Dr.  Hilgers  in  his 
complications  in  his  book  on  abortion  and  social  justice  also,  which 
is  well  documented,  179  references,  etc.  So  all  of  these  can  be  well 
docvimented. 

Senator  Bath.  About  the  Florida  statute  ? 

Dr.  GoDFRET.  No,  about  the  page  and  a  half  of  my  testimony  on 
complications  of  abortion. 

Senator  Bath.  All  right,  fine.  We  have  that  in  the  record. 

Dr.  CoLLTTON.  Senator  Bayh,  I  might  have  been  out  of  communi- 
cation with  you,  and  I  just  "wanted  to  make  certain  that  the  record 
was  straight".  I  do  not  want  to  get  Dr.  Tietze's  bum  of  the  month 
award.  Twenty -five  percent  of  the  abortion  experience  in  America 
today  approximately  is  late  abortion.  What  he  said  about  the  New 
York  experience,  and  miniature  Caesarian  section,  or  hysterotomy, 
was  it  was  7/10  of  1  percent,  which  gives  the  figure  that  I  used  in 
my  testimony.  I  do  not  want  there  to  be  any — I  did  not  intend  to 
say,  as  I  was  heard  to  say,  that  25  percent  of  abortions  were  hyste- 
rotomies. That  was  not  so. 

Senator  Bath.  No,  sir,  I  did  not  hear  that.  I  heard  25  percent  late 
abortions. 

Dr.  CoLLTTON.  Thank  you. 

Senator  Bath.  Dr.  Hilgers. 

Dr.  Hilgers.  Mr.  Chairman,  did  you  want  the  information  on 
Florida  now  or  later  ? 

Senator  Bath.  Now  would  be  fine.  I  think  this  is  a  matter  of  con- 
cern. 

Dr.  Hilgers.  Since  1967,  Representative  Sackett  has  had  a  bill  in 
the  Florida  House  of  Representatives  designed  to  legalize  euthanasia. 
His  bill,  as  it  was  essentially  written,  was  a  three-fold  proposal ;  first, 
an  individual  who  is  deemed  competent  could  refuse  to  have  certain 
medical  care  given  to  him  to  prolong  his  life.  If  that  individual  was 
deemed  incompetent  to  make  that  decision,  the  close  relatives  could 
m.ake  the  decision.  And  finally,  if  there  were  no  close  relatives  to 
make  the  decision,  a  committee  of  doctors  could  make  the  decision. 
That  is  essentially  the  bill  that  Representative  Sackett  has  been  pro- 
moting. It  was  put  out  in  the  1973  House  of  Representatives  in 
Florida,  and  through  the  committee,  was  changed  considerably.  It 
passed  the  committee  as  primarily  a  living  will  proposal  which  is  a 
voluntary  contract  which  an  individual  signs  stating  that  all  extra- 
ordinary means  of  medical  care  will  be  taken  away  from  him  at  that 
point  when  his  life  no  longer  has  meaningful  existence. 

This  is  the  proposal  that  passed  the  house,  went  to  the  senate,  and 
then  was  tabled  and  did  not  come  out  of  the  committee  in  the  senate. 
Since  that  time.  Representative  Sackett  has  said  that  he  is  willing 
to  go  with  the  living  will  proposal  because  that  he  feels  is  at  least 
a  first  step.  It  is  the  wedge  to  open  it  up. 

And  Representative  Sackett  has  made  it  very  clear  that  he  is  a 
very  strong  proponent  of  positive  direct  euthanasia  to  eliminate 
socially  undesirables  within  our  society,  and  particularly  he  has  re- 
lated to  young  children  in  the  institutions  of  Florida,  mentally  re- 
tarded and  physically  handicaped,  particularly. 
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Senator  Bath.  I  do  not  want  to  make  any  more  out  of  this  than 
is  necessary,  but  this  whole  issue  of  abortion  is  a  very  intense  and 
emotional  issue  for  a  nimiber  of  very  good  reasons.  I  want  the  Con- 
gress to  make  a  decision  based  on  not  only  emotions  but  also  on 
intellect.  For  that  reason  I  think  it  is  important  for  us  to  differtiate 
between  facts  that  we  know  for  certain  and  the  facts,  conclusions,  or 
results  that  can  reasonably  follow  therefroni,  and  other  types  of 
feelings,  and  assertions.  Having  had  the  privilege  of  being  in  a 
legislative  process  for  20  years — and  I  may  or  may  not  have  addi- 
tional opportunity — but  in  that  20  years  there  have  been  what  I 
would  describe  as  a  few  damn  fool  ideas  propesed  that  have  never 
received  very  much  support.  Legislative  bodies  are  not  immune  to 
bad  ideas.  In  fact,  I  suppose  we  would  expect  them  to  represent 
a  few  of  the  varying  degrees  of  thought  that  exist  in  society  generally 
because  people  are  chosen  to  enter  the  legislative  process  by  a  repre- 
sentative process.  And  just  because  a  man  by  the  name  of  Sackett 
feels  one  way,  is  enough  reason  for  us  to  be  alert,  but  I  think  the 
situation  needs  to  be  put  in  proper  perspective. 

It  seems  to  me  that  the  living  will  approach  is  much  different 
than  euthanasia. 

Let  me  raise  a  question  for  our  four  distinguished  panelists  here. 
We  had  a  former  great  Member  of  the  Senate  who  just  passed  away 
this  week.  Apparently  he  and  his  family  made  the  determination 
not  to  take  advantage  of  a  kidney  machine  that  could  have  prolonged 
his  life.  This  was  not  society  moving  in  and  taking  a  positive  step. 
It  was  a  man  saying,  "I  want  to  meet  my  Maker  and  I  do  not  want 
my  life  to  be  prolonged." 

Now,  is  that  the  kind  of  thing  that  we  as  a  Congress  should  pro- 
hibit? 

What  do  you  think,  Doctor  ? 

Dr.  HiLGERS.  Mr.  Chairman,  I  think  that  that  is  the  kind  of  thing 
where  Congress  really  has  no  place.  We  are  doing  this  in  our  practice 
of  medicine  every  day  today  in  the  United  States.  As  physicians 
we  do  not  attempt  to  prolong  life  just  for  the  sake  of  prolonging  life. 
It  comes  to  every  point  in  our  dealing  with  human  beings  as  physi- 
cians that  we  no  longer  have  anything  to  offer  from  a  medical 
standpoint,  and  we  must  make  decisions  which  will  allow  these 
people  to  die. 

Senator  Bath.  If  a  person  decides  he  does  not  want  you  to  use 
certain  scientific  devices  or  practices  that  could  prolong  his  life,  do 
you  feel  he  has  a  right  to  say,  "Doctor,  would  you  just  leave  me 
alone."? 

Dr.  HiLGERs.  I  think  that  when  you  get  to  a  point  of  extraordinary 
kinds  of  medical  techniques  like  you  have  described  with  the  Sena- 
tor, I  do  not  think  that  there. is  a  doctor  in  the  crowd  who  would 
in  our  view  would  get  into  a  big  hassle  about  the  fact  that  this  indi- 
vidual who  was  probably  very  sick  would  be  allowed  to  die. 

Senator  Bath.  Dr.  Godfrey,  do  you  agree  with  that  ? 

Dr.  GoDFRET.  Senator,  I  have  always  held  the  principle  I  never 
prolong  life  beyond  the  ordinary  means  of  preserving  life.  I  had  a 
good  example.  The  last  person  1  saw  last  night  before  I  caught  the 
plane  was  a  71  year  old  man  who  is  about  ready  to  die  of  pulmonary 
edema.  Was  I  going  to  put  him  on  a  lung  membrane  machine  or  a 
heart-lung  machine  that  would  prolong  his  life?  It  probably  would 
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save  him.  This  would  be  extraordinary  means.  The  family — you 
have  to  use  ordinary  means  in  preserving  life,  and  that  is  all  you 
can  do.  I  think  no  one  is  obliged  to  use  extraordinary  means. 

Senator  Bath.  Well,  you  see,  what  compounds  this  is  we  become 
more  ingenious. 

Dr.  Godfrey.  And  it  becomes  ordinary. 

Senator  Bath.  "We  have  what  used  to  be  extraordinary  become 
ordinary.  I  am  wondering  as  3'Ou  approach  this  question  from  a  very 
philosophical  point  of  view,  and  understandably  so,  if  Senator  Morse 
makes  the  determination  that  he  does  not  want  the  expertise  that 
you  could  give  him,  should  he  make  that  determination  or  should 
you? 

Dr.  GoDFRET.  I  believe  that  a  person  has  a  right  to  die.  However, 
I  do  not  in  any  way  take  any  action  that  would  directly  cause  his 
death. 

Senator  Bath.  Well 

Dr.  GoDFRET.  Well,  just  recentlly  a  resident  of  New  York  City  was 
just  exonerated  because  he  took  a  direct  act  like  that  and  killed  some- 
body. 

Senator  Bath.  I  am  not  raising  that  question,  Doctor. 

Dr.  GoDFKET.  Ok,  but  the  courts  have  already  ruled  you  can  do 
that. 

Now,  that  is  the  case  where  someone  else  could  back  someone  else 
up  if  you  take  a  direct  act  and  inject  something. 

Senator  Bath.  Well,  the  Court  has  never  ruled,  have  they,  against 
the  statute  prohibiting  that  ? 

Dr.  GoDFRET.  The  direct  act  of  killing  someone  ? 

I  have  always  considered  that  murder.  I  would  think  I  would  get 
caught  for  murder,  too,  if  I  took  a  direct  act  against  someone. 

Senator  Bath.  I  alwa}' s  thought  that  is  what  it  was. 

Dr.  Colliton,  how  about  you  on  the  Senator  Morse  decision  ? 

Dr.  CoLLiTox.  I  think  it  is  the  Senator's  decision,  and  on  the  posi- 
tive side  of  this  particular  question,  I  think  that  physicians  that  I 
am  exposed  to  recognize  the  responsibility  to  prepare  individuals 
for  death  and  to  bring  them  more  and  more  into  those  decisions  that 
surround  their  meeting  their  Maker. 

I  think  that,  again,  the  ones  I  have  been  exposed  to,  have  come  a 
long  way  since  I  was  in  medical  school  25  years  ago. 

Senator  Bath.  Dr.  Chamblee,  how  do  you  come  down  on  that 
issue  of  the  right  of  an  individual  to  make  a  determination  to  use 
extraordinary  means  ? 

Dr.  Chamblee.  I  do  not  think  I  have  ever  had  any  difficulty  with 
the  problem  personally.  I  think  it  is  the  right  of  the  patient  to  know 
what  we  can  actually  do  for  him.  Not  knowing  too  much  about  the 
Senator's  death  I  think  it  should  have  been  explained  to  him  whether 
or  not  it  was  an  acute  process  which  could  be  relieved  by  the  dialysis, 
or  a  chronic  process  which  could  only  be  temporary  relief. 

I  think  it  is  our  responsibility  to  tell  him  what  can  happen  and 
to  allow  him  to  make  the  decision  whether  he  wants  to  die.  I  think 
every  day  some  of  us  make  some  decision  about  some  of  our  patients 
in  terms  of  life  and  death,  in  that  regard,  and  we  take  the  patient 
as  the  last  word. 

I  have  also  had  the  situation  where  the  family  has  decided  but 
the  patient  said  they  did  not  want  to  die,  and  then  it  becomes  a  little 


482 

bit  more  difficult,  and  I  try  to  gear  it  to  the  patient's  will,  in  spite 
of  the  fact  that  I  do  not  want  to  do  anything  heroic. 

Senator  Bath.  Excuse  me. 

The  way  I  understand  it,  the  house-passed  Florida  statute  was  a 
statute  that  dealt  with  what  we  have  been  talking  about.  It  said  if 
a  human  being,  in  full  control  of  his  or  her  capacity,  makes  a  de- 
cision that  he  or  she  wants  no  further  medical  assistance  in  living, 
that  that  decision  should  be  permitted  to  stand. 

Now,  do  you  agree  that  that  was  what  passed  the  Florida  house  ? 

Dr.  HiLGERs.  Yes ;  I  think  that  is  basically  the  proposal  that  passed, 
I  think  that  from  what  you  have  heard  this  morning  here,  that  you 
can  see  that  there  is  probably  no  need  for  that  kind  of  proposal  to 
be  adopted  by  the  house  of  representatives  there. 

When  I  mentioned  Representative  Sackett,  I  did  not  mean  to  iso- 
late him  as  the  only  proponent  of  this.  Since  the  Supreme  Court 
decision  of  January  22,  eight  other  states,  including  Florida  making 
nine,  have  introduced  euthanasia  proposals  which  vary  from  the 
living-will  proposal  all  the  way  down  to  direct  positive  euthanasia 
proposals. 

Senator  Bath.  Is  living- will  proposal  a  euthanasia  proposal  ? 

You  see,  I  want  us  to  stick  right  to  the  facts,  now.  I  define  eutha- 
nasia as  a  positive  action  taken  to  dispose  of  someone.  We  are  talking 
here  about  a  situation  where  if  I  want  to  die,  that  is  my  business. 

Now,  is  that  euthanasia  ? 

Dr.  HiLGERs.  Mr.  Chairman,  technically  you  are  correct,  and  I 
stand  corrected  on  that. 

I  perhaps  have  a  tendency  to  mingle  the  two  together  because  I 
think  that  if  you  were  to  sit  down  and  read  Dr.  Georjje  H.  Williams' 
material  from  the  University  of  Seattle  in  Washington,  Dr.  Joseph 
Fletcher's  material  from  the  University  of  Virginia,  Representative 
Sackett's,  and  there  is  a  whole  list  of  people,  the  living-will  proposal 
is  their  first  step,  and  they  have  outlined  a  complete  plan. 

Senator  Bath.  Yes,  but  you  see,  Sackett  introduced  the  whole  plan 
and  the  Florida  legislature,  in  their  wisdom,  only  went  along  with 
the  part  we  are  talking  about. 

Now  here  I  do  not  want  in  any  way  to  say  that  we  should  not  be 
alert,  but  this  issue  is  difficult  enough  if  we  just  stick  to  the  specifics, 
particularly  for  some  of  us  who  are  laymen,  and  that  is  why  I  kec 
harping  on  this. 

So  forgive  me  if  I  am  overly  harsh  on  that. 

Dr.  HiLGERS.  That  is  perfectly  all  right,  and  I  am  very  happy  that 
the  Florida  legislature  only  went  that  far. 

[The  prepared  statement  of  Dr.  Hilgers  follows :] 
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Senator  Bayh  and  members  of  the  Subcommittee,  my  name  is  Thomas  W. 
Hilgers,  MD.  I  have  come  before  you  today  to  testify  in  support  of  the  passage 
by  Congress  of  a  total  Human  Life  Amendment  to  the  United  States  Constitu- 
tion. The  need  for  such  an  amendment  has  been  provoked  by  the  United  States 
Supreme  Court  decision  of  January  22,  1973,  when  all  legal  protection  of  our 
unborn  brothers  and  sisters  was  removed.  I  would  like  to  impress  upon  you 
the  gravity  of  this  decision  and  the  need  for  it  to  be  rectified. 

INTBODUCTION 

Let  me  begin  by  stating  categorically  that  each  individual  human  life  begins 
at  fertilization  and  is  a  progressive  continuum  from  that  point  on,  whether 
intra-  or  extra-uterine  until  natural  death.  The  scientific  basis  for  this  state- 
ment has  been  laid  down  by  countless  numbers  of  medical  researchers  who 
have  dedicated  their  lives  to  the  investigation  and  study  of  early  human  life. 
Its  documentation  can  be  found  in  any  number  of  textbooks  on  this  subject 
written  by  these  experts  (see  Induced  Abortion:  A  Documented  Report  pp. 
2-5). 

Consensus  for  this  viewpoint  can  be  found  in  the  Declaration  of  Geneva 
which  was  adopted  by  the  World  Medical  Association  (to  which  the  United 
States  is  a  founding  member)  in  September,  1948.  This  declaration,  which 
states  the  world  medical  profession's  respect  for  human  life  from  the  moment 
of  conception  came  "after  a  lengthy  discussion  of  war  crimes  based  on  infor- 
mation from  the  United  Nations  War  Crimes  Commission."  It  was  followed 
in  1949  by  the  International  Code  of  Medical  Ethics  which  re-iterated  the 
importance  of  this  respect.  This  was  all  reafiirmed  by  the  World  Medical  Asso- 
ciation in  1970  by  what  has  been  known  as  the  Declaration  of  Oslo.  In  addition, 
such  pro-abortion  leaders  as  the  California  Medical  Association  and  the  late 
Dr.  Alan  Guttmacher,  former  President  of  Planned  Parenthood — World  Pop- 
ulation, have  clearly  written  that  life  begins  at  fertilization. 

Let  there  be  no  mistake  about  this,  the  evidence  is  as  clear  as  anything  in 
modern  medicine.  In  fact,  for  any  physician  to  imply  to  a  state  or  federal  legis- 
lative body,  to  any  of  our  Courts  of  law,  to  a  woman  pregnant  and  dis- 
tressed that  there  is  anything  but  a  human  life  present  within  the  womb  of  a 
pregnant  woman  is  nothing  but  blatant  and  calculated  medical  malpractice. 

I  have  been  asked  by  your  staff  to  address  the  question  "How  have  Liberal- 
ized Abortion  Laws  affected  My  Practice  of  Medicine?"  I  will,  in  fact,  address 
myself  to  this  question.  But,  first,  let  me  point  out  that  there  is  nothing  lib- 
eral about  legal  abortion.  It  is  not  a  new  idea,  but  an  old  mistake.  It  is  a 
violent  destructive  and  dehumanizing  medical  procedure.  It  is  one  of  the  most 
non-progressive  and  unconstructive  acts  a  society  can  impose  upon  itself. 

I  am  presently  Chief  Resident  in  Obstetrics  and  Gynecology  at  the  Medical 
College  of  Ohio  at  Toledo.  I  came  to  this  position  only  after  having  been 
forced  to  resign  from  my  previous  residency  in  Obstetrics  and  Gynecology  at 
the  Mayo  Clinic.  I  had  satisfactorily  completed  three  years  of  a  3%  year  resi- 
dency program  when  I  was  asked  to  finish  my  last  6  months  of  training  in  a 
hospital  that  did  abortions.  The  denial  of  my  conscientious  objection  to  this 
course  of  action  left  me  with  no  other  recourse  but  to  resign  my  position  and 
leave  one  of  the  most  prestigious  medical  institutions  in  the  United  States 
and  the  world.  Because  of  my  belief  in  the  value  fo  life,  I  had  to  delay  my 
graduation  by  eight  months. 

This  kind  of  subtle  prejudice  is  being  equally  applied  to  other  young  phys- 
icians around  the  country  who  share  similar  deeply  held  beliefs,  although  many 
of  them  have  been  to  intimidated  to  face  up  to  their  respective  institutions. 
However,  I  know  personally  of  physicians  who  have  lost  their  positions  be- 
cause of  their  unwillingness  to  condone  the  destruction  of  unborn  human  life. 
What  greater  denial  of  civil  rights  can  there  be? 

Throughout  the  years  of  my  post-graduate  medical  education,  I  have  per- 
sonally witnessed  the  impact  of  legal  abortion  in  a  number  of  different  ways. 
During  my  internship  in  Rochester,  New  York,  I  saw  the  implementation  of 
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New  York  state's  abortion-on-demand,  up-to-24-weeks  law.  During  my  tenure 
at  the  Mayo  Clinic,  I  witnessed  both  pre-  and  post-  Supreme  Court  legal  abor- 
tion. While  I  was  at  Mayo,  I  spent  six  months  at  Cook  County  Hospital  in 
Chicago  which  had  its  own  unique  situations.  And,  since  moving  to  Toledo,  I 
have  had  yet  another  exposure  to  legal  abortion,  this,  the  result  of  the  Supreme 
Court  decision. 

I  would  like  to  relate  to  you  a  number  of  personal  experiences  I  have  had 
in  these  four  locations.  I  will  do  this  without  specific  reference  to  the  actual 
institution  where  I  had  these  experiences  (unless  specifically  and  otherwise 
indicated)  so  that  my  patients  may  be  protected. 

As  you  will  see,  in  all  of  these  situations,  my  practice  of  medicine  has  been 
affected  in  one  way  or  another. 

LIVING  "ABOETIONS"  AND  STAFF  REACTIONS 

In  one  instance  I  had  to  deal  with  a  nurse  who  was  in  the  midst  of  a  severe 
anxiety  reaction  because  she  had  just  scrubbed  on  a  hysterotomy  abortion 
where  the  baby  had  been  'aborted'  fully  alive.  She  had  expressed  to  her  super- 
visor that  she  would  assist  at  early  abortions,  but  did  not  wish  to  assist  at 
late  abortions.  However,  one  day,  there  was  no  one  else,  but  her,  to  assist  at 
a  late  abortion.  The  physician  was  to  perform  a  hysterotomy  on  a  woman  who 
was  16  weeks  pregnant.  However,  he  had  miscalculated  and  first  detected  that 
she  was  20  weeks  pregnant  when  the  baby  was  removed.  When  asked  by  this 
nurse  if  he  would  send  the  baby  to  the  nursery  for  care,  he  stated  that  since 
the  baby  was  only  a  "pathology  specimen"  that  it  would  be  sent  to  the  path 
laboratories. 

This  caused  the  assisting  nurse  great  despair  which  took  her  several  days  to 
come  out  of. 

Similar  reports  of  staff  reactions  have  now  been  reported  in  a  number  of 
articles  in  the  medical  literature.  And  in  one  year  alone  in  New  York  State, 
over  1,800  such  living  'abortions'  were  born  and  left  to  die. 

"it's  ok — it's  legal" 

A  number  of  my  patients  have  indicated  to  me  that  abortion  must  be  "O.K." 
because  it  is  now  legal.  These  same  patients  are  extremely  ignorant  on  the 
facts  of  biological  development  and  when  educated  begin  to  question  our  legal 
system  and  abortion. 

Since  our  schools,  our  churches,  our  medical  institutions  and  our  physicians 
are  not  adequately  educating  our  people,  we  cannot  underestimate  the  educa- 
tional value  of  the  law.  In  addition,  the  law  is  a  reflection  of  our  societal 
values  and  presently  the  de-valuation  of  intra-uterine  life  is  the  imposing 
morality  of  our  day  with  its  effects  being  brought  upon  countless  numbers  of 
ignorant  women. 

UNWANTED  GRANDCHILD  SYNDROME 

I  have  seen  a  number  of  young  patients,  usually  15-16  years  of  age,  who 
have  had  abortions  because  their  mothers  pressured  them  into  it.  In  fact, 
these  young  women  did  not  want  abortions,  but  did  not  know  how  to  oppose 
their  parents  wishes.  This,  I  call  the  Unwanted  Grandchild  Syndrome  and  has 
a  great  deal  to  do  with  the  selfish  aims  of  their  parents  who  are  unwilling  to 
face  their  friends  because  their  young  daughter  is  pregnant.  I  have  always 
wondered  where  those  who  stand  so  steadfastly  in  favor  of  "a  woman's  right 
to  choose"  were  when  these  young  women  wished  to  choose  life  at  insurmount- 
able odds. 

ATONEMENT  PREGNANCIES 

Many  of  the  above  patients  have  come  to  see  me  within  a  few  months  of 
their  abortion  because  they  are  again  pregnant.  Their  youthful  honesty  com- 
pels them  to  explain  to  me  that  they  got  pregnant  to  make  up  for  the  baby 
they  lost.  This  time,  their  constitution  is  much  stronger  and  they  are  willing 
to  face  any  odds  to  carry  this  second  pregnancy. 

This  situation  is  now  being  reported  in  the  medical  literature  as  a  specific 
kind  of  syndrome  called  "Atonement  Pregnancy." 

NEW  RESIDENT  APPLICANTS 

Young  physicians  who  wish  to  enter  residencies  in  Obstetrics  and  Gynecology 
are  increasingly  being  asked  their  stand  on  abortion.  I  know  of  at  least  two 


485 

situations  where  the  young  physicians'  opposition  to  abortion  has  caused  the 
institution  to  respond  negatively  to  them.  In  one,  she  was  grilled  by  a  pro- 
abortion  member  of  the  faculty  regarding  her  opposition  to  abortion  before 
she  had  ever  filed  an  application  for  the  program.  Needless  to  say,  this  in- 
timidating experience  caused  her  to  look  elsewhere  for  a  position. 

Increasingly,  young  physicians  who  respect  life  are  being  weeded  out  of 
training  programs  in  Obstetrics  and  Gynecology  and  before  long,  a  woman 
will  have  no  choice  but  to  have  her  baby  delivered  by  a  doctor  who  is  both 
killer  and  'healer.' 

PKOFITEEEING  AND  ADVERTISING 

In  communities  all  across  the  country,  abortion  clinics  are  springing  up — 
often  run  by  physicians  who  border  on  the  incompetent.  The  motivating  factor 
which  underlies  their  involvement  appears  to  be  the  extraordinary  amounts 
of  money  that  can  be  made  through  the  operation  of  such  clinics.  Literally 
hundreds  of  thousands  of  dollars  per  year  are  made  by  many  individual  phys- 
icians who  operate  these  clinics.  Men  have  never  made  so  much  money  from 
women  controlling  their  own  bodies. 

In  my  experience,  these  clinics  demand  cash  in  advance  (a  really  humani- 
tarian approach  to  the  poor),  advertise  their  facilities  through  television,  radio, 
billboards  and  the  yellow  pages  and  rather  routinely  are  willing  to  abort 
women  who  are  not  pregnant. 

I  talked  with  one  legal  abortionist  who  made  $36,000  in  only  six  months 
from  a  part-titne  abortion  business.  He  made  it  perfectly  clear  to  me  that  a 
large  home,  good  cloths,  fancy  cars  and  the  best  schools  in  the  East  for  his 
children  were  reason  enough  to  be  in  the  business.  Let  there  be  no  mistake 
about  it,  abortion  is  Mg  business.  Consumer  magazines  give  consumer  reports 
on  abortion  facilities  as  if  they  were  comparing  the  latest  innovations  in  color 
TV  sets  or  portable  radios.  Stock  can  now  be  purchased  on  Wall  Street  in 
outpatient  abortion  clinics. 

For  a  profession  who  has  long  stood  by  the  concept  that  advertising  is  un- 
ethical, the  abortion  peddler  seems  to  meet  little  resistance  from  his  constant 
advertising  campaigns. 

THE  POOR  AND  ABORTION 

For  much  of  the  last  four  years,  I  have  worked  primarily  with  the  medically 
indigent.  I  find  now  that  I  can't  even  rely  on  the  help  of  social  workers  in  the 
solving  of  the  most  simple  problems  confronting  my  poor  patients.  The  solu- 
tion they  say  is  abortion !  I  have  a  number  of  contended  babies  and  pleased 
mothers  to  show  for  my  own  personal  efforts  to  help  them  with  their  non- 
medical problems.  I  would  not  and  will  not  accept  these  social  workers'  "ad- 
vice." But,  a  physician  and  his  patients  should  not  have  to  labor  under  their 
unwillingness  to  be  constructive. 

At  Cook  County  Hospital,  one  of  the  largest  city  hospitals  in  the  country, 
located  in  one  of  the  largest  urban  ghettos  in  the  United  States,  the  facilities 
available  for  having  a  baby  are  atrocious !  They  would  make  any  white,  upper- 
middle  class  American  choose  another  hospital.  But  Cook  County's  patients 
have  no  such  option.  Paradoxically,  it  took  the  administration  of  that  hospital 
17  years  to  get  the  placed  cleaned,  painted  and  the  beds  in  the  halls  removed, 
but  it  took  only  7  days  to  set  up  a  smoothly  functioning  abortion  clinic.  You 
can't  help  but  wonder  who  they  are  trying  to  care  for,  or  who  they  are  try- 
ing to  get  rid  of. 

TOUNG  MEDICAL  STUDENTS  CONFUSED 

More  and  more,  I  am  seeing  young  doctors  question  the  ethics  of  their 
teachers.  I  am  sure  that  young  people  intuitively  see  the  violence  and  destruc- 
tion more  clearly.  At  our  medical  school,  at  our  recent  graduation,  a  young, 
newly  graduated  physician — elected  by  his  classmates  to  make  the  student  com- 
mencement address — spoke  out  against  the  confusion  which  seems  to  exist 
within  the  inconsistent  value  system  of  modern  day  medicine.  "What  makes  it 
right  to  destroy  intrauterine  life  at  3  months  while  caring  for  the  7  month 
premature  infant  who  is  just  down  the  hall?  Do  we  as  physicians  have  a 
stable,  consistent,  reliable,  trustworthy  role  in  society  or  do  we  act  impetu- 
ously as  if  our  values  are  like  the  flip  of  a  coin. 

COMPLICATIONS  OF  ABORTION 

I  need  not  go  into  great  detail  on  the  complications  of  abortion  since  I  have 
written  extensively  on  this  area  and  you  already  have  in  your  possession  those 
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documents.  However,  I  have  increasingly  seen  young  women  suffering  from 
both  physical  and  mental  complications.  In  most  of  these  cases,  the  future 
childbearing  capacities  of  these  young  women  were  markedly  altered.  And  fre- 
quently, their  abortionist  physicians  have  denied  these  possibilities  to  her. 

DISHONESTY  WITHIN  THE  MEDICAL  PROFESSION 

We  are  all  learning  how  to  cope  with  the  new  wave  of  dishonesty  engulfing 
our  profession.  I  have  had  abortionists  tell  me,  in  an  academic,  learning  en- 
vironment, that  such  things  as  cervical  hysterotomies  will  have  absolutely  no 
effect  on  a  patient's  future  childbearing  ability.  This  simply  is  not  true  and  the 
patient  deserves — has  the  right — to  know. 

An  extraordinary  act  of  dishonesty  was  the  Amicus  Curae  brief  which  was 
submitted  to  the  U.S.  Supreme  Court  on  behalf  of  the  American  College  of 
Obstetricians  and  Gynecologists,  the  American  Medical  Association,  the  Amer- 
ican Psychiatric  Association,  the  New  York  Academy  of  Medicine  and  181 
medical  school  deans,  professors  and  individual  physicians,  in  the  constitu- 
tionality hearing  of  the  Georgia  abortion  statute  (Doe  v.  Bolton).  There  seems 
to  be  little  question,  after  reading  Blackmun's  majority  opinion  that  this 
Brief,  submitted  by  people  of  position  and  power,  greatly  influenced  Justice 
Blackmun.  And,  yet,  it  contained  unmitigated  lies.  These  were  of  concern  to 
me  because  I  wrote  the  response  to  them.  I  call  them  lies  because  these  medical 
associations  and  individual  physicians  know  better.  The  Brief  stated  that  "the 
medical  procedure  of  induced  abortion  ...  is  potentially  23.3  times  as  safe  as 
the  process  of  going  through  ordinary  childbirth."  There  is  simply  no  basis  in 
fact  for  this  statement  or  any  statement  similar  to  it.  And  yet,  the  great 
"safety"  of  abortion  as  compared  to  "normal  childbirth"  was  taken  as  gospel 
by  Justice  Blackmun  forming  one  of  the  two  main  arguments  buttresjing  his 
decision. 

Even  perhaps  more  interesting  than  this,  however,  is  the  recent  re-definition 
of  the  word  conception  by  both  Stedman's  Medical  Dictionary  and  the  Amer- 
ican College  of  Obstetrician  and  Gynecologist  Textbook  on  Terminology.  They 
have  both  re-defined  conception  to  mean  implantation — not  fertilization  with 
which  it  has  been  synonymous  for  decades. 

There  is  little  question  that  the  move  to  re-define  pregnancy  began  in  the 
early  1960's  with  the  first  International  Congress  on  the  lUD.  The  promoters 
of  the  lUD  flatly  stated  that  the  plus  would  not  be  accepted  by  third  world 
countries  if  it  had  an  "abortifacient"  label,  since  the  people  in  these  nations 
by-and-large  oppose  abortion. 

The  proceedings  of  these  international  symposia  are  available  for  all  to 
read.  They  wanted  to  define  pregnancy  as  beginning  at  implementation,  thereby 
avoiding  the  abortifacient  label  for  the  lUD — which  even  in  those  days  was 
surmised  to  work  by  destroying  the  new  blastocyst  prior  to  implementation. 

Their  efforts  have  now  born  fruit,  for  now  conception  has  been  re-defined 
and  therefore  pregnancy.  This  sham  becomes  even  more  disheartening  when  we 
see  other  international  symposia  being  conducted  on  "the  pre-implantation 
stages  of  pregnancy." 

Please,  don't  be  fooled  by  such  maneuverings,  no  definition  is  a  substitute 
for  knowledge ! 

One  final  point  which  I  must  mention  is  the  inability  of  abortionists  to  even 
be  honest  about  what  they  are  doing.  I  see  on  operating  schedules  such  things 
as  "menstrual  irregularity — D  and  C."  I  have  yet  to  see  in  a  hospital  that  does 
abortions  an  accurate  listing  for  this  procedure.  Does  this  not  seem  ironical 
to  all  of  you,  that  this  should  be  the  rule  for  such  a  liberating  medical  proce- 
dure? 

CONCLTTSIONS 

I  have  presented  to  you  some,  not  all,  of  my  experiences  as  a  young  obstetri- 
cian-gynecologist with  legal  abortion.  These  are  true  instances,  many  of  which 
are  repeated  daily  all  over  America.  They  need  to  be  faced  openly  for  they 
represent  gross  injustice. 

In  the  last  four  years,  I  have  yet  to  see  a  woman  who  really  wants  an  abor- 
tion, in  spite  of  the  fact  that  I  see  pregnant  patients  nearly  everyday.  This  is 
not  to  say  that  I  haven't  had  patients  ask  me  about  getting  an  abortion.  But, 
I  spend  time  with  them,  I  talk  with  them,  I  explore  their  real  feelings !  Usu- 
ally, as  it  turns  out,  it  is  her  husband,  boyfriend,  parents  or  other  people  who 
are  close  to  her  who  is  pressing  her  to  abort.  She  is  often  yearning  for  some- 
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one  to  support  her.  She  is  alone.  She  has  been  socially  aborted  by  those  close 
to  her  before  she  sees  me.  She  is  afraid  and  bitter.  She  sees  herself  going 
through  this  pregnancy  by  herself — and  she  shouldn't — no  woman  should  have 
to  go  through  a  pregnancy  alone.  So  I  reach  out  to  her — I  tell  her  that  she 
need  not  be  alone  and  I  see  to  it  that,  to  the  best  of  my  ability,  she  isn't. 

But,  I  am  horrified  to  think  of  how  many  young  women  are  irreparably  hurt 
by  this  procedure  in  this  country  each  year.  It  blows  my  mind  to  think  of  all 
the  healthy  young  children — with  their  lives  ahead  of  them — that  we  are  de- 
stroying each  year  in  the  United  States.  I  grow  frightened  by  the  utilitarian 
motives  which  underlie  the  new  and  a  violently  destructive  medical  ethic  which 
is  sweeping  our  nation.  Now,  we  have  euthanasia  to  look  forward  to.  At  least 
nine  states  have  entered  legislation  to  legalize  some  form  of  euthanasia  for 
the  socially  undesirable. 

This  Subcommittee  has  a  powerful  responsibility  before  it.  You  must  sift 
through  all  the  testimony,  all  the  rhetoric,  all  the  emotion  and  all  the  lies  before 
you  can  reach  some  kind  of  decision.  But  in  your  deliberations,  remember  this 
one  thing — you  cannot  have  creative  social  change  without  a  fundamental  re- 
spect for  human  life.  If  we  are  to  improve  the  quality  of  life,  then  let's  im- 
prove it  for  everyone.  Let  us  not  make  arbitrary  deletions  from  our  human 
ranks  to  make  a  quality  life  for  only  some. 

We  are  in  the  midst  of  a  value-crisis,  more  sever  than  any  other  crisis  our 
nation  has  known.  Much  of  this  crisis  revolves  around  our  growing  lack  of  re- 
spect for  each  other.  Our  nation  will  not  last  if  we  persist  in  these  attitudes. 
You,  in  your  deliberations,  must  come  to  the  realization  that  the  right  to  live, 
the  right  to  one's  own  existence  is  the  substance  upon  which  all  other  human 
rights  are  based.  How  can  black  people  use  public  toilets  if  there  are  no  black 
people?  How  can  migrant  workers  h  '^'q  the  right  to  a  decent  wage  if  there  are 
no  migrant  workers?  How  can  av  irson  pursue  liberty  and  happiness  if  he 
has  no  life  with  which  to  pursue  it? 

I  pray  that  you  will  see  the  denigration  of  life  which  exists  today  in  our 
nation.  I  pray  that  you  will  have  the  courage  to  stand  up  to  the  destruction 
which  engulfs  us.  And  I  pray  that  you  will  have  the  courage  to  be  unpopular 
and  both  the  courage  and  the  wisdom  to  produce  a  total  Human  Life  Amend- 
ment to  the  U.S.  Constitution  with  recommendation  for  passage.  While  it  is 
not  the  final  answer  and  more  beyond  that  would  have  to  be  done,  it  would 
indeed  be,  a  giant  step  for  mankind. 

Thank  you  very  much. 

STATEMENT  OF  DR.  THOMAS  W.  HILGERS,  F.A.C.O.C,  CHIEF 
RESIDENT  IN  OB/GYN,  MEDICAL  COLLEGE  OF  OHIO  AT  TOLEDO, 
OHIO 

Dr.  HiLGERS.  Mr.  Chairman,  my  name  is  Dr.  Thomas  W.  Hilgers, 
]M.D.,  and  I  am  deeply  privileged  to  have  the  opportunity  to  come 
before  you  today  to  testify  in  support  of  the  passage  by  Congress  of 
a  total  human  life  amendment  to  the  United  States  Constitution.  The 
need  for  such  an  amendment  has  been  provoked  by  the  United  States 
Supreme  Court  decision  of  January  22,  1973,  when  all  legal  protec- 
tion of  our  unborn  brothers  and  sisters  was  removed.  I  would  like 
to  impress  upon  you  the  gravity  of  this  decision  and  the  need  for  it 
to  be  rectified. 

Let  me  begin  by  stating  categorically  as  others  on  the  panel  before 
me,  that  each  individual  human  life  begins  at  fertilization  and  is  a 
progressive  continuum  from  that  point  on,  whether  intra-  or  extra- 
uterine until  natural  death.  The  scientific  basis  for  this  statement  has 
been  laid  down  by  countless  numbers  of  medical  researchers  who  have 
dedicated  their  lives  to  the  investigation  and  study  of  early  human 
life.  Its  documentation  can  be  found  in  any  number  of  textbooks  on 
this  subject  written  by  these  experts,  and  you  might  look  at  the  book 
which  I  submitted  to  the  subcommittee,  Induced  Abortion :  A  Docu- 
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mented  Report,  in  which  a  number  of  these  textbooks  and  the  phrases 
that  they  are  using  in  this  description  are  quoted. 

Consensus  for  this  viewpoint  can  be  found  in  the  Declaration  of 
Geneva  which  was  adopted  by  the  World  Medical  Association,  to 
which  the  United  States  is  a  founding  member,  and  this  occurred  in 
September  1948.  This  declaration,  which  states  the  world  medical 
profession's  respect  for  human  life  from  the  moment  of  conception 
came  after  a  lengthy  discussion  of  war  crimes  based  on  information 
from  the  United  Nations  War  Crimes  Commission.  It  was  followed 
in  1949  by  the  International  Code  of  INIedical  Ethics  which  re-iterated 
the  importance  of  this  respect.  It,  too,  was  drawn  up  by  the  World 
Medical  Association.  This  was  all  re-affirmed  by  the  World  Medical 
Association  in  1970  by  what  has  been  known  as  the  Declaration  of 
Oslo.  In  addition,  such  pro-abortion  leaders  as  the  California  Med- 
ical Association  and  the  late  Dr.  Alan  Guttmacher,  former  president 
of  Planned  Parenthood-World  Population,  have  clearly  written  that 
life  begins  at  fertilization. 

Let  there  be  no  mistake  about  this,  the  evidence  is  as  clear  as  any- 
thing in  modern  medicine.  In  fact,  for  any  physician  to  imply  to  a 
State  or  Federal  legislative  body,  to  any  of  our  courts  of  law,  or  to 
a  woman  pregnant  and  distressed  that  there  is  anything  but  a  human 
life  present  within  the  womb  of  a  pregnant  woman  is  nothing  but 
blatant  and  calculated  medical  malpractice. 

I  have  been  asked  by  your  staff  to  address  the  question  How  have 
liberalized  abortion  laws  affected  my  practice  of  medicine?  I  will, 
in  fact,  address  myself  to  this  question.  But  first,  I  would  like  to 
point  out  that  there  is  nothing  liberal  about  legal  abortion.  It  is  not 
a  new  idea,  but  an  old  mistake.  It  is  a  violent,  destructive,  and  de- 
humanizing medical  procedure.  It  is,  in  fact,  one  of  the  most  non- 
progressive and  unconstructive  acts  a  society  can  impose  upon  itself. 

I  am  presently  the  chief  resident  in  obstetrics  and  gynecology  at 
the  Medical  College  of  Ohio  at  Toledo.  I  came  to  this  position  only 
after  having  been  forced  to  resign  from  my  previous  residency  pro- 
gram in  obstetrics  and  gynecology  at  the  Mayo  Clinic.  I  had  satis- 
factorily completed  3  years  of  a  3i/2  year  residency  program  when  I 
was  asked  to  finish  my  last  6  months  of  training  in  a  hospital  that 
did  abortions.  The  denial  of  my  conscentious  objection  to  this  course 
of  action  left  me  with  no  other  recourse  but  to  resign  my  position 
and  leave  one  of  the  most  prestigious  medical  institutions  in  the 
United  States  and  the  world.  Because  of  my  belief  in  the  value  of 
life,  I  had  to  delay  my  subsequent  residency  program  by  8  months. 

This  kind  of  subtle  prejudice  is  being  equally  applied  to  other 
younsc  phvsicians  around  the  country  who  share  similar  deeply  held 
beliefs,  although  many  of  them  have  been  too  intimidated  by  their 
institutions  to  face  up  to  their  own  respective  institutions.  However, 
I  know  personally  of  physicians  who  have  lost  their  positions  because 
of  their  unwillingness  to  condone  the  destruction  of  unborn  human 
life.  AVhat  greater  denial  of  civil  rights  can  there  be? 

Senator  Bath.  Doctor,  you  say  you  left  Mayo  because  you  were 
asked  to  finish  a  last  6  months  of  training  in  a  hospital  that  did 
abortions. 

Were  they  going  to  ask  you  to  participate  in  performing  these 
abortions? 
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Dr.  HiLGERs.  No,  sir,  I  was  assured  I  would  not  have  to  either  par- 
ticipate or  assist  in  the  performance  of  an  abortion. 

Senator  Bath.  Or  treat  patients  that  had  been  subject  to  that  kind 
of  operation. 

Dr.  HiLGERs.  That  is  right. 

However,  it  was  my  feeling,  having  been  an  obstetrician  for  some 
time  in  residency,  that  it  was  totally  in  antithesis  to  what  I  firmly 
believe  as  a  physician  and  that  I  could  not  perform  or  work  in  an 
institution  one  of  whose  primary  goals  was  the  direct  destruction  of 
human  life. 

Senator  Bath.  I  may  be  jumping  ahead  in  your  testimony,  but  to 
maintain  a  continuity,  that  also  would  apply  after  you  had  finished 
your  residency,  to  your  practice  in  the  hospital  that  performed  abor- 
tions ? 

Dr.  HiLGERs.  Yes,  sir. 

Senator  Bath.  Then  what  you  are  saying  is  that  if  some  doctors 
in  the  hospital  want  to  perform  an  abortion,  that  you  would  refuse 
to  practice  in  that  hospital? 

Dr.  HiLGERs.  I  will  set  up  my  practice  only  in  a  hospital  that  has 
a  policy  against  the  performance  of  abortion. 

Senator  Bath.  Even  if  you  are  not  asked  to  perf(^m  an  abortion? 

Dr.  HiLGERS.  That  is  right. 

Senator  Bath.  Have  you  ever  had  an  experience  where  a  hospital 
has  required  a  doctor  to  perform  an  abortion? 

Dr.  HiLGERs.  Not  overtly  I  have  not. 

Senator  Bath.  Please  go  ahead. 

Dr.  HiLGERs.  Perhaps  to  clarify  this  somewhat  for  you,  Senator, 
I  hold  similar  views  in  regards  to  the  military  and  my  conscientious 
objection  to  being  a  part  of  an  institution  one  of  whose  primary  func- 
tions or  methods  is  the  violent  destruction  of  human  life. 

Senator  Bath.  Would  you  expand  on  that  for  me,  please? 

Dr.  HiLGERs.  I  am  a  conscientious  objector  to  being  a  participant 
in  a  military  institution  who  is  involved  in  the  destruction  of  human 
life. 

Senator  Bath.  So  you  would  not  serve  as  an  Army  doctor? 

Dr.  Htlgers.  No,  sir. 

And  I  might  say  that  in  terms  of  the  Mayo  Clinic  situation,  there 
were  really  two  alternatives  open  to  me.  There  are  two  hospitals  in 
Rochester,  one  a  Catholic  hospital  that  has  a  policy  against  perform- 
ing abortions,  one  a  Methodist  hospital  which  does  abortions.  I  could 
have  theoretically  finished  my  residency  in  either  institution,  but  the 
chairman  of  my  department  and  the  powers  or  the  authority  of  the 
academic  community  there  refused  my  opportunity  to  finish  in  a  hos- 
pital that  did  not  do  abortions. 

Senator  Bath.  Does  Mayo  refer  commonly  to  both  hospitals  ? 

Dr.  HiLGERS.  Yes,  sir. 

I  will  continue. 

Throughout  the  years  of  my  postgraduate  medical  education,  I 
have  personally  witnessed  the  impact  of  legal  abortion  in  a  number 
of  different  ways.  Durinc:  my  internship  in  Rochester,  N.Y.,  I  saw 
the  implementation  of  New  York  State's  abortion-on-demand,  up- 
to-24-weeks  law.  During  my  tenure  at  the  Mayo  Clinic.  I  witnessed 
both  pre-  and  post-Supreme  Court  legal  abortion.  While  I  was  at 
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Mayo,  I  spent  6  months  at  Cook  County  Hospital  in  Chicago,  which 
had  its  own  unique  situations.  And,  since  moving  to  Toledo,  I  have 
had  yet  another  exposure  to  legal  abortion,  this  the  result  of  the 
Supreme  Court  decision. 

I  would  like  to  relate  to  you  a  number  of  personal  experiences  I 
have  had  in  all  these  four  locations.  I  will  do  this  without  specific 
reference  to  the  actual  institutions  where  I  had  these  experiences, 
unless  specifically  and  otherwise  indicated,  so  that  my  patients  may 
be  protected. 

Senator  Bath.  May  I  ask  you,  just  to  help  us  have  a  better  under- 
standing of  your  attitude,  to  explain  the  difference  between  the  Mayo 
situation  and  the  Cook  County  situation,  where  you  said  for  6  months 
you  were  associated  with  a  hospital  that  did  have  abortion  experience. 

What  was  the  difference  as  far  as  your  own  philosophical  and 
moral  outlooks? 

Dr.  HiLGERS.  IMien  I  was  at  Cook  County  Hospital,  Mr.  Chairman, 
the  Supreme  Court  decision  had  not  taken  effect.  The  Cook  County 
Hospital,  which  is  in  Chicago,  was  under  the  jurisdiction  of  the 
Illinois  State  statute.  However,  ^here  was  a  period  of  time 

Senator  Bath.  Were  abortions  performed  under  the  Supreme 
Court  decision  any  different  than  those  performed  under  the  Illinois 
State  statute? 

Dr.  HiLGERS.  Sir,  I  have  always  been  in  favor  of  State  statutes 
which  allow  abortions  to  save  the  life  of  the  mother.  I  feel  that  in  a 
pluralistic  society  that  this  is  the  best  solution  legally.  It  is  not  the 
only  solution,  but  from  a  legal  standpoint,  it  is  the  best  solution  to 
the  problem. 

Senator  Bath.  Well,  did  the  Illinois  statute  at  that  time  permit 
other  kinds  of  abortion? 

Dr.  HiLGERS.  No,  sir. 

Senator  Bath.  Well,  it  seems  to  me  that  the  experience  you  had  in 
Cook  County,  as  far  as  the  abortion  was  concerned,  was  different  than 
that  at  Mayo's. 

Dr.  HiLGERS.  Sir,  this  is  a  time — yes;  it  is  somewhat  different  in 
the  sense  that  the  clientele  is  different.  The  Mayo  Clinic  is  bv  and 
large  a  white,  upper-middle-class  institution,  whereas  Cook  County 
Hospital  is  a  primarily  indigent  hospital  located  in  one  of  the  largest 
urban  ghettos  in  the  United  States.  So  in  that  sense 

Senator  Bath.  Were  there  different  kinds  of  abortion  based  on 
different  premises,  different  medical  conditions  at  Mayo  Clinic  and  at 
Cook  County  Hospital? 

Dr.  HiLGERS.  "^Vhat  I  am  trying  to  relate  to  you  is  that  my  ex- 
periences in  abortion,  both  pre-  and  post-Supreme  Court  decision, 
and  when  I  was  at  Mayo  and  when  I  was  at  Cook  County,  we  wit- 
nessed women  who  were  leaving  those  institutions,  going  to  New 
York  or  other  places  to  have  abortions,  and  then  coming  back,  either 
with  complications  and  problems  or,  perhaps,  my  seeing  them  even 
before  they  went.  All  of  these  factors  have  influenced  or  have  had 
an  impact  on  my  practice  of  medicine,  and  that  is  why  I  would  like 
to  relate  to  you  these  personal  experiences  of  mine,  because,  as  it  was 
my  understanding,  this  is  what  we  were  supposed  to — or  at  least  I 
was  supposed  to — address  this  morning. 
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Senator  Bath.  Yes;  I  am  just  trying  to  nail  down  the  very  per- 
sonal reasons  for  your  views.  I  appreciate  your  sharing  them  with 
us  as  none  of  us  on  this  Subcommittee  have  experienced  similar 
ones.  I  find  your  experience  invaluable,  and  I  certainly  do  not  want 
to  ask  you  to  say  something  that  you  are  not  prepared  to  say. 

But  was  your  experience  at  Mayo  Clinic  where  you  were  asked  to 
serve  in  a  hospital  and  perform  aboitions,  after  the  Supreme  Court 
decision  ? 

Dr.  HiLGERS.  Yes,  sir. 

Senator  Bath.  So  abortions  were  being  performed  there  that  were 
not  based  on  saving  the  life  of  the  mother,  which  was  the  experience 
that  you  had  in  Cook  County? 

Dr.  HiLGERs.  Yes,  sir. 

Senator  Bath.  All  right. 

Thank  you. 

Dr.  HiLGERs.  Part  of  my  testimony,  Mr.  Chairman,  in  regard  to 
Cook  County  Hospital — because  I  do  not  make  a  specific  reference 
to  it  later — regards  a  22-week  period  of  time  where  a  Federal  district 
court  ruled  the  Illinois  State  law  unconstitutional.  This  was  then 
stayed  by  Supreme  Court  Justice  Thurgood  Marshall,  and  it  reverted 
back  to  the  original  Illinois  statute.  I  have  a  personal  experience  with 
what  happened  during  that  2- week  period  of  time  at  Cook  County, 
which  I  would  like  to  relate  to  you  at  a  later  point. 

In  any  regard,  all  the  situations  I  would  like  to  present  to  you, 
I  think  you  will  find  have  influenced  my  practice  of  medicine  in  one 
Avav  or  another. 

First  of  all.  I  have  had  one  experience  with  dealing  with  a  nurse 
who  was  in  the  midst  of  a  severe  anxiety  reaction  because  she  had 
just  scrubbed  on  a  hysterotomy — which  is  a  small  Caesarean  section, 
if  you  will — abortion  where  tlie  baby  had  been  "aborted"  fully  alive. 
She  had  expressed  to  her  supervisor  prior  to  this  time  that  she  would 
assist  at  early  abortions  but  would  not  wish  to  assist  at  late  abortions. 

However,  one  day  there  was  no  other  nurse  around  to  assist  the 
pliysician  except  her,  and  she  was  asked  to  assist  at  a  late  abortion. 
The  physician  was  to  perform  a  hysterotomy  abortion  on  a  woman 
he  thought  was  16  weeks  pregnant.  However,  he  had  miscalculated, 
and  he  first  detected  that  she  was  20  weeks  pregnant  when  the  baby 
was  removed  from  the  uterus.  "When  asked  by  this  nurse  if  he  would 
send  the  child  to  the  nursery  for  care — and  in  this  hospital  there  was 
a  regional  intensive  care  nurserv  for  premature  infants — the  phy- 
sician stated  to  her  that,  since  this  baby  was  only  a  pathology  speci- 
men, it  would  be  sent  to  the  pathology  laboratories.  This  caused  the 
assisting  nurse  a  great  deal  of  despair  which  took  her  several  days  to 
come  out  of.  I  had  a  relationship  with  her  in  discussing  many  of 
these  problems  and  conflicts  which  she  had  in  her  mind. 

Similar  reports  of  these  kinds  of  staff  reactions  are  now  being  re- 
ported in  a  number  of  articles  in  the  medical  literature.  In  1  year 
alone  in  New  York  State,  over  1,800  of  these  so-called  living  abor- 
tions were  born  and  left  to  die. 

A  number  of  my  patients  have  indicated  to  me  that  abortion  is 
now  OK  because  it  is  now  lesal.  These  same  patients  are  verv  ignorant 
on  the  facts  of  biological  development  and  behavior  of  the  unborn 
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child  and  when  educated  upon  this  question,  they  themselves  begin 
to  question  not  only  abortion  but  also  a  legal  system  which  permits 
this  form  of  violence. 

Since  our  schools,  our  churches,  our  medical  institutions,  and  our 
physicians  are  not  adequately  educating  our  people,  we  cannot  under- 
estimate the  educational  value  of  the  law.  In  addition,  the  law  is  a 
reflection  of  our  societal  values,  and  at  the  present  time,  the  deval- 
uation of  intrauterine  human  life  is  the  imposing  morality  of  our 
day  with  its  effects  being  brought  upon  countless  numbers  of  ignorant 
women. 

I  do  not  mean  to  come  across  as  if  women  are  ignorant,  because 
they  certainly  are  not.  But  it  amazes  me,  totally  amazes  me,  how  little 
people  know — and  it  is  not  just  women,  but  men  as  well — know 
about  the  reproductive  process  and  the  growth  and  development  of 
the  unborn  child  within  the  womb.  I  think  we  have  assumed  they 
know  a  great  deal  more  than  they  do. 

I  have  also  seen  a  number  of  young  patients,  usually  in  the  15-  and 
16-year-age  group,  who  have  had  abortions  because  their  mothers 
pressured  them  into  it.  In  fact,  these  young  women  did  not  want 
abortions  but  did  not  know  exactly  how  to  oppose  their  parents' 
wishes.  This  I  like  to  call  the  unwanted  grandchild  syndrome,  be- 
cause it  has  a  great  deal  to  do  with  the  selfish  aims  of  their  parents 
who  are  unwilling  to  face  their  friends  because  their  young  daughter 
is  pregnant.  I  have  always  wondered  where  those  who  stand  so  stead- 
fastly in  favor  of  a  woman's  right  to  choose  were  when  these  young 
women  wished  to  choose  life  at  insurmountable  odds. 

Senator  Bath.  Doctor,  you  refer  to  a  number  of  young  patients, 
usually  aged  15,  16 — how  many  have  you  personally  treated? 

Dr.  HiLGERs.  I  think  that  perhaps  over  the  last  2  years,  three  or 
four  of  these  kinds  of  young  women  I  have  personally  dealt  with 
and  worked  with. 

As  the  next  part  of  my  testimony  indicates,  many  of  these  patients 
have  come  to  see  me  within  a  very  few  months  of  their  abortion  be- 
cause they  are  now  again  pregnant.  Their  youthful  honesty,  if  you 
will,  compels  them  to  explain  to  me  that  they  got  pregnant  to  make 
up  for  the  baby  that  they  have  already  lost.  This  time,  their  consti- 
tution is  much  stronger,  and  they  are  willing  to  face  any  odds  to 
carry  this  second  pregnancy. 

Now,  this  particular  situation  is  beginning  to  be  reported  also  in 
the  medical  literature  as  a  specific  kind  of  syndrome  called  atonement 
pregnancy. 

Young  physicians  who  wish  to  enter  residencies  in  obstetrics  and 
gynecology  are  increasingly  being  asked  their  stand  on  abortion.  I 
know  of  at  least  two  situations  where  these  young  physicians'  opposi- 
tion to  abortion  has  caused  the  institution  to  respond  negativelv  to 
them. 

In  one  of  these  situations,  the  young  woman  physician  was  grilled 
by  a  proabortion  member  of  our  faculty  regarding  her  opposition 
to  abortion  before  she  had  ever  filed  an  application  to  the  program. 
She  was  asked  such  questions  as,  would  you  perform  abortions,  would 
you  assist  at  abortions,  would  you  take  care  of  abortion  patients, 
would  you  work  in  a  hospital  that  did  abortions,  and  so  forth,  and 
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so  forth.  She  found  this  to  be  a  very  intimidating  experience,  quite 
unappropriate  to  her  application  to  a  residency  program.  And  be- 
cause it  was  such  an  intimidating  experience,  it  caused  her  to  look 
elsewhere  to  another  institution  for  such  a  position. 

Increasingly,  young  physicians  who  do  respect  unborn  life,  par- 
ticularly, are  being  weeded  out  of  training  programs  in  OB-GYN. 
Before  long,  a  woman  will  have  no  choice  but  to  have  her  baby  de- 
livered by  a  doctor  who  is  both  killer  and  healer  at  the  same  time. 

In  communities  all  across  the  United  States,  abortion  clinics  are 
springing  up,  often  run  by  physicians  who  border  on  the  incompetent. 

Now,  they  are  not  all  incompetent.  But  I  know  of  personal  ex- 
perience with  physicians  who,  as  far  as  my  expert  training  in  ob- 
stetrics and  gynecology,  could  be  classified  as  nothing  but  incom- 
petent. 

The  motivating  factor  which  underlies  their  involvement  appears 
to  be,  more  than  anything,  the  extraordinary  amounts  of  money  that 
can  be  made  through  the  operation  of  such  clinics.  Literally  hundreds 
of  thousands  of  dollars  a  year  are  made  by  individual  physicians  who 
operate  these  clinics.  Men  have  never  made  so  much  money  from 
women  controlling  their  own  bodies. 

Senator  Bath.  Let  me  just  go  back. 

Do  you  actually  believe  that  before  long  a  woman  will  have  no 
choice  but  to  go  to  a  doctor  who  is  both  a  killer  and  a  lifegiver  at  the 
same  time? 

Is  that  really  right  on  the  mark  ? 

Dr.  HiLGERS.  Mr.  Chairman,  I  have  not  had  the  opportunitv  to 
review  the  policies  of  all  of  the  programs  in  obstetrics  and  gynecology 
around  the  country,  so  I  do  not  want  to  make  a  really  general  state- 
ment. I  do  know  of  programs  where  this  does  not  make  any  differ- 
ence, and  the  people  who  oppose  abortion  can  still  get  positions.  I 
also  know  of  programs  where  this  is  becoming  a  very  important 
consideration  in  terms  of  the  applicant  and  whether  or  not  they  will 
accept  him  to  the  program  or  not. 

I  am  hoping  that  this  will  not  continue.  I  personally  feel  that 
one's  atttiude  towards  abortion  is  irrelevant  towards  the  acceptance 
or  rejection  of  a  position  in  obstetrics  and  gynecology.  I  think  that 
if  one  proceeds  through  such  a  program  and  learns  the  values  in- 
volved in  saving  and  working  with  both  unborn  and  born  human 
life,  that  they  will  come  to  their  own  judgments  in  this  regard. 

I  do  hope,  Mr.  Chairman,  that  it  never  comes  to  that,  but  I  do  see 
an  inclination  here  or  there.  What  I  present  to  you  there  are  simply 
the  experiences  that  I  have  had. 

In  my  experience  with  abortion  clinics,  most  of  them  demand  cash 
in  advance — which  always  seemed  ironical  to  me,  for  those  who  have 
always  wished  abortion  for  poor  people — they  advertise  their  facili- 
ties through  television,  radio,  billboards,  the  Yellow  Pages,  and 
rather  routinely  are  willing  to  abort  women  who  are  not  pregnant, 
as  you  have  heard  previous  testimony  already. 

Senator  Bx\th.  There  really  are  television  ads  saying,  Happy  Val- 
ley Abortion  Clinic,  reasonable  rates,  and  all  that  kind  of  business? 

Dr.  HiLGERs.  In  some  communities,  there  are  public  service  com- 
munity ads  about  the  number  to  call  for  getting  an  abortion.  They 
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are  particularly  on  young  rock  stations  to  which  young  people — in 
our  community,  particularly,  Toledo,  which  is  very  close  to  Detroit, 
one  of  the,  probably  the  most  popular  young  rock  stations  in  the 
community  is  constantly  broadcasting  commercials  for  the  abortion 
clinics  in  the  Detroit  area. 

Senator  Bath.  I  would  like  to  get  the  text  of  some  of  those  ads. 
If  you  can  help  us  by  defining  that  station,  doctor,  we  would  ap- 
preciate it. 

Dr.  HiLGERS.  Mr.  Chairman,  I  could  attempt  to  find  the  informa- 
tion for  you,  and  I  will  send  it  to  you  when  I  get  back  to  Toledo. 

Senator  Bath.  I  suppose  we  could  make  a  distinction  between  an 
ad  that  stresses  or  conveys  the  availabilit}^  of  services  for  counseling 
women,  young  or  old,  who  are  pregnant — and  one  that  urges  them 
to  get  an  abortion,  could  we  not? 

Dr.  HiLGERS.  I  think  that  when  these  counseling  services  have 
about  a  98  percent  track  record  of  getting  an  abortion  that  one  cannot 
separate  the  performance  or  the  advertising  for  abortion  from  the 
counseling.  That  is  very  difficult. 

As  I  was  about  to  say,  we  are  a  profession  in  medicine  where  ad- 
vertising has  long  been  considered  to  be  unethical.  We  do  not  see 
medical  institutions  advertising  themselves.  We  believe  in  the  con- 
cept that  one's  reputation  for  the  care  of  human  beings  from  a  med- 
ical standpoint  will  get  around.  People  will  get  to  know,  and  they 
will  come  to  you  by  reputation,  and  not  by  what  you  have  published 
in  the  local  newspaper  or  had  on  the  local  billboards. 

Senator  Bath.  I  would  like  to  get  that  information  as  to  exactly 
what  those  stations  say. 

Dr.  HiLGERS.  Yes,  sir,  I  will  do  that. 

I  talked  with  one  legal  abortionist  who  made  $36,000  in  onlv  6 
months  from  a  part-time  abortion  business.  This  was  about  2  vears 
ago,  when  I  was  picketing  the  American  College  of  OB-GYN  meet- 
ing in  Chicago,  and  we  got  into  a  number  of  discussions  with  some  of 
the  delegates  who  were  there.  One  of  these  was  a  young  doctor  who 
was  from  southern  California. 

Before  this  time,  I  had  believed  very  much  in  the  idealistic  ap- 
proach to  medicine.  I  really  could  not  imagine  that  a  physician  of 
any  kind  would  ever  be  involved  in  abortion  simply  because  of  the 
money.  After  talking  to  this  physician,  I  did  change  my  attitudes  in 
that  regard  considerably. 

He  made  it  perfectly  clear  to  me — it  just  amazed  me — that  such 
things  as  large  homes,  good  clothes,  fancy  cars,  sending  his  kids  to 
the  very  best  schools  in  the  East  were  reason  enough  to  get  involved 
in  this  business. 

Senator  Bath.  How  many  doctors  have  you  known  in  your  life- 
time? 

Dr.  HiLGERS.  How  many  doctors  have  I  known? 

Senator  Bath.  Yes;  and  how  representative  are  they  of  this  one 
fellow? 

Dr.  HiLGERS.  I  am  amazed,  Mr.  Chairman,  how  many  phvsicians 
today  are  practicing  medicine  for  monetary  benefit,  primarily. 

Senator  Bath.  Practicing  abortions  for  monetary  benefit? 

Dr.  HiLGERS.  No,  sir,  not  just  abortion,  but  medicine  in  general. 
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Senator  Bath.  I  see  nothing  wrong  with  making  money  as  a  phy- 
sician. It  is  a  side  benefit,  I  am  sure,  but  I  just  want  to  go  to  this 
one  question. 

How  many  do  you  know  that  are  really  going  out  there  and  just 
doing  this  on  abortions  ? 

Dr.  HiLGERs.  In  terms  of  abortion,  or  in  terms  of  a  general  state- 
ment about  physicians? 

Senator  Bath.  A  general  statement  about  physicians  who  are  prac- 
ticing abortions  just  to  make  money,  without  any  regard  to  the  moral 
aspect  and  healing.  If  you  can  heal  people  and  make  a  lot  of  money, 
I  see  nothing  wrong  with  that. 

Dr.  HiLGERs.  In  my  experience,  I  would  say  that  a  significant 
number  of  them,  at  least,  are  involved  in  it  as  one  of  their  prime 
reasons  because  of  the  money  that  can  be  made. 

Now,  I  do  not  for  a  moment  want  to  imply  to  this  committee  that 
every  abortionist  is  in  this  because  of  the  money,  because  I  do  not 
believe  that  that  is  true.  But  I  do  know  that  there  are  those  phy- 
sicians who  are  involved  for  that  specific  reason.  Some  would  put 
more  prime  importance  on  it  than  others  do. 

Senator  Bayh.  Excuse  me  for  interrupting. 

Dr.  HiLGERS.  I  might  add  that  consumer  magazines  are  now  giving 
consumer  reports  on  abortion  facilities  as  if  they  are  comparing  the 
latest  innovations  in  color  TV  sets  or  portable  radios.  Stock  can  now 
be  purchased  on  Wall  Street  in  outpatient  abortion  clinics. 

For  much  of  the  last  4  years,  both  at  the  Medical  College  of  Ohio 
and  Cook  County  Hospital  and  Rochester  General  Hospital  in  New 
York,  I  have  worked  primarily  with  the  medically  indigent.  I  find 
now  that  I  cannot  even  rely  on  the  help  of  social  workers  in  solving 
the  most  simple  problems  confronting  my  poor  patients.  The  solu- 
tion, they  tell  me,  is  abortion. 

I  have  a  number  of  contented  young  infants  and  pleased  mothers 
to  show  for  my  own  personal  efforts  to  help  them  with  their  non- 
medical problems.  I  would  not  and  will  not  accept  these  social 
workers'  advice.  But  a  physician  and  his  patients  should  not  have  to 
labor  under  their  unwillingness  to  be  constructive. 

At  Cook  County  Hospital,  which  is  one  of  the  largest  city  hos- 
pitals in  the  country,  located,  as  I  already  said,  in  one  of  the  largest 
urban  ghettos  in  the  United  States,  the  facilities  available  for  having 
a  child  are  absolutely  atrocious.  They  would  make  any  white,  middle, 
or  upper  middle-class  American  choose  another  hospital  without 
question.  But  Cook  County's  patients  have  no  such  option. 

Paradoxically,  it  took  the  administration  of  that  hospital  17  years 
to  get  that  hospital  cleaned,  painted,  and  the  beds  in  the  hallways 
removed,  but  it  took  only  7  days  to  set  up  a  smoothly  functioning 
abortion  clinic. 

More  and  more,  I  am  seeing  young  medical  students  and  young 
doctors,  young  nursing  students,  question  the  ethics  of  their  teachers. 
I  am  quite  certain  in  my  own  mind  that  young  people  intuitively  see 
this  violence  and  destruction  much  more  clearly. 

At  our  medical  school,  at  the  recent  graduation,  a  young,  newly 
graduated  physician,  elected  by  his  classmates  to  make  the  student 
commencement  address,  spoke  out  against  the  confusion  which  seems 
to  exist  within  the  inconsistent  value  system  of  modern  day  medicine. 
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What  makes  it  right  to  destroy  intrauterine  human  life  at  3  months 
while  caring  for  the  7-month  premature  infant  just  down  the  hall? 
Do  we  as  physicians  have  a  stable,  consistent,  reliable,  trustworthy 
role  in  society,  or  do  we  act  impetuously,  as  if  our  values  are  like  the 
flip  of  a  coin? 

I  need  not  go  into  great  detail  on  the  complications  of  abortion, 
the  medical  complications,  since  I  have  written  extensively  in  this 
area,  and  you  already  have  in  your  posession  two  such  documents 
that  I  have  written  in  that  area. 

However,  I  have  increasingly  seen  young  women  suffering  from 
both  physical  and  mental  complications  from  abortion.  And  in  many 
of  these  cases,  the  future  child-bearing  capacities  of  these  young 
women  are  markedly  altered.  And  frequently,  their  abortionist  phy- 
sicians have  denied  that  this  was  even  a  possibility  when  she  had  her 
abortion. 

We  are  also  all  learning  how  to  cope  with  the  new  wave  of  dis- 
honesty engulfing  our  profession.  I  have  had  abortionist  doctors  tell 
me,  in  an  academic,  learning  environment,  that  such  things  as  cer- 
vical hysterotomies — which  is  a  removal  of  the  child  by  splitting  the 
moutli  of  the  womb,  the  cervix,  and  then  removing  the  child  in  that 
way  through  the  vagina — that  a  cervical  hysterotomy  will  have  abso- 
lutely no  effect  on  a  patient's  future  childbearing  capability.  This 
is  simply  not  true,  and  the  patient  deserves  and  has  the  right  to  know 
better. 

An  extraordinary  act  of  dishonesty  was  the  amicus  curae  brief 
whicli  was  submitted  to  the  U.S.  Supreme  Court  on  behalf  of  the 
American  College  of  Obstetricians  and  Gynecologists,  the  American 
IMedical  Association,  the  American  Psychiatric  Association,  the  New 
York  Academy  of  Medicine,  and  181  medical  school  deans,  professors 
and  individual  physicians,  in  the  constitutionality  hearing  of  the 
Georgia  abortion  statute — and  Mr.  Chairman,  I  am  sorry.  There  is 
a  mistake  in  my  testimony.  The  American  Medical  Association  was 
not  a  coauthor  of  that  amicus  curae  brief. 

There  seems  to  be  little  question,  after  reading  Justice  Blackmun's 
majority  opinion,  that  this  amicus  brief,  submitted  by  people  of  both 
position  and  power,  greatly  influenced  Justice  Blackmun.  And  yet  it 
contained  unmitigated  lies.  These  were  of  particular  concern  to  me 
because  I  wrote  the  amicus  curae  brief  response  to  them  and  had  the 
opportunity  to  study  them  in  great  depth. 

I  call  them  lies  because  these  medical  associations  and  individual 
physicians  know  better.  The  brief  stated  that  "the  medical  procedure 
of  induced  abortion  is  potentially  23.3  times  as  safe  as  the  process  of 
going  through  ordinary  childbirth."  There  is  simply  no  basis  in  fact 
for  this  statement  or  ainy  statement  similar  to  it.  And  yet  the  great, 
overwhelming  safety  of  abortion  as  compared  to  normal  childbirth 
was  taken  as  gospel  by  Justice  Blackmun  forming  one  of  the  two 
main  arguments  buttressing  his  decision. 

Even  perhaps  more  interesting  than  this,  however,  is  the  recent 
redefinition  of  the  word  conception  by  both  Stedman's  Medical  Dic- 
tionary and  the  American  College  of  Obstetricians  and  Gynecologists 
Textbook  on  Terminology.  They  have  both  redefined  conception  to 
mean  implantation,  not  fertilization,  with  which  it  has  been  synony- 
mous for  decades. 
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There  is  little  question  that  the  move  to  redefine  pregnancy  began 
in  the  early  sixties  with  the  first  international  congress  on  the  intra- 
uterine device.  The  promoters  of  the  lUD  flatly  stated  that  the  plug 
would  not  be  accepted  by  third  world  countries  if  it  had  an  aborti- 
facient  label,  since  the  people  in  these  nations  by  and  large  oppose 
abortion. 

The  proceedings  of  these  international  symposia  are  available  for 
all  to  read.  They  wanted  to  define  pregnancy  as  beginning  at  im- 
plantation, thereby  avoiding  the  abortifacient  label  for  the  intra- 
uterine device,  which  even  in  those  days  was  surmised  to  work  by 
destroying  the  new  blastocyst  prior  to  implantation. 

Their  efforts  have  now  born  fruit,  for  now  conception  has  been 
redefined,  and,  therefore,  pregnancy.  But  this  sham  becomes  even 
more  disheartening  when  we  see  other  international  symposia  being 
conducted  on  the  preimplantation  stages  of  pregnancy. 

Please,  I  plead,  do  not  be  fooled  by  such  maneuverings,  because 
no  definition  is  a  substitute  for  knowledge. 

One  final  point  which  I  would  like  to  mention  is  the  inability  of 
abortionists  to  even  be  honest  about  what  they  are  doing.  I  see  on 
operating  schedules  such  things  as,  menstrual  irregularity,  D  and  C. 
Now,  a  D  and  C  is  not  indicated  for  menstrual  irregularity,  but  it 
should  read,  intrauterine  pregnancy,  D  and  C.  And  in  some  hospitals, 
it  is  just  listed  as  D  and  C,  and  a 'little  dot  is  put  by  this  is  to  indi- 
cate that  this  is  an  abortion.  I  have  yet  to  see  in  a  hospital  that  does 
abortions  an  accurate  listing  for  this  procedure. 

Does  this  not  seem  ironical  to  all  of  you  that  this  should  be  the 
rule  for  such  a  liberating  medical  procedure. 

I  have  presented  to  you  some,  not  all,  of  my  experiences  as  a  young 
obstretrician-gynecologist  with  legal  abortion.  These  are  true  in- 
stances, many  of  which  are  repeated  daily  all  oyer  America.  They 
need  to  be  faced  openly  for  they  represent  gross  injustice. 

In  the  last  4  years,  I  have  yet  to  see  a  woman  who  really  wants 
an  abortion,  in  spite  of  the  fact  that  I  see  pregnant  patients  nearly 
every  day.  This  is  not  to  say  that  I  have  not  had  patients  ask  me 
aboiit  getting  an  abortion.  But  I  spend  time  with  them,  I  talk  with 
them,  I  explore  their  real  feelings.  Usually,  as  it  turns  out,  it  is  her 
husband,  boyfriend,  parents  or  other  people  who  are  close  to  her  who 
are  pressing  her  to  abort. 

She  is  often  yearning  for  someone  to  support  her.  She  is  alone.  She 
has  been  socially  aborted  by  those  close  to  her  before  she  sees  me. 
She  is  afraid  and  bitter.  She  sees  herself  going  through  this  preg- 
nancy by  herself. 

And  she  should  not,  because  no  woman  should  have  to  go  through 
any  pregnancy  alone.  And  I  talk  to  her.  I  tell  her  that  she  need  not 
be  alone,  and  I  see  to  it  that  the  best  of  my  ability  she  is  not. 

But  I  am  horrified  to  think  of  how  many  young  women  are  irre- 
parably hurt  by  this  procedure  in  this  country  every  year.  It  literally 
blows  my  mind  to  think  of  all  the  healthy  young  children — with  their 
lives  ahead  of  them — that  we  are  destroying  each  year  in  the  United 
States.  I  grow  frightened  by  the  utilitarian  motives  which  underly 
the  new  and  violently  destructive  medical  ethic  which  is  sweeping 
our  Nation.  Now  we  have  euthanasia  to  look  forward  to,  and  as  I 
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mentioned,  at  least  nine  States  have  entered  legislation  to  legalize 
some  form  of  euthanasia,  and  the  promoters  make  no  bones  about 
their  intentions — positive  euthanasia  for  the  socially  undesirable. 

This  subcommittee  has  a  powerful  responsibility  before  it.  You 
must  sift  through  all  the  testimony,  all  of  the  rhetoric,  and  all  of  the 
emotion  before  you  can  reach  some  kind  of  decision.  But  in  your  de- 
liberations, I  would  like  you  to  remember  one  thing — you  cannot  have 
creative  social  change  without  a  fundamental  respect  for  human  life. 
If  we  are  to  improve  the  quality  of  life,  then  let  us  improve  it  for 
everyone.  Let  us  not  make  arbitrary  deletions  from  our  human  ranks 
to  make  a  quality  of  life  for  only  some. 

We  are  in  the  midst  of  a  kind  of  value  crisis,  more  severe  than 
any  ohter  crisis  our  Nation  has  known.  Much  of  this  crisis  revolves 
around  our  growing  lack  of  respect  for  each  other.  Our  Nation,  I  do 
not  think,  will  last  if  we  persist  in  these  attitudes. 

You  in  your  deliberations  must  come  to  the  realization  that  the 
right  to  live,  the  right  to  one's  very  own  existence,  is  the  substance 
upon  which  all  other  human  rights  are  based. 

I  mean,  how  can  black  people  be  given  the  right  to  use  public 
toilets  if  in  fact  there  are  no  black  people? 

Or  how  can  migrant  workers  have  the  right  to  a  decent  wage  if 
there  are  not  any  migrant  workers? 

How  can  any  person  pursue  liberty  and  happiness  if  he  has  no  life 
with  which  to  pursue  it? 

I  pray  that  you  will  see  the  denigration  of  life  which  exists  today 
in  our  Nation.  I  pray  that  you  will  have  the  courage  to  stand  up  to 
the  destruction  which  engulfs  us.  I  pray  that  you  will  have  the  cour- 
age and  the  wisdom  to  produce  a  total  human  life  amendment  to  the 
U.S.  Constitution  with  the  recommendation  for  its  passage. 

While  it  is  in  fact  not  the  final  answer  and  more  beyond  that  would 
have  to  be  done,  it  would,  I  think,  indeed  be  at  least  a  giant  step  for 
mankind. 

Thank  you  very,  very  much. 

Respectfully  submitted,  Thomas  Hilgers. 
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Research  has  shown  that  intrauterine  devices  (lUD)  have  an  anti-fertility  effect  in  every 
animal  species  tested.  However,  the  mechanism  through  which  such  devices  interrupt  the  re- 
productive process  seems  to  differ  from  one  species  to  another.'  It  is  not  possible,  therefore  , 
to  explain  the  mode  of  action  in  a  manner  that  applies  to  all  species  studied.  Furthermore,  the 
differences  in  the  anatomic  and  physiologic  features  of  the  reproductive  system  among  animals 
make  it  difficult,  if  not  impossible,  to  arrive  at  conclusions  applicable  to  man  yet  based  on 
studies  of  animals.'  Although  much  research  has  been  done  on  rats,  rodents, rabbits,  sheep, 
cows,  and  monkeys,  it  can  only  give  certain  clues  of  what  to  study  in  the  human  being.  Any  di- 
rect comparison  between  man  and  animals,  therefore,  is  always  of  questionable  relevance. 

This  discussion  will  be  devoted  to  the  extensive  research  that  has  been  conducted  in  human 
beings.  As  far  as  is  known,  no  such  review  has  ever  been  undertaken.  Animal  studies  will  be 
mentioned  only  when  they  seem  particularly  pertinent  from  a  historical  or  scientific  viewpoint. 

HISTORICAL  INTRODUCTION 

Intrauterine  devices  have  allegedly  been  in  use  to  control  fertility  for  more  than  2,000 
years.^  For  centuries,  Arabian  and  Turkish  camel  drivers  have  inserted  a  small  round  stone, 
the  size  of  a  kidney  been,  into  the  uterus  of  their  saddle  animals  prior  to  a  desert  trip.'  This 
has  been  said  to  repulse  the  advances  of  the  male  as  if  the  female  were  pregnant." 

In  1909,  Richter,^  a  German  physician,  first  described  the  insertion  of  two  or  three  strands 
of  silkworm  gut  into  the  human  uterus  for  birth  prevention.  His  work  went  almost  unnoticed. 

In  1916,  Dickinson'  predicted  that  a  simple,  safe, and  effective  intrauterine  device  eventually 
would  be  adopted  for  purposes  of  birth  control. 

It  was  not  until  1928,  however,  that  the  modern  history  of  lUD's  began.  In  that  year,  Grafen- 
berg,'  a  Berlin  physician,  reported  on  the  insertion  of  silkworm  gut  stars,  later  to  be  sup- 
planted by  silkworm  gut  rolled  into  rings  and  bound  with  silver  wire,  as  a  means  of  intrauterine 
birth  control.  In  1929,  he'  reported  on  2,000  insertions  of  his  new  device.  He  found  a  1.6% 
failure  rate  and  no  signs  of  the  device  causing  inflammation  of  the  uterus.  His  results  were 
significant  since  later  reports  of  similar  results  became  the  springboard  for  the  present  use  of 
lUD's. 

An  early  enthusiast  of  this  method  of  birth  control,  Leunbach,'  of  Copenhagen,  inserted  175 
rings  over  an  8-month  period  in  1929  and  1930.  His  enthusiasm  waned,  however,  and  he  rejected 
the  device  as  harmful  and  unreliable. 

Later  Haire'  ',  a  follower  of  Grafenberg,  ".  .  .used  the  ring  for  a  number  of  years,  but 'because 
of  the  possibility  that  it  may  be  an  unsuitable  method,  in  a  considerable  portion  of  women'  he  did 
not  recommend  it  in  his  last  article  written  shortly  before  his  death.  ..."  The  condemnation  of 
the  Grafenberg  ring  by  both  Haire  and  Leunbach  is  noteworthy  from  a  historical  perspective  be- 
cause they  had  actual  experience  with  the  device.  Tietze' ^  wrote  that  condemnation  came  only 
from  those  who  had  never  had  such  experience. 

In  1940,  in  a  speech  before  the  Obstetrical  Society  of  Philadelphia,  Kimbrough  and  Tompkins 
stated  on  the  basis  of  "dozens  of  unfavorable  reports,  the  use  of  an  intrauterine  foreign  body  .  .  . 
as  a  'contraceptive'  is  regarded  as  dangerous  practice  if  not  malpractice."   This  was  the  state 
of  things  until  1959. 
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In  1952,  the  Rockefeller  Foundation  founded  the  Population  Council,  whose  proposed  purpose 
was  to  study  population  growth  and  to  finance  studies  in  reproduction".  This  marked  the  official 
entrance  of  Rockefeller  money  into  the  fight  to  control  fertility.  Today,  the  Population  Council 
is  described  as  a  private  American  foundation  supported  by  the  Ford  Foundation,  the  Rockefeller 
Foundation,  John  D.  Rockefeller  III,  and  subsUntial  private  and  government  donations' ^  From 
1953  to  1964,  the  Council  put  over  $20  million  into  their  work'^. 

In  1957,  Alan  Guttmacher  was  approached  by  Mr.  Daniel  O'Connor,  an  economic  advisor   to 
the  government  of  Puerto  Rico,  about  the  use  of  the  lUD,  but  Guttmacher  was  not  receptive    be- 
cause he  thought  the  lUD  too  dangerous".  In  1959,  Dubrow  and  Guttmacher"  wrote  in  a  review  of 
contraceptive  methods:  "Intrauterine  devices  are  mentioned  only  to  be  thoroughly  condemned 
[emphasis  added]  because  of  their  ineffectiveness,  their  potential  source  for  infection  and  irri- 
tation, as  well  as  their  carcinogenic  potentialities." 

At  that  time,  because  no  American  physician  could  be  found  who  had  personal  experience  with 
the  method  and  who  was  willing  to  report  on  it,  the  editors  of  the  American  Journal  of  Obstetrics 
and  Gynecology  invited  Dr.  W.  Oppenheimer  of  Israel  to  contribute  an  article  on  the  subject' '. 
Oppenheimer's  contribution  coincided  with  a  paper  from  Japan  by  Ishihama'l  Guttmacher"  wrote 
later  that  "after  this  many  physicians  changed  their  attitudes  and  became  more  tolerant  toward 
the  concept  of  intra-uterine  contraception."  Because  Oppenheimer's  and  Ishihama's  reports  were 
said  to  show  that  the  lUD  was  safe,  effective,  and  reliable,  the  door  was  opened  for  a  "reevalua- 
tion'"'''V 

The  impact  of  these  two  studies  on  the  medical  acceptability  of  the  lUD  was  evidently  rather 
noteworthy.    Unfortunately,  the  advocates  were  careless  in  their  reading,  for  nothing  new  or  rev- 
olutionary had  been  added  to  the  already  existent  knowledge.    Oppenheimer's  report"  is  the  most 
glowing  report  ever  written  on  the  lUD.    The  author  was  overwhelmingly  complimentary  and    his 
statement  that  in  his  experience  of  866  insertions  he  considered  "the  method  absolutely  harm- 
less "  "  is  a  claim  that  was  never  before  made  and  has  never  been  made  since.    Quite  frankly, 
Oppenheimer's  assertion  has  never  been  substantiated  in  the  countless  number  of  similar  studies 
done  both  before  and  after  his  report. 

Ishihama'"  also  reported  his  extensive  experience  with  the  lUD  in  1959.    His  results  were 
really  no  different  from  those  reported  previously  and,  in  fact,  may  have  been  somewhat  worse 
than  what  Grafenberg  originally  reported''"'"*  .  Nonetheless,  it  was  on  the  basis  of  two  re- 
ports' '' ' ",  one  of  which  was  solicited,  that  the  Population  Council  began  to  make  its  decisions  and 
to  influence  the  world's  use  of  this  device. 

In  January  and  February,  1962,  Guttmacher"  was  sent  by  the  Population  Council  and  the  Inter- 
national Planned  Parenthood  Federation  to  study  conception  control  around  the  world.  When  he 
returned  to  New  York,  he  advised"  the  Population  Council    that  the  "best  chance  for  immediate 
success  lay  in  work  with  intrauterine  contraception,"  an  astounding  suggestion  from  the  same 
man  who  only  3  years  previously  had  soundly  condemned  such  practice. 

In  spite  of  the  obvious  contradictions  from  Guttmacher,  the  Population  Council  followed  his 
advice  and  held  the  first  International  lUD  Conference  April  30  to  May  1,  1962    .  The  meeting 
was  attended  by  40  people  from  11  countries"  .  The  Second  International  Conference  on  Intra- 
uterine Contraception  was  held  in  New  York  October  2  to  3,  1964,  and  was  attended  by  500  par- 
ticipants from  44  countries  "  . 
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In  this  latter  conference  discussion  was  begun  on  the  abortifacient  capability  of  lUD's.  Candid- 
ly expressing  that  an  abortifacient  label  would  be  detrimental  to  promoting  the  device  in  under- 
developed countries  like  Pakistan,  where  abortion  is  strongly  opposed,  the  population  planners 
began  to  redefine  abortion  and  pregnancy^". 

In  considering  redefinition,  the  likelihood  that  lUD's  destroy  blastocysts  prior  to  implantation 
led  the  planners  to  consider  defining  the  blastocyst  out  of  existence.    Pregnancy,  they  said,  should 
be  redefined  to  begin  at  implantation  '".^U  seems  that  all  subsequent  scientific  conferences  on  the 
"Preimplantation  Stages  of  Pregnancy"' 'were  to  be  considered  mere  fiction. 

Later,  a  scientific  group  of  the  World  Health  Organization  (WHO)  gave  careful  consideration 
to  the  proper  name  for  these  devices  '"  .  After  considering  such  names  as  "intrauterine  foreign 
body"  (lUFB),  "intrauterine  contraceptive  device"  (JUCD),  and  "intrauterine  device"  (lUD),  they 
unanimously  accepted  the  name  "intrauterine  device"  (lUD)  with  the  recommendation  that  it  be 
universally  used  in  the  medical  literature.    However,  most  articles  in  the  literature,  written 
primarily  through  grants  from  the  Ford  Foundation  and  the  Population  Council,  have  ignored 
this  recommendation  and  continued  to  use  intrauterine  contraceptive  device.  This  rhetorical 
ploy  is  in  direct  contradiction  to  the  mounting  scientific  evidence  that  the  principal  mode  of 
action  of  the  lUD  as  a  "contraceptive  device"  is  not  the  prevention  of  conception  but,  rather, 
the  destruction  of  the  human  blastocyst  prior  to  implantation  "" '     . 

ACTION  OF  THE  lUD 

Intrauterine  devices  used  in  humans  are  generally  composed  of  stainless  steel  or  mixtures 
of  polyethylene  and  barium  sulfate  ' .  The  barium  is  added  to  make  them    radiopaque .  Those 
being  fashioned  from  plastic  tubing  can,  as  a  result,  be  stretched  into  linear  form  and  threaded 
into  a  Teflon  tube.  This  catheterlike  tube,  with  the  bore  of  a  soda  straw,  can  be  passed  through 
the  cervical  canal  just  beyond  the  internal  os;  a  plunger  is  then  inserted  to  force  the  device 
into  the  uterine  cavity.  Since  moulded  plastic  has  "memory,"  the  device  can  be  reshaped  into 
its  original  form  after  being  discharged  into  the  uterus.  Today,  well  over  70  different  models 
of  lUD's  are  available'*  and  they  are  being  used  by  more  than  10  million  women"  . 

Other  substances  have  been  explored  for  use  within  the  uterus  to  prevent  pregancy  (e.g., 
copper  and  zinc).  However,  since  these  are  not  being  readily  used  and  are  not  yet  licensed  by 
the  FDA,  this  review  will  be  limited  to  the  so-called  inert  lUD's  (i.e.,    lUD's  made  of  inert 
substances  like  plastic  or  stainless  steel.)  However,  as  pointed  out  by  this  review,  these 
substances  are  far  from  inert. 

EFFECTS  ON  MENSTRUAL  CYCLE  AND  OVULATION 

Most  investigators  agree  that  the  lUD  does  not  interfere  with  or  inhibit  the  process  of  ovu- 
lation in  any  way  "  -  "  .    it  has  been  shown  also  that  the  menstrual  cycle  is  normal  in  length  in 
women  with  lUD's "  °.  This  finding  has  been  confirmed  by  endometrial  biopsies^  ' ' "    '■*     and  visu- 
alization of  corpora  lutea  at  laparotomy,  as  well  as  by  histochemical  studies  of  the  ovaries  '  . 
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Interesting  in  this  light,  however,  is  the  work  of  Faucher  et  al      .  They  noted  that  the  post- 
ovulatory  phase  of  the  menstrual  cycle  was  shortened  in  four  to  six  patients  studied  and  that  the 
urinary  pregnanediol  was  decreased  in  all  six  patients    ".  This  could  indicate  impaired  function 
of  the  corpus  luteum  and  might  implicate  a  luteolytic  function  to  the  lUD.  If  this  were  true,  it 
might  also  implicate  a  role  of  prostaglandins  in  the  mechanism  of  action  of  the  lUD.  Such  a  the- 
oretical possibility  has  been  mentioned  "  ^  but  as  yet  it  has  not  been  investigated.  If  such  a 
process  occurs,  it  would  disturb  the  precise  balance  that  is  necessary  for  implantation. 

CHRONIC  ENDOUTERINE  INFECTION 

The  possibility  that  chronic  endouterine  infection  may  play  a  role  in  the  mechanism  through 
which  the  lUD  works  has  been  investigated.  Microscopic  changes  in  the  uterine  lining,  previously 
thought  to  be  associated  with  chronic  infection  (chronic  endometritis),  have  been  reported  to  oc- 
cur in  varying  degrees.  A  Japanese  study  reported  74%  of  patients  wearing  lUD's  nad  signs  of 
acute  inflammation  while  only  19%  revealed  signs  of  chronic  inflammation" ". 

Most  American  studies  have  focused  on  the  incidence  of  a  chronic  inflammatory  process  in 
response  to  the  lUD  and  these  results  indicate  that  13  to  28%  of  women  with  lUD's  have  chronic 
endometritis "  '  t"  *  ^  ^  ».  One  study  from  Taiwan  placed  the  incidence  as  low  as  1.7%  "  " ,  but  this 
is  truly  out  of  line  with  other  similar  studies. 

When  other  investigators  have  attempted  to  determine  if  this  inflammatory  reaction  is  due 
to  infection,  they  have  concluded  that  it  is  not.    In  a  study  of  200  patients  Willson  et  al."  '    found 
that  the  presence  of  the  lUD  did  not  significantly  alter  the  bacterial  flora  of  the  endometrial 
cavity.    Mishell  et  al .  "  '  ""    found  some  cultures  to  be  positive  immediately  after  insertion  of 
the  device,  but  all  of  the  endometrial  cavities  examined  1  month  later  were  sterile. 

The  inflammatory  reaction  observed  in  about  20%  of  patients  is  not  thought  to  result  from 
infection  but  rather  from  a  reaction  of  the  endometrial  lining  to  the  chronic  presence  of  a 
foreign  body"'     .  In  any  event,  the  endometrial  lining  in  these  patients  is  altered  appreciably 
from  the  normal  and  it  is  conceivable  that  this  disturbance  may  prevent  the  blastocyst  from 
implanting " '  . 

THE  ROLE  OF  THE  FALLOPIAN  TUBE 

The  role  of  the  muscular  activity  of  the  fallopian  tube  has  also  been  studied  extensively  al- 
though inadequately.  In  the  normal,  nonpregnant  woman  without  an  lUD,  the  muscular  activity  of 
the  fallopian  tube  tends  to  be  low  in  the  preovulatory  phase  of  the  menstrual  cycle  ^°   .  After 
ovulation,  the  tubal  peristaltic  activity  tends  to  increase  while  the  uterus  is  quiescent.  When  the 
corpus  luteum  regresses,  the  tubal  activity  evolves  into  a  typical  menstrual  pattern  with  out- 
bursts of  increased  activity  occurring  at  short  intervals^"     .  It  is  due  to  this  diversity  of  effects 
that  transportation  of  the  blastocyst  by  tubal  peristalsis  is  accomplished  while  the  uterus  rests^   . 

In  1965,  when  Mastroianni  and  Rosseau^  '    reported  that  the  presence  of  the  lUD  in  superovu- 
lated  Macaca  mulatta  monkeys  was  associated  with  rapid  discharge  of  the  ova  from  the  tube  to 
the  uterus,  the  thought  that  lUD's  in  some  way  abnormally  increased  the  muscular  activity  of  the 
fallopian  tubes  became  the  commonest  theory  of  how  the  lUD  functions.  Mastroianni  and  Rosseau 
gave  monkeys  gonadotropins  so  that  they  would  ovulate  at  a  predictably  higher  rate.  Shortly  there- 
after, Kelly  and  Marston  "     reported  that  the  transport  of  ova  through  the  fallopian  tubes  oi 
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normally  cycling  rhesus  monkeys  was  not  affected  by  the  presence  of  a  foreign  body  in  the  uter- 
us .  It  seems  that  Mastroianni  and  Rosseau's  technique  of  giving  their  monkeys  gonadotropins 
stimulated  the  tubal  activity  that  they  originally  reported.  In  1967,  Mastroianni  et  al.  ^  '   re- 
peated their  study  in  normally  cycling  monkeys  without  exogenous  gonadotropin  stimulation  and 
obtained  the  same  results  as  Kelly  and  Marston.  This  put  to  final  rest  the  idea  that  increased 
tubal  activity  was  the  prime  mechanism  by  which  the  lUD  exerted  its  effects. 

The  actual  role  of  the  fallopian  tubes  is  difficult  to  state  precisely  at  this  time.  The  studies 
have  been  few  in  number  and  generally  of  poor  quality. 

In  1964,  Siegler  and  Hellman    ■*   reported  the  cases  of  three  patients  on  whom  they  conducted 
uterotubal  insufflation  after  2  months'  use  of  an  lUD.  Only  two  of  these  patients  were  in  the  post- 
ovulatory  phase  of  the  menstrual  cycle  and  their  results  indicated  that  no  mechanical  obstruction 
of  the  tubes  existed.  This  series  was  much  too  small  to  permit  any  decisive  conclusions  regard- 
ing tubal  physiology  in  the  presence  of  the  lUD. 

Ishihama  et  al .  ^  ^  reported  a  similar  investigation  of  30  patients  before  and  during  insertion 
of  the  rUD.  They  found  no  remarkable  difference  in  tubal  activity  between  the  two  groups.  They 
also  reported  their  findings  on  tubal  transport  of  a  radiopaque    dye  that  had  been  inserted  into 
the  tube  and  then  observed  via  cinesalpingography.  In  their  opinion  the  presence  of  the  lUD  did 
not  strongly  influence  the  muscular  contractions  of  the  fallopian  tube. 

In  1970,  Makhlouf  and  Abdel-Salam^'    reported  their  studies  of  uterotubal  insufflation  in  100 
women  5  days  after  menstruation.  They  found  that  the  strength  of  tubal  contraction  was  increased 
significantly  over  and  above  that   of  the  control  group  in  96%  of  patients  and  that,  in  accord  with 
this,  the  number  of  peristaltic  waves  was  increased  in  88%  of  their  patients  with  lUD's.  These 
changes  persisted  and  actually  increased  the  longer  the  lUD  was  in  place.  This  was  a  well-con- 
trolled study,  but  it  was  done  on  women  during  the  fifth  day  after  menstruation  or  during  the 
preovulatory  phase,  and  these  times  are  not  applicable  to  the  mechanism  of  action  of  the  lUD. 

In  1971,  Kamal  ^ '   reported  his  results  on  uterotubal  insufflation  in  50  patients,  some  of  whom 
had  had  an  lUD  inserted  for  2  to  3  years.  He  found  definite  impairment  in  uterotubal  function 
presenting  as  spasm  of  the  uterotubal  junction  or  the  isthmic  portion  of  the   tube.  These  changes 
returned  to  normal  after  the  lUD  was  removed,  which  indicated  that  the  lUD  was  the  cause.  Un- 
fortunately, no  mention  was  made  of  the  time  during  the  menstrual  cycle  when  these  observations 
were  obtained. 

While  the  specifics  of  tubal  physiology  in  the  presence  of  the  lUD  are  still  somewhat  unde- 
fined, the  work  of  Noyes  et  al.  ^  ^    sheds  definite  light  on  the  role  of  the  tubes  and  the  action  of 
the  lUD.  In  an  exhaustive  search  for  ova  in  the  human  uterus  and  tubes,  they  recovered  11  eggs 
from  92  patients  fitted  with  lUD's  and  only  12  from  161  women  without  lUD's^  "  .  This  difference 
was  not  significant  on  chi-square  analysis.  It  would  appear  that  the  tubal  transport  of  eggs  is  not 
appreciably  affected  by  the  presence  of  an  lUD. 
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THE  ROLE  OF  THE  MYOMETRIUM 

In  the  preovulatory  phase  of  the  menstrual  cycle  in  the  nonpregnant  woman  without  the  lUD, 
the  muscular  activity  of  the  uterus  tends  to  increase  progressively  with  a  period  of  stabilization 
just  prior  to  ovulation  ^     .  Shortly  after  ovulation,  there  is  a  period  of  2  to  5  days  of  uterine 
quiescence.  During  this  time,  implantation  is  possible  and  if  it  occurs,  uterine  quiescence  is 
maintained  by  the  corpus  luteum  of  pregnancy  ^  ° .  If  implantation  does  not  occur,  then  uterine 
activity  evolves  progressively  into  the  pattern  of  exaggerated  muscular  activity  which  is  typical 
at  the  time  of  menstruation  ^  °  . 

The  action  of  the  uterine  musculature  in  the  presence  of  the  lUD  is  considerably  clearer 
than  that  of  the  fallopian  tube.  Johnson  et  al .  ' '  reported  on  32  patients  in  whom  they  measured 
intrauterine  pressures  by  the  open-end  catheter  technique  of  Hendricks.  This  study  had  many 
drawbacks  and  their  conclusion  that  no  increase  in  uterine  muscular  activity  occurs  in  the 
presence  of  the  lUD  is  highly  questionable  in  view  of  later  reports. 

In  1967,  Bengtsson  and  Moawad  *"  reported  on  a  well-controlled  series  using  Hendricks' 
technique.  They  found  that  in  women  with  lUD's,  prelaborlike  uterine  contractions  begin  4  to 
5  days  after  ovulation  and  progress  to  full  laborlike  contractions  during  the  menstrual  period. 
This  activity  is  clearly  abnormal  and  coincides  with  the  transport  and  implantation  of  the  blasto- 
cyst.   They  felt  that  this  may  play  a  part  in  the  mechanism  of  action  of  the  lUD. 

Using  a  totally  different  technique,  Behrman  and  Burchfield  ' '   reported  in  1968  and  Behrman 
et  al.  *  ^   reported  in  1969  that  ,  after  ovulation,  the  uterus  entered  a  period  of  complete  qui- 
escence lasting  until  24  hours  before  the  beginning  of  the  next  menstrual  cycle.  The  differences 
between  their  results  and  the  results  of  Bengtsson  and   Moawad  '°  probably  were  due  to  the 
differences  in  the  sensitivity  of  the  two  techniques.  The  transducer  lUD's  used  by  Behrman  et  al_. 
probably  responded  to  only  local  changes  in  muscle  activity,  while  the  catheter  system  of 
Bengtsson  and  Moawad  measured  changes  in  the  cavitary  pressure  produced  by  the  entire 
uterine  musculature  *    . 

In  1970,  Moawad  and  Bengtsson  reported  on  the  long-term  effects  of  the  lUD  on  uterine 
musculature  ' '  .  In  women  who  had  been  using  the  device  for  at  least  3  years,  they  again  found 
prelaborlike  contractions  beginning  4  to  5  days  after  ovulation.    These  were  not  encountered  in 
patients  who  were  not  wearing  lUD's. 

These  studies  have  now  been  confirmed  by  the  Japanese  '  ^  who  also  found  prelaborlike 
contractions  in  the  postovulatory  phase  in  patients  with  lUD's. 

Serr  et  aL  *  °  found  increased  electric  activity  of  the  uterine  musculature  during  the  post- 
ovulatorjTphase  in  patients  with  lUD's.  This  activity,  which  probably  indicates  increased  uterine 
muscle  activity,  was  not  seen  in  controls. 

In  summary,  the  evidence  seems  to  be  strongly  in  favor  of  some  significantly  increased 
uterine  muscle  activity  in  patients  with  lUD's  during  the  time  when  implantation  would  occur. 
This  disturbance  may  indeed  lend  itself  to  an  interference  of  the  implantation  process. 
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EFFECTS  OF  INTRAUTERINE  DEVICES 

On  Sperm  Migration:  In  1964,  Malkani  and  Sujan*  '  did  hysterectomies  on  four  patients  who 
had  been  wearing  lUD's  for  10  days.    All  had  had  coitus  the  evening  before  the  operation.  In  all 
four  patients,  active  sperm  were  found  around  the  lUD  and  in  the  fallopian  tubes.  Morgenstern 
et  aL  '  °  corroborated  these  findings  in  a  similar  study  of  13  women.    These  patients,  however, 
had  been  wearing  the  lUD  considerably  longer  than  the  group  of  four.  Morgenstern  et  aL  con- 
cluded that  the  chronic  presence  of  an  lUD  does  not  prevent  transport  of  spermatozoa  to  the 
site  of  fertilization  in  the  fallopian  tubes.  They  did  find  a  low  sperm  concentration  in  the  tubes, 
but  concluded  that  this  is  similar  to  what  is  expected  in  women  without  lUD's. 

Brown  and  Allen  °'  artificially  inseminated  12  patients,  6  with  lUD's  and  6  without,  a  few 
hours  before  hysterectomy.  In  all  12  patients,  active  sperm  were  found  in  the  fallopian  tubes. 
They  concluded,  as  did  the  other  investigators,  that  the  presence  of  an  lUD  does  not  prevent  the 
ascent  of  sperm  to  the  site  of  fertilization.  Kesseru-Koos  '°  also  observed  this  pattern  of  sperm 
migration  and  no  one  has  described  contrary  results. 

On  Fertilization:  There  is  no  evidence  that  the  lUD  consistently  prevents  fertilization.  On  the 
other  hand,  it.  seems  likely  that  fertilization  occurs  with  normal  or  near  normal  frequency  in  the 
presence  of  the  lUD  ^     .  Noyes  et  al.^  e,  71,72    recovered  a  fertilized  egg  in  the  pronuclear 
stage  from  the  right  tube  of  a  patient  wearing  an  lUD  who  had  had  coitus  2  days  prior  to  hyster- 
ectomy. This,  in  conjunction  with  the  numerous  intrauterine  pregnancies  that  have  been  observed 
in  the  presence  of  an  lUD  (Table  1),  proves  that  conception  can  indeed  occur. 

Virkar       reported  the  case  of  a  woman  who  had  intercourse  with  the  lUD  in  place.  Shortly 
afterward,  she  had  the  lUD  removed  and  an  implanted  pregnancy  ensued.  He  stated  that  "this 
case  nicely  brought  out  the  fact  that  ovulation  and  fertilization  are  not  interfered  with,  but  it  is 
the  process  of  implantation  that  is  affected  by  an  intrauterine  device."  Other  investigators*" 
have  reported  the  same  observation. 

It  has  been  observed  that  the  incidence  of  tubal  pregnancy  in  a  given  population  of  women 
wearing  lUD's  may  be  somewhat  less  than  one  might  anticipate  ' '  ;  however,  the  number  of 
intrauterine  pregnancies  is,  by  comparison,  greatly  decreased.  This  fact  suggests  that  the 
primary  action  of  the  lUD  is  at  the  uterine  level  ^'    .  If  the  process  of  fertilization  were  inhibited, 
an  equal  decrease  in  the  number  of  tubal  pregnancies  might  be  expected.  Since  this  is  not  the 
case,  we  can  only  surmise  that  fertilization  takes  place  regularly  and  that  the  primary  action  is 
a  postconception,  intrauterine  one. 

On  the  basis  of  direct  intrauterine  observation  with  the  glass  fiber  hysteroscope  in  55  patients 
wearing  lUD's,  Sakurabayashi  et  ah  ■" '   concluded  that  the  "fertilized  ovum"  was  rapidly  expelled 
from  the  uterine  cavity.  They  observed  that  if  the  lUD  was  fitted  well  into  the  upper  part  of  the 
uterine  cavity  no  uterine  implantation  occurred  although  implantation  was  observed  in  the 
fallopian  tube.  Only  when  the  lUD  had  displaced  itself  to  the  lower  portion  of  the  uterine  cavity 
was  implantation  observed,  and  then  only  in  the  upper  portion  of  the  uterine  cavity.  This  most 
unusual  study  seems  to  implicate  a  directly  mechanical  component  to  the  mode  of  action  of  the 
lUD.  This  would  seem  likely  in  view  of  the  observation'^    that  the  efficacy  of  a  given  lUD  is 
directly  proportional  to  its  size  and  surface  area. 
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Marston,  Kelly,  and  Eckstein'"    found  that,  in  monkeys,  there  was  no  difference  between 
control  and  lUD  study  groups  in  the  rate  of  occurrence  of  fertilization.  The  fact  that  fertilization 
was  not  disturbed  in  the  presence  of  an  lUD  established  that  transport  of  sperm  was  adequate 
and  its  capacitation  was  not  hindered.  They  did  find  that  fertilized  eggs  entered  the  uterus 
normally  and  once  the  eggs  were  in  the  uterine  lumen  they  seemed  to  undergo  rapid  degeneration. 
This  study  is  thought  to  be  of  particular  importance  because  of  the  close  anatomic,  physiologic, 
and  phylogenetic  relation  between  monkeys  and  human  beings. 

On  Phagocytosis:  In  1968,  Virkar  and  Kelkar ' '  first  reported  the  existence  of  large  numbers 
of  active,  multinucleated  histiocytes  in  a  study  of  10  loopal  smears. 

In  the  same  year,  Israel'"  ,  also  from  India,  reported  a  much  larger  series  of  228  loopal 
smears  in  which  she  found  only  55  containing  multinucleated  histiocytes.  She  also  studied  65 
endometrial  aspiration  smears  taken  immediately  after  removal  of  the  lUD.  None  of  these 
smears  revealed  multinucleated  histiocytes.  The  majority  of  her  patients  were  long-term  users 
of  the  lUD. 

In  1970  attention  was  called  again  to  these  phagocytic  cells  in  a  study  of  37  loopal  smears    '    . 
Sagiroglu  and  Sagiroglu  noted  that  these  cells  were  numerous  and  most  of  them  were  small  and 
monocytic  shortly  after  insertion  of  the  lUD.  Only  after  the  lUD  was  present  for  longer  periods 
did  they  note  the  larger,  multinucleated  cells  '  ^  .    Contrary  to  Israel's  report,  this  was  a  con- 
sistent finding.    They'^    also  noted  some  phagocytosis  of  sperm.    Some  workers  have  interpreted 
this  to  be  the  mode  of  "contraceptive"  action  of  the  lUD.  However,  the  Sagiroglus  also  noted  the 
"collective  phagocytosis"  of  a  giant  material  (thought  to  be  an  ova  or  blastocyst)  by  the  macro- 
phages. This  finding,  it  seems  was  most  significant  because  they  outlined  as  follows  the  ways^ 
they  thought  the  macrophages  created  a  hostile  environment  mainly  for  the  fertilized  ova      '  "  . 

1)  With  the  presence  of  the  lUD  surrounded  by  millions  of  macrophages  in  the  endometrial 
cavity,  the  fertilized  ova  will  not  find  hospitality,  but  hostility. 

2)  Macrophages,  like  biologic  foam,  cover  the  surface  of  the  endometrium  and  isolate  it  from 
the  blastocyst,  thus  preventing  implantation. 

3)  When  a  fertilized  ovum,  as  a  giant  foreign  body,  enters  the  endometrial  cavity,  the  macro- 
phages actively  move  on  and  isolate  it  from  the  endometrium  by  a  firm  phagocytic  siege. 

4)  Macrophages  liberate  an  enzyme,  protease.  The  protease  content  of  uterine  fluid  is 
increased  twofold  in  the  presence  of  the  lUD.  This  is  significant  since  the  enzyme  protease  is 
a  powerful  lytic  agent.  The  zona  pellucida,  the  insulator  and  protective  membrane  of  the  ova, 
and  then  the  blastocyst  may  be  dissolved  or  degenerated  by  this  enzyme. 

5)  Spermatozoa  are  also  foreign  bodies.  In  the  presence  of  lUD's,  the  millions  of  macrophages 
may  incapacitate  some  of  them. 

It  has  been  shown  that  the  primary  cell  type  in  the  endometrial  aspirate  of  women  with  lUD's 
is  the  neutrophil  and  not  the  macrophage  '"    "  .  Moyer  and  Mishell  ''  think  this  indicates  that 
neutrophils  are  more  diffusely  distributed  throughout  the  uterine  cavity  while  the  macrophages 
are  more  adherent  to  the  plastic  lUD. 
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This  intrauterine  cellular  reaction,  which  is  evoked  by  the  lUD,  has  been  observed  in  all 
animal  species"  i '",'«,  'o  o_  Segal ^  ^  stated,  however,  that  it  is  ".  .  .  inadequate  to  create  a 
spermotoxic  environment  but  sufficient  to  prevent  nidation  of  normal  blastocysts  arriving,  on 
schedule,  from  the  oviducts."  This  is  supported  by  the  fact,  as  Moyer  and  Mishell  ' ''  pointed 
out,  that  the  cellular  degeneration  products  of  neutrophils  and  macrophages  are  "injurious  to 
the  unimplanted  embryo." 

On  Sperm  Capacitation:  Rosado  et  al.'  "'    observed  a  significantly  increased  concentration 
of  calcium  in  the  human  endometrium  of  females  wearing  an  lUD.  They  hypothesized  that  this 
may  inhibit  the  capacitation  process.  Interestingly  enough,  these  changes  were  observed  in 
biopsy  samples  of  the  endometrium  and  therefore  do  not  reflect  the  environment  through 
which  the  sperm  traverse  to  meet  the  ovum. 

Kar  and  co-workers'  °'    have  obsei^red  a  similar  increase  in  the  calcium  concentration  in 
the  endometrium  of  monkeys.  Since  it  has  been  shown  that  capacitation  is  unaffected  in  the 
monkey^  °,  one  can  assume  that  this  calcium  plays  no  significant  role. 

On  The  Endometrium:  Results  of  studies  on  the  endometrium  with  the  lUD  in  place  have  been 
somewhat  confusing  and  contradictory,  perhaps  because  the  material  for  study  in  the  majority 
of  cases  was  obtained  from  endometrial  biopsy.  This  presents  a  major  source  of  error  in 
sampling  because  biopsies  from  a  given  site  may  not  reflect  the  pattern  of  the  endometrium  as 
a  whole;  also,  it  is  a  blind  procedure  and  one  cannot  be  certain  of  the  actual  source  of  the 
specimen '  * , 

Nonetheless,  agreement  is  general  that  the  lUD  causes  transient  inflammation,  with 
increased  vascularity,  some  hemorrhage,  and  edema  of  the  area  of  the  endometrium  that  is  in 
direct  contact  with  the  lUD  ^  ■■ » ^  *  >  ■"  > "  ^  j""*)'  °  ^.''fij*  conjunction  with  this,  it  has  been  shown  that 
in  some  cases  the  lUD  iml>eds  itself  deeply  or  even  buries  itself  in  the  endometrium.  This  area 
underlying  the  lUD  shows  evidence  of  pressure  atrophy  with  compression  and  fibrosis'" ''  '"^-loi'^ 

Many  studies  have  been  conducted  to  determine  if  the  lUD  in  any  way  interferes  with  the 
normal  synchrony.  Some  reports  have  indicated  that  there  is  no  phase  discrepancy  in  the 
presence  of  the  lUD" '  '    '°'.  Many  more  investigators,  using  light  microscopy,  have  reported 
a  delay  in  the  histologic  maturation  of  the  endometrium.    They  have  found  a  preovulatory  type 
of  endometrium  in  the  postovulatory  period.' ''»^V''">''''>'<'3,io4,no,in  _  These  changes  seem  to 
be  particularly  obvious  in  that  area  of  the  endometrium  that  is  in  close  contact  with  the  IUD"''°*. 

2^,2  5 

Wynn  ,  using  the  electron  microscope,  described  changes  in  the  ultrastructure  of  the 

endometrium  which  would  indicate  premature  maturation.    He  found  ultrastructural  changes 
that  were  characteristic  of  those  found  several  days  later  in  the  normal  endometrium.    (He 
found  a  well-developed  nucleolar  channel  system  in  epithelial  nuclei  in  about  20%  of  preovulatory 
endometria,  and  predecidual  changes  in  alwut  25%  of  specimens  as  early  as  19  to  20  days.    The 
synchrony,  furthermore,  often  affected  the  stroma  more  than  the  epithelium^  ^'' °^  Tamada 
et  al.^*  in  Japan,  found  similar  results.    Wynn  and  Sawaragi'  °'  state  that  while  they  have 
interpreted  their  findings  as  a  premature  ultrastructural  development,  the  alternative  explana- 
tion would  be  retardation  of  histologic  development.    In  either  case,  the  evidence  strongly 
suggests  a  disturbance  in  the  synchrony  of  the  endometrial  and  ovarian  development  that  is 
normally  required  for  implantation  '  °  ° . 
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On  The  Endometrial  Fluid:  The  fluid  or  exudate  that  lies  within  the  endometrial  cavity 
surrounding  the  PUD  makes  up  the  milieu  to  which  the  blastocyst  must  enter.    The  biochemistry 
of  this  fluid  is  interesting. 

The  volume  of  the  fluid  is  greatly  increased  in  women  fitted  with  an  lUD,  and  especially  in 
those  who  have  symptoms  such  as  pain,  discharge,  or  bleeding  after  its  insertion^''"  .  This 
alone  has  been  thought  to  be  an  impediment  to  blastocyst  implantation  '". 

The  pH  of  the  fluid  has  been  found  to  be  decreased  in  one  study" 'and  unaltered  in  another^*. 

Kar  et  alj'*  consistently  found  large  increases  in  the  protein  and  nonprotein  nitrogen  concen- 
tration in  lUD-fitted  women  irrespective  of  the  stage  of  the  menstrual  cycle.  The  nonprotein 
nitrogen  was  primarily  urea'  '''>''^.  in  general,  these  increases  were  thought  to  lead  to  an 
increase  in  osmotic  pressure  of  the  fluid  rendering  the  milieu  unfit  for  survival  of  the  pre- 
implantation  blastocyst '  '\  More  specifically,  urea  is  known  to  be  disruptive  to  proteins,  and 
excessive  quantities  of  urea  in  the  uterine  fluid  of  women  fitted  with  the  lUD  are  almost 
certainly  detrimental  to  the  viability  of  the  preimplantation  blastocyst'  '''. 

Further  biochemical  changes  also  have  been  detected.    Persistence  of  positive  staining  of 
the  mucopolysaccharides  of  the  ground  substance  with  alcian  blue  up  to  day  20  to  24  of  the 
cycle  represents  a  failure  of  their  depolymerization  and  this  may  decrease  the  receptivity  of 
the  endometrium  to  the  blastocyst^''"". 

When  the  three  sugars:  hexose,  hexosamine,  and  hexuronic  acid  were  studied,  the  results 
suggested  that  the  lUD  shifted  the  normal  metabolic  pattern  of  the  endometrial  mucosubstances. 
This  may  indicate  a  suppressive  effect  of  the  lUD  on  glycogen  biosynthesis.    This,  too,  is 
important  in  the  anti-fertility  action  of  the  lUD  i  '  <>> '  ' '. 

In  an  absolutely  classic  study  of  the  biochemistry  of  the  human  endometrium,  Joshi  and 
Sujan-Tejuja'  '^,  from  India,  conducted  quantitative  assays  on  a  large  number  of  women  with 
and  without  the  lUD  in  order  to  establish  basic  cyclical  patterns.    They  studied  the  quantitative 
differences  in  deoxyribonucleic  acid  (DNA),  ribonucleic  acid  (RNA),  tissue  protein,  alkaline 
phosphatase,  and  acid  phosphatase. 

The  normal  changes  in  concentration  of  RNA,  DNA,  and  total  protein  are  considered  to  be 
indicators  of  the  action  of  estrogen  and  progesterone  on  the  growth  of  the  endometrium'  '  *  . 
A  comparison  of  these  growth-activity  indicators  revealed  that  endometrial  growth  during  the 
preovulatory  and  early  postovulatory  phases  is  actually  stimulated  by  the  presence  of  the  lUD. 
Moreover,  the  peak  concentration  of  RNA  in  the  endometrium,  which  normally  is  not  attained 
until  day  16  to  20,  actually  was  reached  during  days  9  to  13  in  the  presence  of  the  lUD,  indicating 
an  acceleration  of  growth.    Higher  concentrations  of  RNA  and  total  protein  in  the  endometrium 
of  women  using  an  lUD  were  found  to  be  maintained  even  during  days  21  to  24  when  the  growth 
activity  of  the  normal  endometrium  is  significantly  suppressed '  '*. 

Alkaline  phosphatase  and  acid  phosphatase  activity  also  showed  an  increase.    The  increase 
in  alkaline  phosphatase  activity  probably  reflects  the  participation  of  this  enzyme  in  tissue 
growth'  '^.  The  increase  in  acid  phosphatase,  a  hydrolytic  enzyme,  was  thought  to  represent  an 
increase  in  lysosome  function' '  °.    Lysosomes  generally  are  considered  to  participate  in  intra- 
cellular and  extracellular  digestive  processes. 
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Miscellaneous  Effects:  Some  investigators  have  detected  a  prolonged  or  elevated  secretion 
of  the  pituitary  hormone  oxytocin'  "  while  others  have  noted  elevated  blood  levels  of  this  same 
hormone  in  women  who  use  lUD's'  ^  °  .    This  may  indicate  some  systemic  effect  of  the  lUD  as 
opposed  to  a  completely  local  effect,  but  the  actual  significance  of  these  findings  still  is  not  well 
understood. 

IMPLANTATION  IN  THE  PRESENCE  OF  THE  lUD 

In  any  analysis  of  the  lUD  in  which  an  attempt  is  made  to  reach  conclusions  on  either  its 
contraceptive  or  its  abortifacient  nature  or  both,  one  must  look  carefully  at  those  cases  in 
which  implantation  is  known  to  occur  in  the  presence  of  the  lUD.    The  outcome  of  these 
pregnancies  is  of  considerable  significance. 

Table  1  is  a  list  of  the  individual  and  cumulative  experiences  of  18  different  investigators 
reported  in  the  medical  literature.    These  studies  were  randomly  selected.    The  only  selective 
criteria  were  the  accuracy  with  which  the  investigator  reported  the  total  number  of  pregnancies, 
the  number  of  spontaneous  abortions,  and  the  number  of  ectopic  pregnancies  that  occurred  with 
the  lUD  known  to  be  in  place. 

In  more  than  151,000  woman-months  of  use,  there  were  273  pregnancies  with  the  lUD  known 
to  be  in  situ.    Fourteen  of  these  were  still  in  progress  at  the  time  the  author  reported  his 
findings,  but  were  here  assumed  to  have  gone  full-term.    Of  these  273  pregnancies,  78  (28.6%) 
ended  in  spontaneous  abortion  and  23  (8.4%)  ended  in  ectopic  pregnancies.    Therefore,  a  total 
of  37.0%  of  all  these  pregnancies  ended  in  fetal  death. 

This  percentage  of  "fetal  wastage"  is  significantly  higher  than  in  women  not  wearing  lUD's. 
The  normal  incidence  of  spontaneous  abortion  is  thought  to  be  at  least  15%  of  all  pregnancies 
between  the  4th  and  20th  weeks  of  gestation'   '  " '  "(Table  2).    The  incidence  of  ectopic  gestation 
in  the  white,  middle  class  population  of  the  United  States  is  approximately  0.3%  (1:330)  and  in 
the  medically  indigent,  it  is  no  higher  than  1.0%  (1:100)'  ^\    It  is  the  contention  of  this  analysis 
that  the  substantial  and  only  difference  between  these  two  groups  is  the  presence  of  the  lUD  and, 
therefore,  the  increase  in  fetal  loss  is  directly  attributable  to  the  presence  of  the  lUD. 

Others  have  found  similar  results  but  have  not  taken  this  direction  of  thought.    Their  own 
data,  however,  substantiate  this  claim.    Tietze  and  Lewit  '^  ^,  reporting  on  782  uterine  pregnan- 
cies in  more  than  261,689  woman-months  of  use,  found  that  41%  of  542  pregnancies  with  the 
device  known  to  be  in  situ  ended  in  abortion.    Perkin'  ^  reported  that  36.4%  of  pregnancies 
occurring  with  the  device  in  situ  ended  in  abortion.    (The  number  of  pregnancies  was  not 
stated  in  this  report,  but  it  represented  a  substantial  experience  of  85,782  woman-months  of  use.) 

Both  of  these  reports  stated  that  their  data  do  not  indicate  the  incidence  of  induced  abortion. 
However,  of  the  240  pregnancies  that  occurred  in  Tietze  and  Lewit's  series' '  ^  in  which  the 
device  was  not  recovered,  only  33%  ended  in  abortion.  And  in  Perkin's  study '  %  only  25.8% 
of  those  in  which  the  presence  of  the  device  was  "unlikely"  aborted.  Given  a  distinct  separation 
into  two  groups,  one  with  lUD  and  one  without,  the  latter  should  serve  as  an  inbuilt  control 
series,  for  the  pregnancies  would  be  no  less  distressful  than  the  ones  with  the  lUD  in  place 
and  the  pressures  to  artificially  abort  would  be  the  same. 

In  the  simultaneous  presence  of  an  lUD  and  an  implanted  pregnancy,  one  can  expect  that 
in  at  least  10%  of  all  pregnancies,  spontaneous  abortion  will  develop  because  of  the  mere 
presence  of  the  device.  However,  the  percentage  may  be  and  most  likely  is  considerably 
higher  than  that.  The  absence  of  the  device  was  never  substantiated  in  either  Tietze  and 
Lewit's  or  Perkin's  series  and,  therefore,  an  untold  number  may  have  aborted  as  the  result 
of  the  hidden  presence  of  an  lUD.  One  must  also  take  into  account  the  tubal  pregnancies 
(8.4%)  that  result  in  de  facto  fetal  destruction.  This  increase  in  tubal  gestation  has  been 
reported  by  others^  ^>">'  "as  well. 
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In  support  of  this  concept,  Tischler  and  Kraus '  ^ '  reported  a  case  of  spontaneous  abortion 
in  which  the  lUD  had  entangled  itself  in  the  umbilical  cord  and  was  thought  to  be  the  cause  of 
fetal  death. 

In  reality,  the  thought  that  a  mechanical  object  in  the  uterus  may  be  a  cause  of  spontaneous 
abortion  is  nothing  new  in  medicine.    The  presence  of  a  naturally  occurring  mechanical 
obstacle,  such  as  a  submucous  myoma,  has  been  known  to  be  a  cause  of  habitual  spontaneous 
abortion ' ' '. 

In  addition  to  all  of  this,  if  an  lUD  is  inserted  into  an  already  pregnant  uterus,  it  has  been 
shown  to  cause  an  extremely  high  rate  of  spontaneous  abortion^"' '  ^  °.    Also,  if  an  lUD  is 
removed  from  an  already  pregnant  uterus,  there  is  a  substantial  increase  in  the  rate  of 
spontaneous  abortion  ".    Many  such  abortions  have  been  reported  "'^°''^° . 

SUMMARY  AND  CONCLUSIONS 

An  evaluation  of  the  studies  that  have  been  conducted  on  human  beings  to  elicit  the  mechanism 
through  which  the  lUD  exerts  its  effects  allows  one  a  better  understanding  of  its  mechanism  of 
action.    This  review  represents  that  kind  of  exhaustive  effort. 

It  is  certain  that  the  lUD  provokes  a  myriad  of  unnatural  effects  on  the  female  reproductive 
system.    These  effects,  working  in  unison,  undoubtedly  contribute  to  its  ultimate  action. 

The  lUD  does  not  interfere  significantly  with  the  menstrual  cycle,  with  ovulation,  or  with 
sperm  migration.    This  appears  well  settled.    There  seems  to  be  little  question  that  active 
sperm,  in  adequate  numbers,  do  reach  the  fallopian  tubes  where  fertilization  normally  takes 
place.    No  evidence  at  the  present  time  suggests  that  fertilization  itself  is  prevented  consist- 
ently.   On  the  contrary,  all  available  evidence  strongly  supports  the  concept  that  fertilization 
occurs  at  normal  or  near  normal  frequency. 

Present  knowledge  indicates  that  the  mechanism  of  action  of  the  lUD  is  focussed  in  the 
uterus.    The  effects  exerted  by  the  lUD  on  the  endometrium,  on  myometrial  activity,  and  on 
the  intrauterine  biochemical  and  biological  milieu  are  destructive  in  nature,  and  under  these 
conditions,  the  preimplantation  blastocyst  is  unable  to  survive. 

One  cannot  say  that  the  lUD  always  destroys  the  blastocyst  since  a  number  of  live-born 
babies  with  lUD's  implanted  in  their  placentas  speak  against  that.    At  the  same  time,  one 
cannot  say  that  fertilization  always  occurs,  for  certainly  one  could  make  a  case  for  occasional 
prevention  of  conception.    Nevertheless,  given  today's  knowledge,  it  is  evident  that  the  lUD 
exerts  its  birth-preventative  effects  primarily  through  the  destruction,  at  a  uterine  level,  of 
the  preimplantation  blastocyst.    In  addition,  it  is  clear  that  the  lUD,  in  the  small  number  of 
cases  in  which  implantation  is  allowed  to  occur  in  its  presence,  is  a  frequent  initiator  of  the 
abortive  process  and,  as  a  result,  well-developed  fetuses  are  aborted. 

In  light  of  current,  accepted  medical  definitions  of  contraception,  abortifacient,  pregnancy, 
conception,  and  abortion '  ^ ',  the  conclusion  is  that  the  primary  action  of  the  lUD  must  be  classed 
as  abortifacient. 
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TABLE  1  -  Results  of  18  Studies  of  Patients  With  lUD's 


Investigator   Year 

reported 


Total  Spontaneous     Ectopic 

pregnancies,  atX)rtlons         pregnancies 
lUD 


1971 
1970 


1970 
1970 


Vaughn  and 
Dominguez 


Solish  and 
Majzlin" 


YlosUIoetal.     1969 
Horne  and  1 969 


Spiral 
Coil 

Spiral 

Saf-t-coil 


Loop 
Spiral 


stated 
12,408 

1,902 
7,714 


1967 
1967 


Bow 
Loop 


Bow 
Saf-t- 


4,303 
2,460 


Ringrose  1 967 

Wajnlraub"         1967 
Blottand  1966 


Lippes"' 
Willson  et" 


1966 
1965 


Loop 
Ring 
Spiral 

Loop 
Spiral 


10,640 

12,921 

Not 
stated 

21,909 

5,606 


16 


41 


7  (3)* 
23  (2)' 


1962 


Ring 
Ring 


1,252 


Total 

Percent  of  total  pregnancies 

Combined  percentages 


I  parentheses  indicate  pregnancit 


I  progress.   The  numtier  is  included  in  the  total 


tAdditional  pregnancies  terminated  by  legal  abortion.    The  numbers  were  not  included  in  the 


tTotal  woman-months  is  greater  than  is  shown  because  the  numbers  ^ 
studies.    Blott  and  Radclilfe  alone  reported  1,884. 


!  not  stated  in  two 


TABLE  2  -  The  Risk  of  Spontaneous  Abortioi 
Investigator  Year 

Warburton  and  Fraser  1964 

Erhardt  1953 

Tietze  1953 


I  Pregnant  Women 

Percentage  of  spontaneous  aborti< 
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Senator  Bath.  Thank  you,  Doctor.  I  appreciate  your  prayers.  You 
pray  that  we  will  have  the  courage  to  be  unpopular. 

Just  what  does  that  mean? 

Which  side  of  the  issue  does  one  come  down  on  if  he  has  the  cour- 
age to  be  unpopular? 

Dr.  HiLGERs.  I  think  that  if  one 

Senator  Bath.  I  just  wondered  if  maybe  both  sides  might  be  pray- 
ing the  same  thing. 

[General  laughter.] 

Dr.  HiLGERs.  I  think  if  one  watches  television  and  reads  the  news- 
papers, Mr.  Chairman,  it  would  appear  that  the  popular  position 
today  is  the  position  which  favors  abortions,  not  the  one  that  opposes. 

Senator  Bath.  Perhaps  if  you  have  a  little  time  this  afternoon, 
you  would  like  to  go  through  some  of  my  mail. 

Dr.  HiLGERs.  But  Mr.  Chairman,  that  does  not  reach  the  news- 
papers. I  wish  it  did. 

Senator  Bath.  Well,  I  hope  we  have  the  courage  to  do  the  right 
thing. 

Would  you  tell  me  exactly  what  you  mean  by  the  total  human  life 
amendment  ? 

Dr.  HiLGERs.  I  think  the  amendment  should  include  all  of  life  from 
the  beginning  to  the  end,  from  conception  until  natural  death.  I  think 
that  the  road  to  euthanasia  is  being  laid.  I  think  this  has  to  be 
seriously — I  think  this  committee  has  to  seriously  consider  this  area, 
and  that  this — perhaps  we  can  be  one  jump  ahead,  if  you  will. 

Senator  Bath.  My  staff  advises  me,  am  I  accurate,  that  you  sub- 
mitted an  article  for  the  Eecord  relative  to  the  lUD  ? 

Dr.  HiLGERs.  Yes,  sir.  I  did. 

Senator  Bath.  It  is  my  understanding  that  you  believe  this  device 
is  an  abortifacient. 

Dr.  HiLGERs.  Yes,  Mr.  Chairman.  The  paper  that  I  have  submitted 
to  you  is  the  first  such  paper  that  I  am  aware  of  which  has  been  pub- 
lished that  devotes  its  attention  to  primarily  the  mechanism  by  which 
the  intra-uterine  device  works,  and  has  also  devoted  its  attention  to 
those  human  studies  that  have  been  done,  those  studies  that  have 
been  done  on  human  beings.  There  are  a  number  of  studies  that  have 
been  done  that  have  looked  at  animal  studies  and  how  it  works  on 
rabbits  and  rats  and  other  kinds  of  laboratory  animals.  But  this  ap- 
proaches the  problem  from  human  studies  that  have  been  done  in 
this  area. 

It  is  my  conclusion  that  one  cannot  focus  on  a  specific 

What  is  the  word  I  want  to  use? 

Well,  let  me  switch  that  around  and  say,  the  intrauterine  device 
makes  its  effect  known  through  a  myriad  of  processes.  But  the  effect 
is  one,  its  primary  effect  is  one  of  destroying  the  blastocyst  as  it  ap- 
proaches the  uterine  cavity.  But  it  does  this,  it  provokes  this  action 
through  a  number  of  interrelated  things. 

It  makes  the  uterus  contract;  it  changes  the  biological  and  bio- 
chemical milieu  of  the  intrauterine  cavity  to  the  point  that  it  is 
hostile  to  the  blastocyst ;  a  whole  number  of  this  kind  of  things,  that 
when  you  put  it  all  together  lead  to  only  one  conclusion,  and  that  is 
that  it  destroys  the  preimplantation  blastocyst. 
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Senator  Bath,  And  your  human  life  amendment,  or  the  amend- 
ments that  are  iDresent  before  us,  would  make  it  unconstitutional  for 
a  woman  to  use  an  lUD  ? 

Dr.  HiLGERs.  From  my  viewpoint,  I  think  so,  Mr.  Chairman.  Let 
me  say  that  whenever  we  deal  with  law  we  have  to  have  the  opinion 
of  the  scientific  community  in  general.  It  is  quite  possible  that  my 
paper  will  not  stand  up.  I  think  it  will  because  I  think  that  a  number 
of  other  people  have  also  stated  the  same  thing. 

But  the  issue  really  is  not  the  intrauterine  device;  the  issue  is  the 
wave  of  the  future  as  far  as  abortions  are  concerned.  When  we  talk 
about  prostaglandins  or  morning-after  pills,  or  intrauterine  devices, 
or  some  newly  developed  techniques  on  ultrasound  and  ultrawave 
abortions,  we  are  talking  about  early  abortion.  We  are  talking  about 
essentially  microscopic  abortion.  And  I  think  that  we  have  to  look 
at  that.  We  have  to  confront  that  issue. 

Senator  Bath.  So  the  best  answer  to  my  question  is  yes? 

Dr.  HiLGERs.  Yes,  sir ;  it  is. 

Senator  Bath.  The  same  would  apply  to  the  morning  after  pill  ? 

Dr.  Htlgers.  Yes,  sir. 

Mr.  Chairman,  we  have  technology  available  to  us  in  our  society 
today  to  develop  very  good  means  of  family  planning  that  do  not 
have  to  require  the  destruction  of  new  life,  but  can  prevent  that 
new  life  from  coming  into  existence  to  begin  with.  And  if  people  are 
interested  in  making  that  decision,  I  think  they  should  be  allowed 
to. 

But  I  do  not  think  we  have  to  use  technology  ever,  for  that  ma,t- 
ter,  to  destroy  life.  And  this  is  perhaps  just  another  example  of  it. 

Senator  Bath.  Now,  are  you  talking  about  chemical  or  medical 
efforts  to  prevent  conception  or  natural  methods  to  prevent  concep- 
tion? 

Dr.   Hilgers.   Mr.   Chairman,    I    am   actually   considering   both. 

Senator  Bath.  Let  me  be  more  specific,  because  one  of  the  purposes 
of  these  hearings  regardless  of  the  personal  consequences  on  me,  is  to 
fully  realize  the  full  and  complete  impact  of  whatever  direction  we 
may  move.  I  would  be  willing  to  bet  everything  I  own  that  of  the 
several  million  women  who  use  the  lUD  device  now,  a  large  per- 
centage of  those  people  have  no  idea  that  it  is  an  abortif acient.  Let 
me  rephrase  that  second  question: 

Would  you  be  opposed  to  unnatural  or  medical  or  scientific  or 
drug-related  efforts  to  alter  the  natural  course  of  the  sperm  and  the 
eg^  after  intercourse? 

Dr.  Hilgers.  That  were  truly  contraceptive,  you  mean,  as  opposed 
to  abortif  acient  ? 

Senator  Bath.  Yes,  sir. 

Dr.  Hilgers.  Mr.  Chairman,  I  am  not  opposed  to  the  development 
of  these  kinds  of  methods.  I  feel  that  if  any  individual  couple  has 
the  choice  to  select  the  kind  of  preventive  family  planning  which 
is  within  either  his  religious  or  moral  beliefs,  wherever  they  come 
fiom,  I  personally  would  choose  a  natural  method  at  the  present 
time,  simply  because  I  do  not  like  to  have  my  wife  polluted  with 
birth  control  pills,  and  the  intrauterine  device  is  not  all  that  well 
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liked  by  a  large  number  of  women.  30  to  40  percent  of  them  have 
to  have  it  removed  within  a  year  because  of  bleeding  or  pain  or 
infection  of  one  sort  or  another. 

There  are  complications  with  all  of  these,  and  I  think  that,  as 
I  alluded  to,  we  should  not  lose  faith  that  with  our  technology  and 
our  ability  to  study  reproduction,  that  we  could  provide  alternative 
methods  than  what  we  have  available  today. 

Senator  Bath.  As  a  layman,  may  I  ask  you  as  a  doctor  who  has 
studied  this  in  some  detail,  if  a  married  couple  came  to  you  and 
asked  for  your  professional  advice  on  a  product  or  a  substance  today 
to  prevent  life  from  being  formed,  could  you  in  good  conscience 
recommend  the  intrauterine  device  to  them  ?  If  not,  what  product  or 
products  could  you  recommend? 

Dr.  HiLGERS.  There  are  a  number  of  products  available  that  are 
contraceptive,  if  you  will— the  use  of  diaphragms  and  jellies,  con- 
doms, are  all  contraceptive  in  their  effects.  The  relatively  high 
dosage,  if  you  will,  birth  control  pills  prevent  ovulation  and  pre- 
vent conception,  and  are  therefore  contraceptive.  There  are  methods 
of  natural  family  planning  which  are  also  contraceptive. 

The  intrauterine  device  does  not  fall  under  that  category,  as  does 
the  morning  after  pill  that  is  being  used  now,  or  the  prostoglandins. 
I  do  not  know  if  that  is  answering  your  question. 

Senator  Bayh.  Would  you  put  some  of  the  more  traditionally 
described  birth  control  pills  that  prevent  ovulation,  in  that  category? 

Dr.  HiLGERs.  Right.  If  someone  were  asking  me  the  question  as  you 
posed  it,  that  is  the  way  I  would  answer  it. 

Senator  Bath,  We  have  already  kept  all  four  of  you  gentlemen  on 
for  a  long  period  of  time,  but  let  me  ask  two  or  three  other  questions 
here. 

I  am  concerned  about  Dr.  Hilger's  feeling  that  there  is  no  choice 
as  far  as  future  generations  of  physicians  being  allowed  not  to 
perform  abortions.  Now,  let  us  get  down  to  some  specifics. 

Dr.  Chamblee,  what  is  the  situation  in  the  South  Bend  hospitals? 

Are  abortions  being  performed  in  South  Bend  hospitals? 

Dr.  Chamblee.  Not  at  the  present  time,  I  do  not  think  there  has 
been  over  one,  maybe,  in  about  3  years  performed,  based  on  the — 
before  the  Supreme  Court  decision,  to  save  the  life  of  the  mother. 

Senator  Bath.  Why  is  this? 

Dr.  Chamblee.  Because  of  the  attitude  of  physicians,  I  guess  for 
the  most  part,  and  I  think  most  people  really  when  they  talk  about 
abortions  and  physician  concerns  are  thinking  in  terms  of  general 
practicers  and  Ob-Gyn  men.  But  we  had  a  very  interesting  observa- 
tion about  February  of  this  year,  in  one  of  the  Protestant  hospitals. 
There  are  two  Protestant  hospitals.  One  is  osteopathic,  which  out- 
right refused  to  do  abortions  for  any  reason;  and  two  Catholic 
hospitals,  which  of  course  refused  to  do  abortions,  and  the  third  is 
the  Protestant  hospital  in  the  community,  in  which  a  staff  vote  was 
taken  as  to  whether  or  not  abortions  on  demand  would  be  done  in 
their  hospital,  and  the  proabortionists  lost  by  3  to  2. 

One  of  the  interesting  observations  was  that  about  70  percent  of 
the  obstetricians   decided  that  they   would   not   do   abortions,   but 
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felt  that  they  could  not  in  most  instances  make  this  decision  for 
others.  Secondarily,  most  of  the  fight  was  led  by  people  who  were 
interested  in  the  dignity  of  life.  They  were  orthopaedic  surgeons, 
generalist,  internist,  deruatulogist,  etcetera,  neurosurgeons,  plastic 
surgeons,  cardiovascular  surgeons  who  voted  as  attending  staff  mem- 
bers that  abortions  would  not  be  performed  in  the  hospital  other 
than  the  Ob-Gyn  group. 

So  we  have  no  hospitals  in  South  Bend,  which  serve  a  community 
of  about  200,000  people,  in  which  abortions  are  now  being  per- 
formed. 

Senator  Bath.  I  do  not  want  to  get  two  physicians  at  logger 
heads  here.  But  I  have  been  sort  of  amazed,  as  v/ell  as  distressed, 
at  the  fact  that  you  do  have  the  whole  spectrum  of  thought  covered 
on  this  issue.  So  let  me  just  go  to  specifics.  Each  of  you,  of  course, 
are  testifying  relative  to  your  own  individual  experiences,  and  ex- 
periences being  different,  answers  can  be  different. 

But  do  you  sense  in  your  experience  with  young  doctors  that  they 
are  being  intimidated  to  the  point  that  we  are  going  to  have  a  whole 
new  wave  of  physicians  that  are  not  able  to  make  a  moral  choice  on 
this  subject? 

Dr.  Chamblee.  I  see  it  from  another  sense.  I  have  been  disturbed 
by  the  fact  that  most  of  the  medical  procedures  that  are  performed 
in  a  community  in  the  medical-legal  sense  are  based  on  precedents. 
For  example,  in  order  to  do  a  procedure  as  a  physician  in  a  com- 
munity there  has  to  be  an  accepted  medical  precedent  established 
for  that  community.  I  think  some  day  in  the  future  we  are  going  to 
have  to  deal  with  problems  in  whic'^  the  selected  methods  of  treat- 
ment for  a  specific  disease  is  to  abort  the  mother  of  her  fetus. 

Then  we  are  going  to  have  the  medical-legal  problem  of  not  hav- 
ing done  the  procedure  in  accordance  with  the  precedent  by  which 
this  procedure  was  established.  So  we  are  going  to  have  some  medical- 
legal  repercussions  about  not  treating  a  patient  in  the  manner  in 
which  our  community  of  physicians  accept  as  the  method  to  treat, 
which  means  that  if  I  decide  that  I  am  not  going  to  abort  a  patient 
or  even  give  a  patient  abortion  advice  or  counseling  because  of  some 
illness  of  some  sort,  then  I  am  in  a  real  medical-legal  dilemma  and 
am  guilty  of  malpracitce  because  of  not  having  performed  the  tech- 
nical procedure  which  I  dp  not  believe  in  but  which  is  the  accepted 
method  of  treatment. 

I  think  this  came  up  about  2  years  ago  here  in  Washington,  D.C., 
and  I  cannot  document  this  as  to  date  and  place.  I  remember  reading 
it,  in  a  news  release  about  a  government  hospital,  where  one  medical 
physician  because  of  his  religion  had  decided  not  to  give  a  patient 
abortion  counseling  in  a  military  hospital,  and  because  of  this  he  was 
punished  under  the  104th  Article  of  War,  because  it  was  the  accepted 
method  of  medical  practice  at  that  point  here  and  in  all  military 
bases  to  at  least  advise  patients  in  terms  of  abortion.  And  I  can  see 
this  in  a  general  sense,  as  we  go  along  with  other  people  living  in 
the  civil  community. 

Senator  Bath.  Let  me  ask  this.  It  is  partially  procedural,  and  yet 
it  is  partially  a  moral  question.  All  four  of  you  gentlemen  are  ex- 
pert physicians,  experts  in  your  area.  You  are  all  opposed  to  abor- 
tion. 
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But  do  all  of  you  generally  agree,  in  those  instances  where  the 
life  of  the  mother  is  endangered — you  mentioned  cancer  in  the 
fallopian  tube  situation— is  that  a  proper  place  for  abortion? 

Do  you  all  four  agree  on  that  ? 

I  do  not  recall  what  Dr.  Chamblee  said. 

Dr.  Chamblee.  I  did  not  say,  Senator  Bayh.  I  have  never  had  to 
face  this  as  a  part  of  my  responsibility  to  the  patient.  I  have  seen 
abortions  as  a  secondary  surgical  procedure  while  doing  something 
in  the  sense  of — I  might  mention  for  the  benefit  of  the  record,  first 
of  all,  I  am  a  generalist.  I  am  not  an  Ob-Gyn  man,  and  in  my  ex- 
perience both  here  and  in  Africa,  I  had  to  perform  some  50  Caesar- 
ian sections.  So  I  think  I  have  some  sort  of  qualifications  in  this 
area  of  practice,  any  number  of  gynelogical  procedures,  I  have  per- 
formed. 

But  I  have  never  had  to  face  this  as  an  issue  in  which  I  had  to 
make  a  decision  about  the  life  of  the  mother  or  the  baby,  except  in 
tubular  pregnancies  and  this  sort  of  thing.  I  think  over  there  I  saw 
one  tubular  pregnancy  and  one  aborted  tubular  pregnancy,  which 
I  had  to  do  something  about— the  problem  itself  was  bleeding  and 
hemorrhage  that  required  surgery  in  order  to  save  the  life  of  the 
mother,  and  of  course  in  this  procedure  the  baby  died.  I  have  never 
had  to  face  the  issue  in  other  circumstances. 

I  did  say  at  the  outset  that  I  have  always  had  compassion  for 
some  problems  that  may  occur  in  the  medical  section  to  people.  But 
I  do  not  really  think  I  would  respond  to  saving  the  life  of  the  mother 
as  a  potential  situation.  I  just  have  never  seen  it. 

I  can  understand,  of  course,  when  a  situation  may  occur  as  in  the 
cancer  of  the  cervix.  I  think  here  you  do  a  procedure  to  remove  the 
cancer  and  you  abort  the  baby  as  a  secondary  factor.  I  have  never 
had  to  consider  a  big  baby  that  we  were  going  to  have  to  destroy 
in  extracting  it  from  the  mother  in  order  to  save  the  baby's  life. 

I  have  never  had  to  consider  any  of  these  procedures,  prolonged 
labors,  and  the  baby  is  too  big,  the  mother  is  too  small,  because  you 
can  always  back  up  in  labor,  at  any  stage  and  use  Caesarian  sections 
even  in  far  advanced  stages  of  labor.  So  I  have  never  really  had  to 
face  this  condition. 

Senator  Bath.  Let  me  ask  you  this.  Here  again,  it  is  an  effort  to 
try  to  determine  how  something  becomes  operative  as  a  constitutional 
amendment,  how  it  really  affects  people.  This  is  what  we  are  trying 
to  determine.  Let  us  assume  the  provisions  of  the  Buckley  amend- 
ment which  permit  an  abortion  only  to  save  the  life  of  the  mother. 

How  do  we  police  that  kind  of  situation? 

Is  this  a  matter  of  conscience  between  the  doctor  and  the  mother? 

Does  the  Governor  appoint  a  State  board? 

Does  the  mayor  or  the  county  commissioner  or  the  South  Bend 
Medical  Association  appoint  a  board  to  make  this  determination? 

Do  we  have  a  Federal  agency,  or  State  or  local  governmental 
agency  to  make  that  determination? 

Suppose  that  board  decides  no,  and  yet  the  doctor  of  the  patient 
decides  yes? 

In  short,  how  do  we  implement  it  from  a  practical  physician's 
standpoint  ? 


532 

Dr.  CoLLiTON.  Mr.  Chairman,  I  think  that  that  question  is  one  of 
the  difficulties  that  are  imposed  on  your  committee  and  upon  differ- 
ent legislatures  as  they  pass  implementing  legislation  for  it,  that 
is  mandated  human  life  amendment,  you  will  have  to  hassle  this. 

From  the  point  of  view  of  the  practice  of  medicine,  as  Dr.  Cham- 
blee  said,  this  decision  of  life  for  the  mother,  death  for  the  baby, 
where  it  might  be  in  conflict,  is  for  practical  purposes  a  nonexistent 
entity  except  for  the  instances  cited.  The  courses  of  actions  that 
physicians  have  traditionally  taken  in  trying  to  dc  everything  they 
can  to  preserve  the  life  that  is  in  front  of  them,  the  mother's  life, 
leads  to  artificial  termination  of  pregnancy  when  it  is  a  bleeding 
tubular  pregnancy,  and  so  forth. 

But  there  is  not  and  has  never  been  any  legal  prosecution  of  a 
physician  for  this  kind  of  conduct  under  the  classical  abortion  laws 
that  antedated  the  mid-sixties.  That  is,  abortion  was  prohibited 
except  to  save  the  life  of  the  mother.  There  never  was  any  problem 
for  the  medical  community  in  taking  the  best  possible  care  of  indi- 
viduals presented  to  them  for  that  particular  service. 

Senator  Bath.  But  you  see,  doctor,  when  you  make  an  exception, 
then  the  question  is  where  do  you  draw  the  line,  and  reasonable  men, 
reasonable  physicians,  differ.  It  is  all  right  to  say,  "well,  it  is  very 
unusual  and  you  do  not  have  to  worry  about  that,"  except  if  it  is  a 
person's  life. 

Dr.  CoLLiTON.  Precisely. 

Senator  Bath.  There  doctors  are  presented  with  a  specific  problem. 
They  do  not  care  about  that  one  out  of  a  1,000  or  one  out  of  50,000. 
That  is  why  I  think,  in  all  honesty,  we  have  to  define  how  we  deal 
with  that  situation. 

Dr.  CoLLiTON.  I  just  wanted  to  say  that  the  difficulty,  as  I  see  it, 
is  not  really  medical,  and  we  are  medical  experts.  But  the  difficulty  is 
— and  this  has  caused  some  division  of  thinking  in  prolife  ranks — 
is,  should  our  ideal  mandated  human  lift  amendment  contain  the  ex- 
ception clause,  as  Senator  Buckley's  and  Senator's  Hatfield's  does, 
and  many  others  of  your  confreres. 

Those  who  say  that  it  should  not  do  so  because  of  the  very  prob- 
lems that  you  accurately  foresee.  They  see  abuses  of  the  exception  and 
going  back  to  psychiatric  indications,  and  so  forth,  the  woman  says 
she  will  kill  herself  because  she  is  pregnant ;  therefore,  this  is  a  life- 
saving  procedure,  and  so  forth.  And  those  kind  of  prolife  thinkers 
on  wording  for  human  life  amendment,  would  say  it  should  not  be 
in  there.  Those  who  favor  the  insertion  of  the  exception  clause  feel 
uniformly  that  it  should  be  strictly  worded — that  is,  the  physical 
health  of  the  mother.  But  number  two,  they  feel  that  to  have  a  chance 
for  political  support,  which  is  going  to  have  to  be  substantial  for 
ratification,  that  this  kind  of  wording  should  be  in  there  for  the  very 
precise  reason  that  you  cited,  namely  that  when  it  comes  home  it  is 
my  wife  or  my  daughter,  and  so  forth,  who  is  involved  in  this  cur- 
rent decision,  so  that  people,  when  they  vote  for  this  amendment,  are 
going  to  want  to  see  this  exception  clearly  articulated. 

This  would  be  my  judgment.  There  is  again,  divided  thinking  on 
that  among  those  of  us  who  are  firm  in  our  respect  for  all  life,  what- 
ever its  stage  or  condition. 
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Dr.  Godfrey.  Senator,  why  do  we  need  policing  of  an  amendment 
such  as  that? 

It  has  been  that  way  since  the  beginning  of  our  country  up  to 
1973,  and  suddenly  we  have  to  police  that  amendment  if  we  reword 
it  as  it  was  in  the  beginning.  You  know,  things  change.  I  think  every 
individual  case  is  a  little  bit  different. 

It  seems  to  me  that  it  is  going  to  have  to  be  up  to  the  doctor  and 
the  patient  on  what  is,  you  know,  necessary  to  save  the  life  of  the 
mother. 

Senator  Bath.  Excuse  me  for  interrupting — but  if  we  go  back  to 
where  we  were  before  the  Supreme  Court  decision,  there  were  some 
States  that  said  you  could  not  have  an  abortion  unless  a  board  of 
five  people  or  something  like  that  agreed  it  was  necessary.  This  con- 
stitutional amendment  will  be  implemented  and  its  provisions  will 
be  practiced  or  made  practical  by  the  State  legislature,  and  we  as- 
sume that  we  will  go  back  at  least  to  where  we  were  in  some  States 
before  the  Supreme  Court's  decision.  That  is  why  I  asked  the  ques- 
tion. 

Dr.  Godfrey.  It  always  worked  out.  I  mean,  if  a  person  had  a 
tubular  pregnancy,  I  mean,  you  did  not  have  much  problem  getting 
two  or  three  doctors  to  say,  that  woman  needs  her  tube  removed. 
You  know,  I  think  it  is  very  clearcut.  Things  in  the  past  also  change. 

You  know,  we  may  be  able  to  save  tubular  pregnancies  in  the 
future.  Or  just  in  the  past,  I  would  say,  10  years,  people  in  my  field, 
women  who  are  pregnant  and  have  rheumatic  heart  disease  or  renal 
diabetes,  which  I  come  across  frequently — not  frequently,  but  you 
know,  occasionally — we  have  no  trouble  carrying  these  people  through 
pregnancies.  That  is  no  indication  any  more. 

Senator  Bayh.  All  right. 

Given  whatever  the  circumstances  may  be,  you  make  the  profes- 
sional medical  determination,  that  your  patient  is  going  to  die  if  she 
continues  to  be  pregnant.  There  is  a  board  established  to  look  into 
the  necessity  for  abortions.  Now,  that  may  not  be  the  case  in  the 
future,  but  it  has  been  in  the  past.  You  take  that  case  to  the  board 
and  for  some  reason  or  other  they  disagree  with  you. 

What  do  you  do  then? 

Dr.  Godfrey.  Well  now,  that  has  to  be  the  policy  of  the  hospital. 
You  know,  to  get  back  to  Dr.  Hilgers,  you  practice  in  the  hospital  in 
which,  you  know,  you  can  base  your  opinions,  I  guess  medically  and 
logically,  and  you  do  what  you  think  is  best  in  each  individual  case. 

Senator  Bayh.  Professionally,  are  you  committed  to  follow  the 
decision  of  the  board?  Or  do  you  have  a  professional  responsibility 
to  do  what  you  think  is  right  for  the  mother? 

Dr.  Godfrey.  I  think  we  have  a  personal  responsibility  to  do  what 
is  right  for  the  mother.  However,  hospitals  make  these  rules  for  one 
reason — to  protect  the  woman  against  a  person  who  will  go  in  and 
do  an  abortion  for  small  reasons  and  not — you  know,  maybe  it  is  not 
going  to  be  to  save  the  life  of  the  mother. 

So  you  are  going  to  have  to  have  a  couple  of  people  backing  him 
up.  But  these  rules  of  ethics  should  be  regulated  by  hospitals.  You 
do  not  need,  you  know,  a  State  law  to  govern  this.  I  think  you  are 
going  to  have  to  take  each  individual  case.  Hospital  policies  and 
ethics,  medical  ethics,  in  the  past  have  always  taken  core  of  these. 
Not  any  more. 
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Senator  Bath.  Well,  I  think  it  is  a  bit  naive.  We  are  ignoring 
history  if  we  do  not  understand  that  if  a  constitutional  amendment 
passes  we  are  going  to  have  State  laws.  I  am  reasonably  certain  of 
that. 

Well  look,  all  four  of  you  gentlemen  have  been  very  patient,  as 
well  as  a  substantive  panel.  Before  excusing  you,  I  want  to  express 
the  appreciation  of  the  committee  for  your  time  and  valuable  testi- 
mony. We  will  have  a  couple  of  minutes  recess  so  everybody  can  get 
up  and  stretch,  and  then  let  us  reconvene  with  the  next  panel  in  2  or 
3  minutes  and  continue  the  proceedings. 

f  A  brief  recess  was  taken.] 

Senator  Bath.  We  will  reconvene,  please. 

Our  next  panel  of  very  patient  experts :  Dr.  John  W.  Greene,  Jr., 
professor  and  chairman  of  the  Department  of  Obstetrics  and  Gvne- 
cology,  the  University  of  Kentucky;  Dr.  Frank  Johnson,  Ob/Gyn, 
assistant  director,  Division  of  Public  Health,  Marion  County,  Ind. — 
that  is  Indianapolis,  for  those  who  are  here  that  do  not  know  that — 
Dr.  Leonard  Laufe,  Ob/Gyn,  chief  of  obstetrics  and  gynecology, 
Western  Pennsylvania  Hospital,  Pittsburgh,  Pa.;  Dr.  Michael  M. 
Levi,  a  fellow  of  the  American  College  of  Obstetrics  and  Gynecology, 
medical  director,  Ob/Gyn  Associates,  New  York  City. 

I  should  point  out  that  Dr.  Helen  Barnes  had  thought  that  she 
might  also  be  able  to  testify  today.  She  is  with  the  Department  of 
Obstetrics,  School  of  Medicine,  the  University  of  Mississippi.  But 
because  of  circumstances  beyond  her  control,  she  could  not  be  with 
us. 

I  point  that  out  just  for  those  who  are  here  and  also  to  inform  those 
who  may  read  the  record.  We  thought  we  were  going  to  have  one 
woman  doctor,  and  unfortunately  she  is  not  here. 

We  are  glad  to  have  the  four  gentlemen  who  are  experts  also. 

Now,  Dr.  Greene,  why  do  you  not  start  out,  and  then  we  will  move 
to  Dr.  Johnson,  Dr.  Laufe,  and  Dr.  Levi. 

STATEMENT  OF  JOHN  W.  GREENE,  JR.,  M.D.,  PROFESSOR  AND 
CHAIRMAN  OF  OBSTETRICS  AND  GYNECOLOGY,  UNIVERSITY  OF 
KENTUCKY  MEDICAL  CENTER 

Dr.  Greene.  Mr.  Chairman,  thank  you  very  much  for  the  oppor- 
tunity to  testify. 

As  a  physician  and  currently  a  professor  and  chairman  of  ob- 
stetrics and  gynecology  at  the  University  of  Kentucky  Medical  Cen- 
ter, I  am  vitally  concerned  about  any  proposed  amendment  to  the 
Constitution  of  the  United  States  prohibiting  the  voluntary  inter- 
ruption of  pregnancy.  Although  I  have  no  training  in  the  law,  I 
appreciate  the  potential  impact  of  a  total  prohibition  of  the  volun- 
tary interruption  of  pregnancy.  If  made  a  part  of  our  fundamental 
law,  these  proposals  would  both  greatlv  hamper  the  practice  of  ob- 
stetrics and  place  in  jeopardy  the  well-being,  the  health,  and  the 
lives  of  hundreds  of  thousands  of  women  across  this  land. 

Proper  obstetrical  care  in  the  United  States  and  the  other  de- 
veloped countries  has  brought  maternal  mortality  to  a  near  irre- 
ducible minimum.  The  main  thrust  in  the  last  several  years  has  been 
to  decrease  perinatal  mortality  and  to  improve  the  health  and  sub- 
sequent growth  and  development  of  the  newborn  infant.  One  of  the 
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primary  causes  of  this  drop  in  maternal  mortality  has  been  the 
legalization  of  induced  abortion.  Numerous  studies  have  shown  that 
there  has  been  an  almost  50-percent  reduction  in  matrnal  mortality 
in  those  countries  and  those  States  in  the  United  States  where  volun- 
tary interruption  of  pregnancy  has  been  legal.  Prior  to  liberalization 
of  abortion  laws,  the  main  single  cause  of  maternal  death  was  compli- 
cations resulting  from  dangerous  illegal  abortion. 

If  a  constitutional  amendment  was  passed  to  prohibit  the  volun- 
tary interruption  of  pregnancy,  it  would  not  allow  me  to  practice 
modern  obstetrics  or  to  properly  educate  my  students.  The  ioint 
resolution  introduced  by  Mr.  Helms  would  absolutely  prohibit  the 
voluntary  interruption  of  pregnancy  even,  so  it  appears,  if  the  life 
of  the  mother  was  in  jeopardy.  The  joint  resolution  introduced  by 
Mr.  Buckley,  on  the  other  hand,  allows  for  abortion  "in  an  emergency 
when  a  reasonable  medical  certainty  exists  that  continuation  of  the 
pregnancy  will  cause  the  death  of  the  mother."  The  one  resolution 
eradicates  any  hope  of  proper  obstetrical  care  and,  in  turn,  under- 
mines the  practice  of  obstetrics,  while  the  other  resolution  so  involves 
the  medical  practitioner  in  drawing  technical  legal  conclusions  as  to 
what  is  or  is  not  "an  emergency  when  a  reasonable  medical  certainty 
exists"  that  for  all  practical  purposes,  the  practice  of  obstetrics  will 
be  forever  forfeited  to  the  judgment  of  the  courts.  This  could  result 
in  severe  damage  to  the  health  of  thousands  of  women,  since  few 
courts  are  staffed  by  persons  trained  in  both  medicine  and  law. 

The  primary  focus  of  my  own  medical  practice  both  at  the  Univer- 
sity of  Pennsylvania  before  coming  to  Kentucky  in  1963,  and  my 
subsequent  research  has  been  on  delivering  healthy  babies  with  a 
greater  chance  of  long  meaningful  lives.  Advances  in  the  discipline 
of  obstetrics  in  the  last  15  years  have  produced  procedures  for  the 
evlauation  of  the  fetus  at  all  stages  of  gestation.  The  fetus  can  now 
be  tested  in  utero  to  determine  its  health,  and  during  late  pregnancy 
it  can  be  monitored  to  determine  if  it  is  in  jeopardy,  requiring  im- 
mediate treatment  or  early  delivery.  There  are  pregnancies  which, 
because  of  the  development  of  the  fetus,  ought  to  be  aborted.  Certain 
diagnosable  conditions  indicate  the  delivery  of  a  living  or  healthy 
fetus  to  be  quite  remote.  We  now  have  methods  for  the  detection  of 
certain  infectious  diseases  such  as  Rubella  that  can  produce  serious 
malformation  and  deformity  of  the  infant  when  the  mother  is  af- 
flicted during  the  first  trimester  of  gestation.  You  have  already 
heard  extensive  testimony  about  our  growing  ability  to  diagnose  cer- 
tain geneti  cand  metabolic  defects  which  will  cause  serious  damage 
or  even  assured  death  of  the  infant.  I  consider  part  of  my  right  to 
practice  good  medicine  to  be  exercising  the  option  to  confer  with 
parents  concerning  termination  of  pregnancies  with  such  compli- 
cations. 

A  case  comes  to  my  mind  in  which  a  woman  of  28  years  of  age  had 
two  brothers  afflicted  with  Downes  Syndrome.  Her  own  first  child 
was  afflicted ;  the  second  was  not.  By  the  time  she  was  pregnant  for 
the  third  time,  we  then  had  technology  to  diagnose  this  and  were 
able  to  avoid  her  tragedy  of  such  an  afflicted  child. 

As  a  physician,  I  am  also  greatly  concerned  about  t:he  health  and 
well-being  of  my  adult  women  patients.  Proper  care  includes  term- 
inating pregnancies  when  complicated  by  a  variety  of  severe  physical 
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problems  or  when  upon  consultation  it  becomes  clear  that  emotional 
reactions  in  the  woman  would  greatly  disturb  not  only  her  own  life 
but  her  subsequent  relationship  to  an  unwanted  child  and  her  family. 
I  would  like  to  emphasize  that  being  an  obstetrician  is  now  no  longer 
smoking  a  black  cigar  and  waiting  for  the  baby  to  come. 

It  is  my  understanding  that  the  committee  has  already  heard 
testimony  regarding  the  safety  of  a  first  trimester  abortion  pro- 
cedure. It  has  been  well  documented  that  an  abortion  performed 
before  10  weeks  gestation  is  considerably  safer  than  carrying  a  preg- 
nancy to  term.  Since  a  second  trimester  procedure  is  less  safe — of 
equivalent  risk  to  bringing  a  pregnancy  to  term — and  more  contro- 
versial as  the  fetus  is  in  a  more  developed  stage,  you  may  come  to 
question  why  such  procedures  are  still  being  performed  and  the  ad- 
visability of  allowing  them  to  be  as  available  as  the  law  now  provides. 

To  place  any  restrictions  on  second  trimester  abortions,  or  term- 
ination of  pregnancy,  would  again  be  a  serious  violation  of  a  phy- 
sician's right  to  practice  medicine.  There  are  several  reasons  why 
the  procedure  is  still  sought  and  why  it  must  remain  available.  As 
you  already  know,  the  scientific  testing  to  determine  whether  a  fetus 
will  be  severely  affected  by  a  metabolic  or  genetic  defect — amnio- 
centesis— cannot  be  performed  until  the  second  trimester.  But,  in 
addition  to  this  need,  there  are  many  women  who  just  simply  do  not 
know  that  facilities  exist  which  will  help  them  with  high-risk,  com- 
plicated or  unwanted  pregnancies.  Many  indigent  women  do  not  real- 
ize that  there  are  clinics  available  for  the  subsidized  interruption  of 
pregnancy.  Poor  and  less  educated  women,  who  may  not  have  been 
aware  of  the  existence  of  a  clinic,  will  find  it  only  after  a  time- 
consuming  search  for  help  or  through  referral  due  to  complications 
which  occur  after  the  third  month.  Furthermore,  there  are  still 
places  in  the  United  States — such  as  where  I  come  from — where 
medical  care  is  practically  nonexistent — in  certain  parts  of  Appa- 
lachia.  TYhere  services  are  not  available,  women  continue  to  self-abort 
or  seek  an  abortion  from  someone  other  than  a  qualified  physician. 
They  may  then  have  an  infected  abortion  and  subsequently  a  need 
for  an  intensive  medical-surgical  care.  These  women  should  not  be 
forced  to  bear  an  unwanted  child  because  of  the  inequities  of  the 
health  care  system. 

There  are  also  women  who  are  not  aware  of  or  deny  their  preg- 
nancy until  it  is  too  late  for  a  first  trimester  procedure  to  be  per- 
formed. Teenagers  most  often  fall  into  this  category,  especially 
those  who  may  be  unfortunate  enough  to  have  become  pregnant 
through  incest^  which  I  see.  They  are  frequently  ignorant  of  their 
own  reproductive  system  and  how  it  works,  or  so  traumatized  by  the 
thought  of  being  pregnant  that  they  deny  it  for  as  long  as  they  can, 
often  until  they  begin  to  show.  The  pregnant  subteen  and  teenager 
is  particularly  disturbing  to  me  because  she  finds  it  extremely  diffi- 
cult to  function  as  a  mother  in  the  society  we  have  structured  today. 
She  is  just  too  immature  to  be  a  mother  and  provide  those  things  for 
a  young  child  that  it  must  have  if  it  is  to  lead  a  productive  life. 

As  a  physician,  I  personally  do  not  like  to  perform  second  tri- 
mester abortions  but  have  done  so  when  strong  evidence  is  presented 
that  it  should  be  accomplished.  There  are  many  other  things  in  medi- 
cine that  may  be  distasteful  to  me,  but  I  feel  it  is  part  of  a  phy- 
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sician's  duty  to  perform.  Advances  are  being  made  regarding  the 
termination  of  second  trimester  pregnancies  making  them  safer  to 
perform  and  reducing  the  complication  rate  inherent  to  such  pro- 
cedures. 

I  must  emphasize  that  the  women  certainly  should  desire  term- 
ination of  pregnancy  and  it  should  not  be  forced  upon  her  by  her 
physician  or  by  society.  I  would  also  emphasize  that  termination  of 
pregnancy  at  any  stage  of  gestation  should  not  be  done  without 
great  thought,  particularly  when  emotional  disorders  are  the  indi- 
cation. Any  woman  considering  an  abortion  should  give  it  careful 
consideration  so  that  when  she  acts,  she  is  comfortable  with  her  de- 
cision. INIy  feeling  is  that  a  woman  should  give  herself  time  to  change 
her  mind  so  that  she  will  experience  no  later  regrets. 

I  also  reject  the  implication  that  women  act  impetuously  or  frivil- 
ously  in  deciding  to  seek  an  abortion.  You  have  heard  testimony 
stating  that  a  woman  might  seek  a  late  abortion  shortly  before  the 
natural  birth  of  her  child  merely  because  she  has  decided  to  go  to 
school  instead  of  being  a  mother.  Such  a  statement  totally  denies  the 
humanity  of  a  woman  and  the  integrity  of  a  physician.  The  statistics 
show  that  approximately  80  percent  of  all  abortions  are  performed 
in  the  first  trimester.  Only  3  percent  of  terminations,  in  the  late 
trimester  after  the  28th  week  of  gestation  are  performed,  and  to 
-he  best  of  my  knowledge,  only  because  of  the  most  threatening  med- 
ical circumstances,  not  only  to  the  mother,  but  to  the  baby. 

In  closing,  I  would  like  to  emphasize  that  a  woman  should  not  be 
denied  her  right  to  determine  her  own  future  and  the  quality  of  her 
existence.  Those  who  favor  these  amendments  emphasize  the  need 
to  protect  the  right  of  life  of  the  fetus,  but  only  up  through  birth. 
But  what  of  its  future  life?  AVhat  about  the  future  of  the  young 
woman  ?  In  times  of  war,  we  have  drafted  our  young  men.  Even  such 
emergency  coercion  which  put  them  in  danger  of  losing  their  right 
to  life  was  so  unpopular  here  that  we  have  replaced  this  system  with 
an  all-volunteer  army.  Would  it  not  be  ironic  at  this  time  to  return  to 
coerced  pregnancy,  with  its  attendant  possible  death  or  severe  health 
damage,  and  ignore  the  right  to  life  of  a  grown  woman?  I  think  it 
would  be. 

The  responsible  physician  should  not  be  denied  his  right  to  work 
with  his  patients,  to  secure  for  them  and  their  pregnancies  the  care 
and  attention  best  fitted  to  meet  the  problems  they  face.  I  implore 
you  not  to  take  away  my  right  to  practice  modern  obstetrics.  Reiect 
these  amendments  which  would  take  from  women  and  their  phy- 
sicians the  decisions  that  are  rightly  theirs. 

Thank  you,  sir. 

Senator  Bath.  Thank  you.  Dr.  Greene. 

Dr.  Johnson. 

STATEMENT  OF  FRANK  JOHNSON,  M.D.,  OBSTETRICIAN  AND 
GYNECOLOGIST,  ASSISTANT  DIRECTOR,  DIVISION  OF  PUBLIC 
HEALTH,  MARION  COUNTY,  IND. 

Dr.  Johnson.  Thank  you,  Mr.  Chairman. 

I  appreciate  the  opportunity  to  come  before  you.  I  would  like  to 
make  on  apology,  for  the  length  of  the  testimony  which  I  have  here. 
T  will  skip  some  portions  if  necessary,  in  the  interest  of  time. 
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Senator  Bath.  We  will  put  the  entire  statement  in  the  record  as 
if  you  had  read  it  in  toto,  and  you  may  handle  it  any  way  you  desire. 
[The  prepared  statement  of  Dr.  Johnson  follows:] 

Mr.  Chairman:  I  am  Frank  Johnson,  M.D.,  Obstetrician  and  Gynecologist 
with  a  license  to  practice  in  the  State  of  Indiana.  I  am  a  private  practitioner 
in  my  specialty.  I  hold  an  Assistant  Professorship  in  Obstetrics  and  Gynecology 
at  Indiana  University  School  of  Medicine.  Since  1964  I  have  been  a  volunteer 
physician  for  the  Planned  Parenthood  Organization  of  Indianapolis.  I  gradu- 
ated from  the  Indiana  University  School  of  Medicine  in  1965  and  completed 
my  residency  in  Obstetrics  and  Gynecology  in  1969,  I  qualified  as  a  Diplomate 
of  the  Board  of  Obstetrics  and  Gynecology  in  1971. 

Mr.  Chairman  :  As  a  physician,  I  am  committed  to  the  preservation  of  life 
and  the  demonition  of  disease.  As  such,  I  feel  it  out  of  character  and  conscious- 
ness to  propose  any  act  that  would  blatantly  obliterate  the  human  race.  As 
you  know,  for  some  time  now  most  states  have  statutes  which  allowed  termina- 
tion of  a  pregnancy  when  the  mother's  life  was  in  jeopardy ;  some  states  per- 
mitted termination  when  the  mother's  life  was  in  jeopardy  or  the  fetal  life  was 
threatened.  They  liberalized  their  statutes  to  incorporate  "health  and  well- 
being"  of  the  mother  as  indications  for  termination  of  pregnancy,  by  interpre- 
tation. 

I  would  like  to  make  it  clear  that  I  do  not  propose  a  test  of  morality  here, 
nor  substantiate  immorality.  I  feel  morality  is  not  the  issue  for  consideration, 
for  it  is  my  firm  belief  that  in  every  situation  where  fertilization  occurs,  the 
mother  should  be  happy  and  the  baby  should  be  healthy;  and  with  the  help 
of  trained  concerned  medical  guidance,  she  (the  mother)  should  participate  in 
that  choice. 

Laws  which  allow  termination  of  pregnancy  on  the  premis,  "to  preserve 
life,"  generally  allow  the  interpretation,  "to  prevent  death."  I  submit  there 
is  a  difference.  Further,  I  submit  the  defamation  of  the  quality  and  quantity 
of  life  is  beyond  pre-determined  societal  group  statutes.  Such  an  arrangement 
can  only  interfere  with  patient-problem  individualization  and  provide  favorit- 
ism toward  those  who  have  the  where-with-all  to  negotiate  the  system,  while 
condemning  the  unfortunate.  For  example,  one  need  only  to  examine  the  hos- 
pital records  (yes,  even  Indiana's  hospital  records)  to  find  that  the  percentage 
of  private  patients  who  obtained  pregnancy  terminations  per  1,000  live  births 
is  vastly  higher  than  that  of  the  females  in  the  clinic  (poor)  population  who 
were  unable  to  negotiate  terminations  for  similar  reasons.  (Prior  to  Supreme 
Court  decision) 

This  seems  paradoxical  when  statistics  support  increased  incidence  of  most 
diseases,  as  well  as  socio-economic  disease  and  psychological  disease  in  the 
poor  population. 

I  submit  for  your  consideration,  the  question  is  not  whether  pregnancy 
terminations  are  available  or  will  continue  to  be  available  rather,  to  whom  are 
they  available?  I  suggest  further  that  the  consideration  is  not  that  there  will 
be  pregnancy  terminations,  but  who  will  do  them  and  under  what  circum- 
stances? The  basic  question  here,  it  seems,  should  a  female  undergo  com- 
pletion of  pregnancy  she  neither  planned,  wants,  or  will  give  care.  Belief  that 
an  unwanted  pregnancy  is  a  sin  and  therefore  the  indulgant  should  live  with 
her  sin,  neither  restores  mother  to  sounder  consciousness,  or  infant  to  par- 
entally supported  citizenship.  „  ^,  .  ^  .  .  ^ 
I  would  ofEer  the  suggestion  of  the  American  College  of  Obstetricians  and 
Gynecologists,  that  whether  to  continue  or  not  continue  a  pregnancy  is  a 
medical  decision,  therefore  should  be  decided  privately  between  a  patient  and 
her  physician — whether  she  be  rich  or  poor.  Again,  the  female  should  be  al- 
lowed to  (uncoerced)  seek  help  for  her  medical  problem,  and  the  physician 
granted  the  choice  to  deliver  or  not  deliver. 

PBEGNANCT  TERMINATION  IS  A  MEDICAL  DECISION 

I  do  not  propose  a  replacement  of  time-honored  contraceptive  techniques, 
however,  unwanted  pregnancies  do  occur.  When  all  others  fail,  pregnancy 
termination  may  be  the  only  answer.  , .       ^  *  4.1, 

At  this  point  Mr.  Chairman,  I  would  like  to  turn  my  attention  to  some  of  the 
basic  issues  in  the  mechanics  of  how  a  patient  proceeds  from  a  state  where  she 
feels  that  she's  in  need  of  services  related  to  pregnancy  and  discuss  with  you 
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the  various  steps  that  are  taken  in  a  typical  organizational  structure  to  deliver 
these  services.  The  first  consideration  is  who  seeks  an  abortion?  The  answer 
to  these  questions  is  varied  as  there  are  females  in  the  community.  It  has  been 
our  experience  that  anyone,  any  person  may  seek  a  pregnancy  termination,  a 
secretary,  a  housewife,  a  doctor  herself,  a  sister,  a  daughter,  or  a  wife.  The 
reasons  for  seeking  termination  of  pregnancy  on  the  part  of  any  female  is 
varied  as  there  are  females  however,  they  generally  may  be  summarized  into 
several  broad  categorical  areas  : 

(1)  Generally  sought  on  the  basis  that  the  patient  feels  or  her  physician 
feels  she  may  have  a  medical  problem  which  would  contraindicate  her  carry- 
ing the  pregnancy  or  indeed  may  render  her  more  susceptible  to  the  disease 
process  and  accentuate  the  progression  of  that  disease  process. 

(2)  The  patient  may  feel  that  to  carry  the  pregnancy  to  term  is  more  of  a 
financial  strain  than  her  financial  resources  will  allow. 

(3)  There  may  Be  involved  a  social  problem  either  in  the  patient's  imme- 
diate life  style  or  a  situational  problems. 

(4)  There  may  be  psychiatric  problems  which  renders  the  patient  mentally 
unadjusted,  either  the  patient/medical  counsel  would  determine  that  the 
patient's  best  course  of  action  at  a  particular  time  in  point  would  indicate  that 
her  pregnancy  should  be  terminated  for  her  own  psychological  well-being. 

A  large  group  of  patients  however,  seek  termination  because  it  is  their  sin- 
cere desire  to  limit  the  size  of  their  families  and  finally  many  patients  will 
seek  termination  because  they  have  had  contraceptive  failure.  In  these  group 
of  patients,  they  have  made  an  honest  and  sincere  effort  to  limit  the  size  of 
their  families,  however  find  themselves  in  the  condition  needing  assistance, 
secondary  to  failure  of  contraceptive  method  which  they've  selected.  This 
indicates  that  the  primary  basic  and  first  line  of  family  planning  is  a  method 
of  contraceptive  control.  However,  through  no  fault  of  the  patient/physician 
there  are  failures. 

Patients  who  request  services  usually  pre-determine  prior  to  the  time  of  con- 
tact with  an  agency  that  they  indeed  will  receive  a  termination.  The  incidence 
of  the  patients  going  or  coming  to  a  facility  for  termination  prior  to  the  time 
have  formulated  thought  as  to  what  their  course  of  action  will  be  is  very 
small.  The  distribution  of  the  availability  of  services  in  the  community  is 
usually  carried  by  word  of  mouth,  through  friends  or  physicians,  ministers  or 
other  persons  who  are  interested  in  the  well-being  and  advocates  of  the  quality 
of  life  as  well  as  being  essential  to  the  solutions  of  people's  problems. 

Next,  I  would  like  to  turn  to  what  happens  when  a  patient  enters  a  unit 
requesting  help  as  related  to  pregnancy  termination.  The  patient  is  usually 
seen  by  a  clerk  who  records  her  name  and  some  basic  information  and  a  brief 
statement  on  why  a  patient  has  come  to  the  unit  for  service.  If  it  is  determined 
that  the  patient  makes  some  inference  that  she's  interested  either  in  a  definite 
continuation  of  the  pregnancy  or  pregnancy  termination,  she  is  referred  to  a 
counselor.  The  counselor  provides  a  discussion  around  the  number  of  options 
that  are  open  to  the  client  and  assist  her  in  setting  up  priorities  as  to  which 
is  the  most  optimal  for  her.  Further  discussion  on  the  availability  of  resources 
both  in  the  community  and  those  that  may  be  necessary  at  some  other  place 
for  solution  to  her  problem  are  discussed  at  this  time.  This  may  entail  travel, 
finances,  scheduling  arrangements,  etc.,  these  items  are  discussed  with  patient 
whether  she  decides  to  continue  with  the  pregnancy  or  seek  a  pregnancy  termi- 
nation. One  of  the  primary  responsibilities  of  the  counselor  is  to  allay  anxiety 
by  replacing  it  with  knowledge.  The  counselor  may  act  as  a  mediator  in  a 
conflictual  situation  between  a  teenager  and  parents,  particularly  in  a  situ- 
ation where  the  parent  is  demanding  termination  and  it  is  the  teenager's 
feeling  that  she  would  like  to  continue  with  the  pregnancy.  By  skillful  tech- 
niques a  counselor  is  capable  of  maintaining  a  desirable  relationship  between 
the  pregnant  daughter  and  mother  at  the  same  time  assisting  them  in  resolv- 
ing their  problem.  If  psychiatric  help  is  needed  the  counselor  would  be  the 
first  person  who  would  see  this  need.  Most  clinics  have  psychiatric  consultation 
available  to  patients  who  may  need  consultation  instead  of  a  termination  or  in 
combination  with  the  termination  or  even  after  the  termination  has  been 
performed.  In  addition,  the  counselor  is  certainly  expected  to  counsel  the 
patient  in  the  area  of  family  planning  and  pregnancy  prevention  or  at  least 
child  spacing.  The  patient  in  need  is  appraised  of  contraceptive  techniques, 
the  availability  and  a  referral  source. 
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In  fact  most  patients  who  receive  counseling  through  the  Family  Planning 
Organization  of  Indianapolis  have  received  contraception  prior  to  the  time 
that  the  pregnancy  termination  is  carried  out.  However,  the  contracpetion 
is  not  started  until  after  the  termination  is  actually  done  and  finally  a  coun- 
selor may  act  as  an  advocate  for  the  unborn  particularly  where  the  mother 
may  have  ambivalent  feelings  about  what  her  future  should  be  with  regard 
to  the  pregnancy. 

We  have  the  responsibility  to  advocate  the  fetal  right  not  to  be  born  unless 
the  physical,  mental,  emotional,  and  environmental  well-being  of  its  mother  is 
assured.  Health,  and  particularly  mental  health  is  a  difficult  term  to  define 
even  though  we  try  to  separate  fears  of  physical  and  mental  health,  psycho- 
somatic indications  make  it  clear  that  they  are  inseparable.  It  is  not  difficult 
to  find  those  who  say  there's  no  problem  and  the  control  of  the  female  body  is 
a  woman's  right  as  well  as  those  who  maintain  shat  she  is  immoral  if  she  even 
thinks  about  terminating  a  pregnancy ;  many  find  themselves  caught  between 
the  two  viewpoints.  Part  of  the  role  of  private  counseling  is  to  assist  the 
woman  in  determining  what  is  responsibility  and  loving  act  in  her  particular 
situation.  In  general,  during  the  counseling  session,  the  counselor  explores 
the  patient's  situation,  shares  information  about  the  type  of  medical  procedure 
and  the  possible  medical  consequences,  as  well  as  possible  alternates  to  the 
termination  of  pregnancies.  Once  the  patient  has  undergone  a  social  evaluation 
by  the  counselor  and  is  assisted  in  determining  what  the  course  of  her  action 
will  be  as  regards  to  her  pregnancy,  a  medical  evaluation  is  in  order. 

The  assessment  of  her  physical  status  as  relates  to  her  health  status,  her 
general  physical  condition,  any  disease  process  that  may  be  present,  and  what 
effect  the  disease  will  have  on  the  pregnancy.  The  patient's  psychological  status 
is  assessed  by  the  physician  as  well  as  her  sociological  status.  The  physician 
attempts  to  determine  whether  the  pregnancy  is  likely  to  place  the  patient  in 
jeopardy  psychologically  or  socially.  He  acts  as  professional  medical  source, 
as  regards  to  answers  to  her  medical  questions,  assure  the  patient  in  the  area 
of  her  general  health  condition.  Notice  is  made  here  that  in  addition  to  the 
advantages  that  have  already  been  named  there  are  spinoff  from  the  examina- 
tions and  the  process  where  patients  are  seeking  termination.  We  have  found 
that  patients  now  generally  get  earlier  prenatal  care  than  previously.  This 
tend  to  decrease  morbidity  and  mortality  in  those  patients  who  decide  to  carry 
their  infants  to  term.  Since  most  of  us  are  interested  in  improvement  in  the 
quality  of  life  this  is  no  small  by  product.  One  is  aware  that  pregnancy  does 
not  limit  a  patient  having  other  diseases  not  related  to  the  pregnancy.  At  the 
time  that  patients  are  seen  for  determination  of  her  course  of  action  as  re- 
gards her  pregnancy,  many  other  disease  are  determined.  Many  are  overt,  oth- 
ers are  unknown  to  the  patient.  For  example,  a  pap  smear  may  be  performed 
and  indeed  cancer  or  some  other  very  serious  life  threatening  disease  may  be 
diagnosed  at  the  time  that  the  patient  is  in  for  her  evaluation.  When  the 
evaluation  is  complete  the  physician  will  take  the  time  to  explain  any  ques- 
tions and  at  this  time  may  state  to  the  patient  her  general  health  condition, 
whether  there  are  hazards  or  what  the  risks  of  proceeding  with  the  pregnancy 
are  as  compared  to  termination  or  vice-versa. 

Mr.  Chairman,  at  this  time  I  would  like  to  turn  our  attention  to  the  analysis 
of  some  information  which  has  been  received  tlirough  three  sources  in  Indiana 
and  particularly  in  the  Indianapolis  area.  I  chose  to  pick  this  information  be- 
cause one,  I  am  most  familiar  with  it  and  second,  because  it  seems  to  reflect 
what  generally  is  true  throughout  the  U.S.  We  have  reduced  our  sample  to  a 
month's  collection  for  simplicity  and  understanding,  however  if  these  figures 
were  extrapolated  over  a  twelve  month  period  one  can  estimate  that  th^ 
ratios  would  be  similar  to  the  ones  that  you  will  see  elsewhere/year. 

Since  the  Planned  Parenthood  Organization  responds  as  a  delivery  system 
and  a  referral  system  it  has  unique  character  of  being  able  to  allow  the  col- 
lection of  data  which  will  enable  us  to  get  some  look  at  trend  in  both  contra- 
ception and  pregnancy  termination.  In  the  month  of  June  1973  there  was  a 
total  of  1350  patients"  who  were  seen  at  the  Indianapolis  Planned  Parenthood 
Center,  413  received  pregnancy  tests  secondary  to  questionable  last  menstral 
periods  and  questionable  pregnancy.  In  addition,  174  patients  were  seen  at  the 
Planned  Parenthood  unit  who  at  the  time  of  their  admission  requested  a 
pregnancy  termination,  of  this  number  16  failed  to  receive  the  termination. 
The  number  who  failed  to  receive  the  termination  was  for  reasons  unknown 
to  us  in  that  these  16  were  actually  patients  who  were  scheduled  to  receive 
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termination.  The  reasons  given  for  termination  included  a  large  number  of 
reasons  however,  these  reasons  can  be  assimilated  into  four  basic  categories 
as  follows : 

(1)  The  feeling  on  the  part  of  the  pregnant  patient  that  she  is  not  ready 
for  parenthood  at  the  time  of  the  present  pregnancy. 

(2)  That  the  patient  feels  that  she  has  completed  her  desirable  family  size 
and  an  increase  in  size  would  represent  increas^ed  hardship  to  the  family. 

(3)  That  there  is  some  either  interpretational  medical  problem  and  a  true 
medical  problem  on  the  part  of  the  patient  which  makes  her  feel  that  this 
pregnancy  is  a  hazard  or  indeed  the  physician  may  have  indicated  that  it  would 
be  a  hazard  for  her  to  carry  this  pregnancy. 

(4)  There  exists  an  insecure  or  unstable  relationship  between  the  partners 
which  negates  the  reliability  and  instability  on  the  part  of  the  patient  to  pro- 
ceed through  the  pregnancy. 

It  may  be  of  interest  at  this  point  to  you,  to  list  the  reasons  that  we  have 
encountered  for  a  patient  not  receiving  a  pregnancy  termination. 

(1)  The  patient  is  too  far  advanced  in  her  gestation.  This  usually  occurs 
in  very  young  girls  and  in  patients  of  a  low  socio-economic  group  who  tend 
to  wait  very  late  in  their  pregnancies  to  seek  help. 

(2)  The  inability  on  the  part  of  the  patient  to  pay  and  I  need  not  address 
this  point,  this  usually  occurs  in  the  teenage  pregnant  girl  and  patients  of  low 
socio-economic  group. 

(3)  Inability  to  obtain  parental  consent  to  proceed  legally  with  the  referral 
and  arrangement  of  the  procedure. 

At  this  point  one  may  note  that  all  the  patients  falling  in  the  category  who 
were  unable  to  obtain  a  pregnancy  termination  were  those  patients  who  were 
either  of  under  age  or  disadvantaged  and  it  is  fair  to  say  at  this  point  and 
generally  known  through  medicine  that  those  patients  who  are  capable  of  pay- 
ing and  are  of  age  to  make  their  own  decisions  will  indeed  obtain  pregnancy 
terminations  whether  laws  are  restrictive  or  not,  so  that  to  institute  restric- 
tive laws  is  an  indication  on  the  part  of  those  who  would  support  this  idea, 
that  restrictive  mechanism  is  really  to  the  disadvantage  of  those  who  are  in- 
capable of  negotiating  the  system,  however  it  does  not  in  any  term  negate  nor 
decrease  the  number  of  terminations  that  are  likely  to  occur  among  the  af- 
fluent and  those  capable  of  negotiating  systems.  Furthermore,  since  even  those 
who  are  without  the  means  to  pay  and  the  ability  to  negotiate  the  system  will 
indeed  obtain  a  pregnancy  termination,  one  would  be  well  to  recognize  that 
the  patients  in  the  latter  two  groups  usually  seek  terminations  under  unsafe 
conditions  and  unsterile  conditions  where  it  is  a  hazard  to  both  their  health 
and  increase  to  medical  cost  secondary  to  the  prevalent  complications  asso- 
ciated with  the  nonmedically,  non-properly  supervised  sterile  •  conditions.  Of 
the  number  of  patients  seen  during  this  one  month  period  two  patients  re- 
ceived psychiatric  care  secondary  to  the  termination  and  none  of  the  patients 
were  assessed  as  needing  psychiatric  care  prior  to  the  termination.  In  this 
instance  the  indication  is  that  the  termination  itself  does  not  grossly  increase 
the  necessity  for  psychiatric  care  particularly  when  the  patients  who  receive 
the  psychiatric  care  probably  would've  needed  the  same  care  to  carry  through 
with  a  full  term  pregnancy.  Of  the  174  patients  obtaining  abortions  71%  were 
single,  7%  were  married  and  divorced  and  22%  were  still  married.  Because  I 
would  like  for  you  to  have  some  opportunity  to  look  at  the  complexity  of  the 
situation  particularly  as  it  revolves  around  those  patients  who  were  mostly 
affected  by  the  change  in  loss  as  it  relates  to  this  particular  issue  we  collected 
figures  from  the  local  country  hospital,  this  hospital  is  unique  in  that  it  ad- 
dresses itself  to  the  medical  problems  of  the  indigent  patient.  Over  a  six 
month  month  period  approximately  140  patients  underwent  early  abortions,  20 
of  these  patients  were  under  the  age  of  18,  120  were  over  the  age  of  18.  20% 
of  the  patients  were  black  and  oriental  combined  and  80%  were  white.  As 
regards  to  the  patients  ability  to  pay  35  patients  had  third  party  pay,  37 
patients  paid  from  their  own  income,  36  patients  qualified  for  Title  19  (Med- 
icaid) which  did  not  pay — 13  patients  had  no  pay  at  all — 17  were  part  pay. 

In  addition  to  this  group  18  patients  underwent  late  termination  and  only 
one  of  these  patients  was  under  the  age  of  18,  however  of  the  18 — 8  patients 
were  white — 10  were  black.  Again,  the  indication  here  is  that  black  patients 
seem  to  seek  care  late  in  pregnancy. 
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JOINT  PROGRAM  STUDY  OF  ABORTION,  1970-71 1 
induced  Abortions 


Characteristic 


Number 


Percent 


Age: 

<14 

BtoH 

18  to  19 

20  to  24... 

25  to  29 

30  to  34 

35  to  39 

40  to  44 

>45.... 

Prior  pregnancies: 

None 

1  abortion  only 

>2  abortions  only 

1  delivery  only 

2  deliveries  only 

3  deliveries  only 

4-5  deliveries  only 

>6  deliveries  only 

Deliveries  and  abortions 

Marital  status: 

Single 

Married 

Widowed,  divorced,  separated 
Ethnic  group: 

White 

Black... 

Other 

Residence: 

Local 

Nonresident 

Type  of  service: 

Private! 

Nonprivate 

Total 


430 

1.0 

3,767 

8.8 

6,044 

14.2 

15,  603 

36.6 

8,244 

19.4 

4,816 

11.3 

2,642 

6.2 

968 

2.3 

84 

.2 

20,  398 

47.9 

1,325 

3.1 

220 

.5 

5,438 

12.8 

4,757 

11.2 

2,870 

6.7 

2,128 

5.0 

582 

1.4 

4,  880 

11.4 

23,  975 

56.3 

12, 651 

29.7 

5, 972 

14.0 

30,  260 

71.1 

10, 615 

24.9 

1, 723 

4.0 

25, 655 

60.2 

16, 943 

39.8 

25, 427 

59.7 

17, 171 

40.3 

42,  598 

100.0 

'  study  by  Tietze  and  Lewit,  Clinical  Obstetrics  and  Gynecology,  December  1971  vol.  No.  14  No.  4. 
2  Includes  hospital  private  and  all  clinic  patients. 


PERIOD  OF  GESTATION 


Weeks 

Number 

Percent 

9,450 
20, 880 
4,887 
6, 176 
1,145 
60 

22.2 

9  to  12                     

49.0 

13tol6          

11.5 

17  to  20 

14.5 

21  to  24 

2.7 

.1 

ABORTION  PROCEDURES 

Procedure 

Number 

Percent 

Private 

Nonprivate 

Section 

D.  and  C 

Saline                              . 

29,588 

2,321 

9,506 

69.5 
5.4 

22.3 
1.3 
1.1 
.4 

77.1 
4.2 

16.9 
.8 
.7 
.3 

58.1 

7.3 

30.4 

561 

2.1 

Hysterectomy 

Other 

459 

163 

1.7 

.4 

POSTABORTAL  COMPLICATIONS 
Complications : 

Perforation  of  uterus 

Other  injuries 

Hemorrhage  only 

Pelvic  infection  only 

Hemorrhage  and  infection 

Fever  only 

All  other  complications 


Number 
101 
359 
1,710 
436 
307 
865 
525 
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I  would  like  to  include  several  facts  either  addressed  in  this  paper  and  are 
commonly  accepted  and  proven  as  factual  based  on  documented  evidence  else- 
where. (Medical  literature) 

(1)  Pregnancies  will  be  terminated  legally  or  illegally. 

(2)  There  is  no  indication  that  the  present  laws  as  practiced  neither  favor 
nor  promote  genocidal  tendicies  toward  any  ethnic  group. 

(3)  Restrictive  laws  only  eliminate  those  persons  from  receiving  termination 
of  low  socio-economic  means  and  low  educational  levels. 

(4)  The  risk  of  pregnancy  is  greater  in  those  who  can  least  afford  it. 

(5)  The  risk  of  pregnancy  is  increased  over  the  risk  of  abortion. 

(6)  Abortion  is  a  medical  judgment  between  a  patient  and  physician ;  a  de- 
cision that  should  be  voluntaily  requested  by  the  patient  and  voluntarily 
performed  by  medical  staff. 

It  suffices  to  say  that  pregnancy  termination  is  not  a  replacement  for  proper 
contraceptive  techniques  and  that  the  primary  impetus  of  the  family  planning 
and  child  spacing  should  encompass  a  proper  selection  and  medically  supervised 
contraceptive  method. 

You  will  find  four  pages  of  exhibits  at  the  conclusion  of  my  presentation. 
I  trust  you  will  find  time  to  scan  these  for  additional  information  as  regards  to 
infant  loss,  prenatal  care,  teenage  pregnancy  and  personal  image. 

Mr.  Chairman,  I  thank  you. 


NEW  PATIENTS  SEEN  BY  PLANNED  PARENTHOOD  ASSOCIATION  OF  INDIANAPOLIS  IN  1971 

Number  Percent 

19  and  below 

20-24 

25-29.. 

30-39._ 

40  and  over 


Factor  -^^*''  "/  infnt  loss 

Average  live  birth 1  in  50. 

With  prenatal  care 1  in  100. 

Without  prenatal  care 1  in  25. 

Term  delivery  (over  88  oz.) 1  in  100. 

Premature  delivery 1  in  6. 

Previous  children  without  infant  loss 1  in  90. 

Previous  children  and  previous  infant  loss lin7. 

First  child 1  in  45. 

Mother  white 1  in  60. 

Mother  nonwhite 1  in  30. 

Delivered  in  hospital 1  in  50. 

Delivered  outside  hospital 1  in  12. 

Mother  not  married 1  in  30. 

Mother  under  18 1  in  20  (estimate) . 

Mother  over  40 Do. 

With  prior  miscarriage 1  in  30  (estimate) . 

With  prior  premature  delivery 1  in  15  (estimate) . 

'  Estimates. 

Statistics  collected  by  Health  Services  Management  Corporation. 

The  risk  factors  for  infant  loss  as  shown  above  were  developed  from  an  analysis 
of  all  the  1971  Marion  County  resident  live  births,  infant  deaths,  and  premature 
births.  Chances  for  losing  an  infant  are  much  greater  for  these  high  risk  women. 
On  the  other  hand,  factors  related  to  high  risk  and  infant  loss  are  very  complex 
and  a  word  of  caution  is  indicated.  The  list  of  risk  of  infant  loss  factors  helped. 


1,565 

42.7 

1,391 

38.0 

395 

10.8 

241 

6.6 

70 

1.9 
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BIRTHS  AND  PRENATAL  CARE  IN  MARION  COUNTY  (MARION  COUNTY  PARENTS) 


1969 


1970 


1971 


Number  Percent         Number  Percent         Number  Percent 


Prenatal  care           - 7,923                 55  9,010                 57            8,611                   59 

No  prenatal  care -  5,363                 37  5,391                  34            5,341                   37 

Unknown 1,127                   8            1, 339 9 603 4 

Total ----  14,413 100  15,  740 100  14,  555 100 

Legitimate  births:  ,.  „,            -,  „„ 

Prenatalcare                 —  .  7,511                   61  8,474                  63             7,937                    65 

No  prenatal  care 3,976                 32  3,828                 29            3,697                   30 

Unknown... 916                   7             1, 046 8 492 5 

Total. 12,403 100  13,  348 100  12, 126 100 

Illegitimate  births:  „  ,,                  „^                „,                   „. 

Prenatalcare. 412                 20  536                 23                674                   28 

No  prenatal  care 1,387                 70  1,563                 65             1,644                   68 

Unknown --  211                  10  293                 12                HI                     4 

Total - -  2^010               100  2^392               100            2^429                 100 

Source:  Annual  statistical  supplement  division  of  public  health,  the  Health  and  Hospital  Corporation  of  Marion  County. 
Vital  statistics  section,  1971. 

|\lote.— These  figures  are  obtained  from  individual  birth  records  which  indicate  the  number  of  prenatal  visits  as  reported 
by  the  attending  physician. 


TRENDS   OF   ADOLESCENT   PREGNANCY   IN   INDIANAPOLIS 

Indianapolis,  comprised  of  a  metropolitan  area  of  approximately  508,000  popu- 
lation, and  in  this  area  15,628  deliveries  occurred  in  1970.  Of  the  15,000  plus 
deliveries,  2,200  were  18  and  under.  Note  is  made  of  the  large  number  of  females 
who  were  delivering  their  2nd  and  3rd  infant  at  this  early  age  in  life. 


TABLE  A 


Number  of  other  children  including  this  child  (1970) 


(1) 


(2) 


(3) 


(4) 


(5) 


Subtotal 


Age  of  mother: 

11 _. 

12 

13 

14 

15 

16 

17 

18 

Total.... 


1 
1 
20 
47 
213 
379 
548 
665 


1 

12 

55 

103 

207 


1 

1 

20 

48 

226 

435 

668 

915 

2,315 
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A  POEM  TO  A  YOUNG  TEENAGE  PARENT 

NO  BETTER  THAN  ME 


I  am  only  human 

As  nature  allows, 
Governed  by  virtues 

and  morals  and  vows, 
Doomed  to  be  judged 

By  persons  I  see, 
All  in  God's  eyes 

No  better  than  me. 
Followed  by  snickers 

And  comments  and  stares, 
I  try  to  pretend  that 

I  really  don't  care, 
Carrying  a  child 

That's  destined  to  be 
Doomed  in  their  eyes 

No  better  than  me. 
My  mind  has  matured 

As  my  judgment  has  grown. 
I  know  now  I  never 

Have  once  stood  alone. 
God  has  opened  my  eyes 

And  now  I  can  see 
That  those  who  must  judge 

Are  no  better  than  me. 
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Dr.  JoHxsoN.  Because  I  think  some  of  the  statements  I  will  make 
will  bear  directly  on  my  own  position,  I  would  like  to  say  a  little 
bit  about  myself. 

I  am  Frank  Johnson,  obstetrciian  and  gynecologist,  with  a  license 
to  practice  in  the  State  of  Indiana.  I  am  a  private  practicing  phy- 
sician, in  a  limited  sense.  I  hold  an  assistant  professorship  in  ob- 
stetrics and  gynecology  at  Indiana  University  School  of  Medicine. 
I  have  been  a  volunteer  physician  for  the  Planned  Parenthood 
Organization  of  Indianapolis  since  1964,  I  graduated  from  the  In- 
diana University  School  of  ISIedicine  in  1965  and  completed  my 
residency  in  obstetrics  and  gynecology  in  1969.  I  qualified  as  a  diplo- 
mate  of  the  Board  of  Obstetrics  and  Gynecology  in  1971. 

I  think  that  a  little  bit  about  my  activities  will  give  you  some  idea 
of  how  I  came  to  have  some  part  in  this  kind  of  endeavor.  Presently, 
I  am  the  medical  director  of  two  teenage  pregnancy  programs.  I  am 
the   director   for  Maternal  and   Infant   Care   Services   for  Marion 
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County.  I  have  been  a  board  member  of  the  Human  Rights  Com- 
mission. I  am  a  board  member  of  the  American  Cancer  Society  of 
Marion  County.  I  am  a  board  member  of  the  CAP  Organization — 
Community  Action  Against  Poverty.  I  was  on  the  Governors'  Wel- 
fare Task  Force  for  Welfare  Reform.  And  I  am  a  board  member  of 
the  Child  Coordinated  Care  Committee.  I  was  one  of  the  formulators 
of  the  recent  meeting  of  the  Quality  of  Life  for  the  State  of  Indiana, 
I  am  the  director  of  the  Maternal  and  High  Risk  Clinic.  I  am  an 
elder  in  the  Presbyterian  Church — in  case  someone  feels  that  I  am 
against  religion,  for  some  reason — and  I  am  a  member  of  the  five- 
member  Mortality  Committee  of  Indiana. 

Before  going  into  my  presentation,  very  briefly  I  would  like  to 
state  that  I  think  that  maybe  the  record  should  be  clear  on  one  or 
two  points,  instances. 

Number  one,  it  has  been  alluded  to,  prior  to  this  time,  that  ovula- 
tion occurs  around  14  days,  and  from  that  time,  that  is  the  time  that 
the  lady  can  get  pregnant.  The  truth  of  it  is  that  a  lady  may  ovulate 
any  place  between  6  days  and  28  days,  and  we  have  no  idea,  in  gen- 
eral, when  the  ovulates.  The  14  days  is  nothing  more  than  an  average. 

Senator  Bayh.  Six  days  ? 

Dr.  Johnson.  Six  days  from  the  start  of  her  menstrual  period,  up 
until  the  27th  or  28th  day.  And  we  do  not  know,  unless  we  are  keep- 
ing some  record  on  her,  exactly  where  she  ovulates. 

Senator  Bayh.  How  do  we  know  about  that  distinction? 

Dr.  Johnson.  We  have  proof  that  ladies  have  ovulated  at  that  time 
by  doing  hysterectomies  and  by  examining  specimens  at  times  at 
which  we  have  done  surveys. 

Senator  Bayh.  6  to  28  ? 

Dr.  Johnson.  Yes,  sir.  And  the  14  days  that  is  quoted  in  the  text- 
book is  nothing  more  than  an  average.  As  a  matter  of  fact,  I  suspect 
if  you  went  through  a  group  of  100  women,  you  would  find  only  a 
small  group  of  them  who  would  be  ovulating  on  their  14th  day.  If 
you  are  doing  fertility,  you  can  find  this  to  be  true  very  easily. 

The  other  thing  is  that  the  pregnancy  test  is  not  dependable,  in 
general,  until  approximately  41  days  after  the  last  menstrual  period. 
This  is  so  because  there  are  other  hormones  in  the  body  which  are 
confused  with  hemochorial-mammotropic.  In  specific,  I  am  talking 
about  FSHLH,  which  tends  to  confuse  the  pregnancy  test;  so  you 
get  false  tests  if  you  try  to  do  it  earlier  than  that,  and  it  is  not  de- 
pendable. So,  if  you  quote  that  you  can  determine  the  pregnancy 
prior  to  that  time,  you  may  have  false  tests. 

Senator  Bayh.  Excuse  me  for  interrupting  here 

Dr.  Johnson.  I  will  try  to  slow  down. 

Senator  Bayh.  No,  no,  do  not;  that  is  all  right. 

I  speak  here  again  in  layman's  terminology — as  I  said  earlier,  this 
is  deep  water  for  me. 

The  test  that  is  given  to  women  who  wonder  whether  they  are 
pregnant,  the  rabbit  tests  or  whatever 

Dr.  Johnson.  Right  now  we  do  a  different  test,  but  it  is  essentially 
the  same  thing. 

Senator  Bayh.  All  right ;  how  far  along  in  the  cycle  does  a  woman 
have  to  be  before  that  test  has  credibility? 
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Dr.  Johnson.  40  to  41  days  from  the  start  of  her  last  period. 

Senator  Bath.  That  has  no  relationship  to  the  time  of  ovulation 
or  pregnancy? 

JJr.  Johnson.  If  she  is  pregnant,  she  will  get  a  false  test ;  of  course, 
if  she  is  not  pregnant,  it  would  not  make  any  difference. 

Senator  Bayh.  Forty-one  days  after  the  start  of  her  last  period? 

Dr.  Johnson.  Yes. 

Senator  Bayh.  All  right ;  thank  you. 

Dr.  Johnson.  The  other  problem  that  makes  it  even  more  difficult 
is  there  are  a  large  number  of  patients  with  irregular  periods,  and 
these  periods  can  go  anywhere  from  18  days  to,  some  girls,  up  to  60 
days — which  makes  life  even  more  difficult  to  make  a  determination. 

I  thought  that  we  should  at  least  get  that  in  the  record,  because  the 
facts  were  given  as  if  they  were  facts  without  any  variation. 

Senator  Bayh.  All  right,  now 

Dr.  Johnson.  Am  I  confusing  you? 

Senator  Bayh.  No,  you  are  not  confusing  me.  I  just  still  find  it 
a  bit  difficult  to  deal  with  some  of  these  facts. 

Take  a  woman  that  has  an  irregular  period 

Dr.  Johnson.  Yes,  sir. 

Senator  Bayh  [continuing].  You  say  as  much  as  60  days? 

Dr.  Johnson.  Yes;  and  as  a  matter  of  fact,  there  are  some  girls 
who  may  ovulate  only  twice  a  year. 

Senator  Bayh.  I  guess  what  you  are  saying  is  that  it  is  pretty  diffi- 
cult from  your  standpoint  to  say  that  we  can,  with  absolute  certainty, 
determine  when  pregnancy  occurs. 

Dr.  Johnson.  That  is  true. 

Senator  Bayh.  It  could  be  any  time — ^how  many  days  after  the 
previous  period?  Until  60  days? 

Dr.  Johnson.  We  have  no  idea  when  this  girl  is  going  to  ovulate. 

Senator  Bayh.  And  with  two  periods,  two  ovulations  a  year,  that 
is  even  less  predictable. 

Dr.  Johnson.  In  the  final  analysis,  it  was  entered  in  the  record, 
some  information  from  a  textbook  by  Greenhill — and  I  think  if  you 
will  remember  that  even  from  the  time  that  textbooks  are  printed 
until  the  time  they  get  out  on  the  shelf,  may  be  up  to  1,  to  2,  to  3 
years.  And  I  have  not  counted  how  long  this  last  edition  has  been 
on  the  shelf.  So  the  information  quoted  from  that,  I  would  warn  you, 
may  at  this  time  be  post-dated  information. 

Senator  Bayh.  Well,  we  can  find  that  for  the  record. 

Dr.  Johnson.  I  think  it  was  quoted — I  did  not  write  down  which 
edition,  but  Greenhill's  textbook  was  entered  into  the  record,  and  I 
wanted  to  make  some  comment  to  that. 

Mr.  Chairman,  as  a  physician,  I  am  committed  to  the  preservation 
of  life  and  the  demonition  of  disease.  As  such,  I  feel  it  is  out  of 
character  and  consciousness  to  propose  any  act  that  would  blatently 
obliterate  the  human  race.  As  you  know,  for  some  time  now  most 
States  have  statutes  which  allowed  termination  of  a  pregnancy  when 
the  mother's  life  was  in  jeopardy.  Some  States  permitted  termination 
— and  this  was  prior  to  the  "Supreme  Court  decision — when  the 
mother's  life  was  in  jeopardy  or  the  fetal  life  was  threatened.  They 
liberalized  their  statutes  to  "incorporate  "health  and  well-being"  of 
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the  mother  as  indications  for  termination  of  pregnancy,  by  inter- 
pretation. 

I  would  like  to  make  it  clear  that  I  do  not  propose  a  test  of  mo- 
rality here,  nor  substantiate  immorality.  I  feel  morality  is  not  the 
issue  for  consideration,  for  it  is  my  firm  belief  that  in  every  situation 
where  fertilization  occurs,  the  mother  should  be  happy  and  the  baby 
should  be  health;  and  with  the  help  of  trained  concerned  medical 
guidance,  she,  the  mother,  should  participate  in  that  choice. 

Laws  which  allow  termination  of  pregnancy  on  the  premise  "to 
preserve  life,"  generally  allow  the  interpretation  "to  prevent  death." 
And  I  bring  to  your  attention  these  are  two  different  aspects  which 
are  interpreted  by  medical  professions  differently.  Further,  I  submit 
that  the  defamation  of  the  quality  and  quantity  of  life  is  beyond 
predetermined  societal  group  statutes.  Such  an  arrangement  can  only 
interfere  with  patient-problem  individualization  and  provide  favor- 
itism toward  those  who  have  the  wherewithal  to  negotiate  the  system, 
while  condemning  the  unfortunate. 

I  would  like  to  draw  your  attention  to  the  figures  of  Indiana  prior 
to  the  time  of  the  Supreme  Court.  Approximately  650  abortions  were 
performed;  over  600  of  them  were  performed  on  private  patients, 
and  most  of  them  were  performed  for  psychiatric  reasons.  That,  to 
me,  seems  to  be  a  paradox,  since  we  say  that  most  of  the  medical 
problems  occur  and  the  most  devastating  problems  occur  in  the  lower 
socioeconomic  patients.  I  would  like  to  have  that  entered  into  the 
record. 

For  example,  one  need  only  to  examine  the  hospital  records — ^yes, 
even  the  records  of  Indiana — to  find  that  the  percentage  of  private 
patients  who  obtained  pregnancy  terminations  per  1,000  live  births 
is  vastly  higher  than  that  of  the  females  in  the  clinic  population  who 
were  unable  to  negotiate  terminations  for  similar  reasons. 

Senator  Bath.  Can  you  give  me  some  specific  numbers  on  that 
now? 

Dr.  Johnson.  That  was  about  600 — if  I  remember,  it  is  between 
635  and  650;  I  did  not  write  that  number  down.  It  is  around  650; 
prior  to  the  Supreme  Court  decision.  About  92  to  93  percent  of  those 
were  private  patients;  85  percent  of  them  were  for  psychiatric  rea- 
sons, which  means  that  if  you  can  afford  a  psychiatrist — two  of  them, 
which  is  what  was  required — and  have  the  money  and  are  sophisti- 
cated enough,  you  can  get  an  abortion  even  if  the  law  changes — even 
prior  to  the  time  it  changes. 

Senator  Bath.  The  amendments  do  not  permit  mental  health  as 
a  reason.  Did  the  Indiana  law  permit  mental  health  as  a  reason?  I 
do  not  think  it  did. 

Dr.  Johnson.  I  cannot  quote  the  law  for  you,  sir,  but  I  do  know 
'  that  that  was  a  satisfaction  and  abortions  were  performed. 

Senator  Bath.  I  am  pretty  certain  that  mental  health  was  not  a 
criteria  in  Indiana  law.  I  will  check  that,  and  if  you  could  get  us  the 
specific  numbers  that  you  refer  to  there 

Dr.  Johnson.  I  will  get  the  numbers. 

I  think,  sir,  that  you  are  aware  at  this  time  that  the  American 
Psychiatric  Association  and  most  psychiatrists  believe  that  there  is 
not  a  psychiatric  indication — that  you  cannot  find  a  psychiatric  indi- 
cation for  termination. 
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I  submit  for  your  consideration,  the  question  is  not  whether  preg- 
nancy terminations  are  available  or  will  continue  to  be  available, 
rather,  to  whom  are  they  available?  I  suggest  further  that  the  con- 
sideration is  not  that  there  will  be  pregnancy  terminations,  but  who 
will  do  them  and  under  what  circumstances  ?  The  basic  question  here, 
it  seems,  should  a  female  undergo  completion  of  pregnancy  she 
neither  planned,  wants,  or  will  give  care.  Belief  that  an  unwanted 
pregnancy  is  a  sin  and  therefore  the  indulgent  should  live  with  her 
sin  neither  restores  the  mother  to  sounder  consciousness  or  the  infant 
to  parentally  supported  citizenship. 

I  would  offer  the  suggestion  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  that  whether  to  continue  or  not  continue  a 
pregnancy  is  a  medical  decision,  therefore  should  be  decided  privately 
between  a  patient  and  her  physician — whteher  she  be  rich  or  poor. 
Again,  the  female  should  be  allowed,  uncoerced,  to  seek  help  for  her 
medical  problem,  and  the  physician  granted  the  choice  to  deliver  or 
not  deliver — uncoerced. 

I  do  not  propose  a  replacement  of  time-honored  contraceptive  tech- 
niques; however,  unwanted  pregnancies  do  occur.  AVhen  all  others 
fail,  pregnancy  termination  may  be  the  only  answer. 

At  this  point,  Mr.  Chairman,  I  would  like  to  take  the  committee 
through  a  very  simple  kind  of  thing,  because  I  think  many  times 
people  get  tied  up  in  the  things  and  wonder  really  what  happens 
when  a  patient  says,  I  want  it — what  really  goes  on,  through  the 
very,  very  elementary  steps. 

I  would  like  to  turn  my  attention  to  some  of  the  basic  issues  in 
the  mechanics  of  how  a  patient  proceeds  from  a  state  where  she  feels 
that  she  is  in  need  of  services  related  to  pregnancy  and  discuss  with 
you  the  various  steps  thta  are  taken  in  a  typical  organizational 
structure  to  deliver  these  services  . 

What  really  happens  ?  The  first  consideration  is  who  seeks  an  abor- 
tion. The  answer  to  these  questions  is  varied  as  there  are  females  in 
the  community.  It  has  been  our  experience  that  anyone,  any  person 
may  seek  a  pregnancy  termination — a  secretary,  a  housewife,  a  doctor 
herself,  a  sister,  a  daughter,  or  a  wife.  The  reasons  for  seeking  term- 
ination of  pregnancy  on  the  part  of  any  female  is  varied ;  they  gen- 
erally may  be  summarized  into  several  broad  categorical  areas. 

They  are  generally  sought  on  the  basis  that  the  patient  feels  or 
her  physician  feels  she  may  have  a  medical  problem  which  would 
contraindicate  her  carrying  the  pregnancy  or  indeed  may  render  her 
more  susceptible  to  the  "disease  process  and  accentuate  the  progression 
of  that  disease  process. 

Second :  The  patient  may  feel  that  to  carry  the  pregnancy  to  term 
is  more  of  a  financial  strain  than  her  financial  resources  will  allow. 

Third :  There  may  be  involved  a  social  problem  either  in  the  pa- 
tient's immediate  life  style  or  a  situational  problem  which  may 
require  termination. 

I  list  psychiatric  reasons,  although  in  most  textbooks  and  in  most 
literature  it  says  it  is  not  a  bona  fide  reason.  It  is  still  accepted. 

A  large  group  of  patients,  however,  seek  termination  because  it  is 
their  sincere  desire  to  limit  the  size  of  their  families;  and  finally,  a 
number  of  patients  seek  termination  because  they  have  had  contra- 
ceptive failure — and  contraceptives  do  fail. 
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In  these  groups  of  patients  who  have  had  contraceptive  failure, 
they  have  made  an  honest  attempt  and  a  sincere  effort  to  limit  the 
size  of  their  families ;  however,  find  themselves  in  the  condition  need- 
ing assistance,  secondary  to  failure  of  contraceptive  methods  which 
they  have  selected.  This  indicates  that  the  primary  basic  and  first 
line  of  family  planning  is  a  method  of  contraception.  However, 
through  no  fault  of  the  patient,  the  failure  has  occurred,  and  she 
finds  herself  before  us  with  this  problem. 

Patients  who  request  services  usually  predetermine  prior  to  the 
time  of  contact  with  an  agency  that  they  indeed  will  receive  a  term- 
ination. And  I  have  found  it  difficult  in  some  of  the  testimony  you 
have  had,  that  the  patients  had  not  made  up  their  minds,  that  has 
not  been  the  case  in  the  number  of  patients  I  have  seen.  And  I  would 
like  to  interject  here  that  I  have  seen  a  reasonable  number  of  patients. 
When  I  say  reasonable  number,  I  am  talking  about,  say,  5,000  or  so, 
at  least,  personally. 

The  incidence  of  the  patients  going  or  coming  to  a  facility  for 
termination  prior  to  the  time,  they  usually  have  formulated  their 
thoughts  that  they  will  indeed  have  a  termination.  The  distribution 
of  the  availability  of  services  in  the  community  is  usually  carried  out 
by  word  of  mouth  or  friends,  by  physicians,  by  ministers  or  other 
persons  interested  in  the  well-being,  and  advocates  of  the  quality  of 
life  as  well  as  being  essential  to  the  solutions  of  the  patient's  prob- 
lems. 

Next,  I  would  like  to  turn  to  what  happens  to  a  patient  who  enters 
a  unit  requesting  help  as  related  to  pregnancy  termination. 

The  patient  is  usually  seen  by  a  clerk.  Some  of  the  basic  infor- 
mation is  usually  taken  from  the  patient.  If  it  is  determined  that 
the  patient  makes  some  inference  to  the  clerk  that  she  is  either  inter- 
ested in  a  termination  or  interested  in  continuation  of  the  pregnancy, 
she  is  then  referred  to  a  counselor.  The  counselor  provides  a  discus- 
sion around  the  number  of  options  that  are  open  to  the  client  and 
assist  her  in  setting  up  priorities  as  to  which  is  the  most  optimal  for 
her.  Further  discussion  on  the  availability  of  resources,  both  in  the 
community  and  those  that  may  be  necessary  away  from  the  com- 
munity if  they  are  not  there.  This  may  entail  travel,  financing,  sched- 
uling arrangements,  and  other  information  that  the  patient  does  not 
have  at  her  disposal.  These  items  are  discussed  with  the  patient 
whether  she  decides  to  continue  with  the  pregnancy  or  seek  a  preg- 
nancy termination. 

One  of  the  primary  responsibilities  of  the  counselor  is  to  allay 
anxiety  by  replacing  it  with  fact,  with  knowledge.  The  counselor 
may  act  as  a  mediator  in  a  confidential  situation  between  a  teenager 
and  a  parent,  particularly  in  a  situation  where  the  parent  is  demand- 
ing termination  and  it  is  the  teenager's  feeling  that  she  would  like 
to  continue  with  the  pregnancy.  By  skillful  techniques,  a  counselor 
is  capable  of  maintaining  a  desirable  relationship  between  the  preg- 
nant daughter  and  the  mother,  at  the  same  time  assisting  them  in 
resolving  their  problem.  If  psychiatric  help  is  needed,  the  counselor 
would  be  the  first  person  to  decide  whether  that  help  is  available  and 
would  help  the  patient  to  obtain  psychiatric  care.  In  addition,  the 
counselor  is  certainly  expected  to  counsel  the  patient  in  the  area  of 


551 

family  planning  and  pregnancy  prevention,  or  at  least  child  spacing, 
and  I  differentiate  between  pregnancy  prevention  and  family  plan- 
ning. The  patient  in  need  is  appraised  of  contraceptive  techniques, 
and  is  as  a  matter  of  fact  usually  given  contraceptive  techniques 
prior  to  the  time  they  are  sent  or  are  referred  to  a  termination 
facility. 

In  fact,  most  patients  who  receive  counseling  through  the  Family 
Planning  Organization  of  Indianapolis  have  received  the  contra- 
ception. However,  the  contraception  is  not  started  until  after  the 
termination  is  actually  done,  and,  finally,  a  counselor  may  act  as  an 
advocate  for  the  unborn,  particularly  where  the  mother  may  have 
ambivalent  feelings  about  what  her  future  should  be  with  regard  to 
the  pregnancy. 

I  would  like  to  interject  one  thing  here  about  the  cost  of  pregnancy 
and  the  cost  of  termination,  as  it  relates  to  the  credibility  of  the 
physician. 

i  do  not  know  of  any  physicians  who  are  getting  rich  on  pregnancy 
terminations.  For  record,  at  least  in  Indiana  now,  there  are  only  two 
freestanding  abortion  clinics  since  the  law  has  been  passed.  And 
there  have  been — only  1,692  were  done  over  an  8-month  period,  start- 
ing ]May  1,  1973,  through  December  31,  1973.  The  usual  cost  is  about 
$50  to  $75  to  the  doctor— which  is  less  than  what  he  gets  for  an 
ordinary  D  &  C  for  a  lady  who  is  being  treated. 

And  I  will  show  you  at  this  point,  I  can  value  finances,  from  a 
fellow  who  has  picked  400  pounds  of  cotton  in  his  day  and  has  fol- 
lowed mules.  I  know  something  about  poor  people  and  money. 

Senator  Bath.  One  is  in  Indianapolis;  where  is  the  other  one, 
Doctor? 

Dr.  Johnson.  The  other  one  is  in  Fort  Wayne. 

We  have  the  responsibility  to  advocate  the  fetal  right  not  to  be 
born  unless  the  physical,  mental,  emotional,  and  environmental  well- 
being  of  the  mother  is  assured.  Health,  and  particularly  mental 
health,  is  a  difficult  term  to  define.  Even  though  we  try  to  separate 
fears  of  physical  and  mental  health,  psychosomatic  indications  make 
it  clear  that  they  are  inseparable.  It  is  not  difficult  to  find  those  who 
say  there  is  no  problem  and  the  control  of  the  female  body  is  a 
woman's  right,  as  well  as  those  who  maintain  that  she  is  immoral  if 
she  even  thinks  about  terminating  a  pregnancy;  many  find  them- 
selves caught  between  the  two  viewpoints.  Part  of  the  role  of  private 
counseling  is  to  assist  the  woman  in  determining  what  is  responsi- 
bility and  loving  act  in  her  particular  situation.  In  general,  during 
the  counseling  session,  the  counselor  explores  the  patient's  situation, 
shares  information  about  the  type  of  medical  procedure.  Once  the 
patient  has  undergone  a  social  evaluation  by  the  counselor  and  is 
assisted  in  determining  what  the  course  of  her  action  will  be  as  re- 
gards to  her  pregnancy,  a  medical  evaluation  is  in  order. 

The  assessment  of  her  physical  status  as  relates  to  her  health  status, 
her  general  physical  condition,  any  disease  process  that  may  be 
present,  and  what  effect  the  disease  will  have  on  the  pregnancy.  The 
patient's  psychological  status  is  assessed  by  the  physician  as  well  as 
her  sociological  status.  The  physician  attempts  to  determine  whether 
the  pregnancy  is  likely  to  place  the  patient  in  jeopardy  psycho- 
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logically  or  socially.  He  acts  as  professional  medical  source,  as  re- 
gards to  answers  to  her  medical  questions,  assures  the  patient  in  the 
area  of  her  general  health  condition.  Notice  is  made  here  that  in 
addition  to  the  advantages  that  have  already  been  named,  there  are 
spinoffs  from  the  examinations  and  the  process  where  patients  are 
seeking  termination. 

For  example,  we  have  found  that  patients  now  generally^  get  earlier 
prenatal  care  than  previously.  As  a  result  of  their  coming  in  for  their 
pregnancy  tests  which  has  lowered  our  neonatal  mortality  rate  and 
our  morbidity  rate.  And  so  we  getting  less  sick  babies  and  increase 
in  the  cost  of  medical  care  since  patients  are  getting  medical  care 
earlier  and  getting  better  medical  care  now.  The  trend  to  decrease 
morbidity  and  mortality  in  those  patients  that  have  decided  to  carry 
their  pregnancy  has  been  seen.  Since  most  of  us  are  interested  in  im- 
proving the  quality  of  life,  this  is  no  small  byproduct.  One  is  aware 
that  pregnancy  does  not  limit  a  patient  having  other  diseases  not 
related  to  the  pregnancy.  At  the  time  that  the  patients  are  seen  for 
determination  of  her  course  of  action  as  regards  her  pregnancy, 
many  other  diseases  are  determined.  For  example,  many  now  obtain 
pap  smears,  and  we  have  been  able  to  further  decrease  the  incidence 
of  cancer  by  providing  services  of  pregnancy  tests  in  a  large  group 
of  young  ladies  who,  prior  to  this  time,  sought  only  to  come  in  and 
see  the  physicians.  Many  have  otlier  serious  diseases  which  are  diag- 
nosed and  they  are  referred  to  the  physician  for  treatment,  where 
they  did  not  know  that  they  had  this,  is  one  part  of  their  problem. 
These  are  secondary  benefits  from  their  having  come  in  for  the 
examination. 

Mr,  Chairman,  at  this  time  I  would  like  to  turn  our  attention  to 
the  analysis  of  some  of  the  information  which  we  have  received 
through  three  sources  in  Indiana  and  particularly  in  the  Indianapolis 
area.  I  took  that  because  the  figures  are  small  enough,  at  least,  to 
comprehend,  and  I  think  if  they  were  extrapolated  to  the  United 
States  they  would  show  similar  kinds  of  trends.  And  I  am  most 
familiar  with  those  of  Indinanapolis.  We  have  reduced  our  sample 
to  a  1 -month  collection  for  simplicity,  in  order  to  understand  this 
particular  thing.  And  this  is  at  the  end  of  the  presentation,  and  we 
will  get  to  that  in  a  minute. 

Since  the  Planned  Parenthood  Organization  responds  as  a  delivery 
system  and  as  a  referral  system,  it  has  a  unique  character  of  being 
able  to  allow  the  collection  of  data  which  will  enable  us  to  get  some 
look  at  the  trend  in  both  contraception  and  in  pregnancy  termination. 

In  the  month  of  June  1973 — and  we  are  scanning — which  is  no 
different  than  any  other  part  of  the  year  that  I  can  think  of,  there 
was  a  total  of  i,350  patients  who  were  seen  at  the  Indianapolis 
Planned  Parentliood  Center.  Of  these  patients,  413  received  preg- 
nancy tescs  secondary  to  a  questionable  last  menstrual  period.  In  ad- 
dition, 174  patients  were  seen  at  Planned  Parenthood — that  is  in 
addition  to  the  number  I  have  given  you — seeking  pregnancy  term- 
ination. Sixteen  of  these  patients  did  not  receive  pregnancy  terrn- 
ination.  And  I  will  follow  this  up  and  totally  indicate  why  they  did 
not,  except  for  in  some  cases  we  know  the  patient  went  on  her  own 
to  some  other  place;  a  few  of  them,  of  the  16,  changed  their  minds, 
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from  one  pressure  or  another.  The  number  who  failed  to  receive 
terminations  was  for  reasons  unknown,  for  the  total  number. 

Senator  Bath.  Excuse  me,  could  I  interrupt? 

Dr.  Johnson.  Yes. 

Senator  Bayh.  1,350  received  counseling? 

Dr.  Johnson.  1,350  came  to  the  facility  for  contraceptive  service. 

Senator  Bath.  All  right;  now 

Dr.  Johnson.  174  came  for  pregnancy  termination. 

Senator  Bath.  174. 

Dr.  Johnson.  174  patients  were  seen  at  Planned  Parenthood,  who 
at  the  time  requested  pregnancy  termination. 

Senator  Bath.  413  had  pregnancy  tests? 

Dr.  Johnson.  413  had  pregnancy  tests.  16  from  174  will  give  you 
the  number  that  were  terminated ;  which  turns  out  to  be  158. 

Senator  Bath.  Well,  all  right. 

174  came  to  have  pregnancies  terminated 

Dr.  Johnson.  Yes;  they  came  requesting  a  termination. 

Senator  Bath.  And  how  many  received  termination?  All  but  16? 

Dr.  Johnson.  All  but  16. 

Now,  now  included  in  this  figure  was  a  group  of  patients  which  run. 
approximately  20  percent — and  20  percent  added  to  the  174 — would 
have  been  girls  who  did  not  receive  pregnancy  terminations,  and 
who  were  not  in  the  16,  because  of  reasons;  reasons  being  they  were 
too  far  along  in  their  pregnancy  or  for  some  other  reason. 

In  a  couple  of  the  cases,  the  patients  were  too  much  of  a  medical 
risk  to  terminate  them  at  that  stage  of  their  pregnancy. 

So,  every  patient  who  came— the  point  I  am  trying  to  make  is  that 
every  patient  who  came  for  termination  and  counseled  did  not  re- 
ceive a  termination — about  20  percent  of  them  did  not. 

Senator  Bath.  Of  the  413  that  had  pregnancy  tests,  how  many 
turned  out  to  be  pregnant? 

Dr.  Johnson.  I  do  not  have  that  figure,  but  at  least  174  of  them 
did.  I  am  not  trying  to  be  facetitious;  I  do  not  have  the  figures,  sir. 

Senator  Bath.  Could  you  get  that,  please? 

Dr.  Johnson.  Yes,  sir. 

The  reasons,  in  our  institution,  given  for  termination  are  listed 
here,  and  they  are  similar  to  the  ones  that  are  given  nationally.  And 
if  it  is  all  right  with  you,  I  will  skip  over  that  in  order  to  try  to  get 
some  more  information  in. 

I  am  now  going  to  page  10. 

At  this  point,  one  may  note  that  all  the  patients  falling  in  the 
category  who  were  unable  to  obtain  a  pregnancy  termination  were 
those  patients  who  were  either  under  the  age  or  disadvantaged.  And 
it  is  fair  to  say  at  this  point,  and  generally  known,  that  medicine  is 
usually  available  to  those  who  are  capable  of  paying  for  it  or 
sophisticated  enough  to  negotiate  it.  So  that  that  20  percent  of  pa- 
tients I  told  you  about,  a  good  number  fall  in  that  category,  although 
the  Planned  Parenthood  Organization  makes  a  real  effort  to  try  and 
assist  those  patients  who  are  without  means. 

If  you  will  give  me  a  minute,  I  am  going  to  try  and  skip  here  to 
the  things  I  want  to  cover,  without  going  through  the  whole  thing. 

Further,  since  even  those  who  are  without  the  means  to  pay  and  the 
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ability  to  negotiate  the  system  will  indeed  obtain  a  pregnancy  term- 
ination, one  would  do  well  to  recognize  that  the  patients  in  the  latter 
two  groups  usually  seek  terminations  under  unsafe  conditions  and 
unsterile  conditions,  where  it  is  a  hazard  to  both  their  health  and  an 
increase  to  medical  cost  secondary  to  the  prevalent  complications 
associated  with  nonmedical,  nonproperly  supervised  sterile  condi- 
tions. And  in  my  own  experience,  I  have  had  the  unfortunate  op- 
portunity to  have  taken  care  of  at  least  six  young  ladies  who  lost 
their  lives  through  this  kind  of  mechanism. 

Senator  Bath.  Over  what  period  of  time,  Doctor. 

Dr.  Johnson.  This  is  over  a  period  of  8  years.  But  I  must  admit 
that  the  patients — that  the  last  4  years  I  have  spent  have  been  in 
private  practice,  and  patients  who  usually  obtain  abortions  through 
illegal  methods  usually  find  themselves  in  the  county  hospital,  rather 
than  private  patients.  So  that  six  patients  really  was  in  a  4-year 
period,  for  the  most  part ;  five  of  them  in  the  4-year  period,  one  since 
I  have  been  in  private  practice. 

Senator  Bath.  Now,  were  those  listed  with  the  State  Health  De- 
partment? Those  deaths? 

Dr.  Johnson.  They  were,  sir. 

Senator  Bath.  As  illegal  abortion  deaths? 

Dr.  Johnson.  I  would  be  guessing;  I  do  not  know.  I  can  go  back 
and  check  that  for  you.  I  know  that  the  majority  of  them  were.  How- 
ever, this  past  week,  in  checking  maternal  deaths  at  the  State  Board 
of  Health,  I  did  not  go  that  far  back.  That  would  be  around  in  1958, 
1959.  And  you  would  have  to  pull  microfilms  in  order  to  do  this.  I 
can  do  this,  though. 

Senator  Bath.  The  only  reason  I  ask  this  question  is  that  we  talked 
to  a  doctor  from  the  Public  Health  Service — who  compiled  the  sta- 
tistics and  testified  on  the  first  day  or  two.  He  informed  us  that  the 
number  of  reported  deaths  nationwide,  each  year,  as  a  result  of  this 
illegal  abortion  was  not  a  very  great  number.  But  he  admitted  that 
we  really  did  not  have  the  kind  of  information  that  we  should  have, 
relative  to  whether  the  reporting  from  doctors  to  the  collecting  agen- 
cies in  counties  around  the  State  was  very  specific  as  to  the  cause  of 
death. 

Dr.  Johnson.  I  would  like  to  say  at  this  point,  sir,  there  are  a  large 
number  of  variables  which  go  into — and  I  am  sure  you  may  be 
aware — of  listing  causes  of  death  on  death  certificates.  The  cause  of 
death  listed  on  the  death  certificate  means  that  the  doctor  either 
guesses  what  the  cause  of  death  is,  or  may  even  make  it  up  without 
any  knowledge  of  what  the  cause  of  death  is  at  all.  But  the  law  itself 
requires  that  a  cause  be  fixed. 

Senator  Bath.  I  suppose  you  could  say  someone  died  from  blood 
poisoning. 

Dr.  Johnson.  Yes,  sir.  And  frequently  I  have  seen  that. 

Senator  Bath.  And  the  blood  poisoning  could  have  been  caused  by 
an  illegal  abortion. 

Dr.  Johnson.  That  is  what  occurs.  And  frequently — ^not  related  to 
this,  but  to  make  the  point — many  times  a  doctor  is  called  in  to  fill 
out  a  death  certificate  without  having  seen  the  person  at  any  time 
during  the  time  he  was  alive,  or  having  any  idea  of  what  the  person 
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died  from.  I  have  had  that  unpleasant  experience.  But  the  law  will 
not  allow  you  not  to  put  a  cause  of  death  in  there. 

Senator  Bath.  I  suppose  that  problem  would  exist  in  a  multiple 
cause  of  death  situation,  not  just  abortion,  as  far  as  finding — — - 

Dr.  Johnson.  The  cause  of  death  here  would  probably  be  listed  as 
general  asepocemia,  secondary  to,  secondary  to,  secondary  to,  and  if 
there  are  enough  lines  you  may  have,  on  the  bottom,  abortion. 

Senator  Bath.  ^Yhat  I  mean,  though,  is  the  difficulty  of  trying  to 
diagnose  that  fact  probably  exists  in  many  other  causes  other  than 
illegal  abortions. 

Dr.  Johnson.  That  is  right.  The  point  I  would  like  to  make, 
though,  here  is  that  when  the  patients  are  unable  to  obtain  safe, 
medically  supervised,  sterile  terminations  and  they  have  made  up 
their  minds  that  they  will  get  termination,  they  will  get  termination, 
and  they  will  get  it  if  they  have  to  go,  and  many  patients,  will  walk 
out  of  your  office  and  tell  you  that,  I  will  get  it  taken  care  of  no 
matter  what  you  say  to  them.  If  you  do  not  assist  them,  then  they 
proceed  to  the  next  line. 

Of  the  number  of  patients  seen  during  this  1  month  period,  two 
patients  received  psychiatric  care  secondarj'^  to  the  termination  and 
no  patient  received  psychiatric  care  prior  to  the  termination.  The 
point  I  would  like  to  make  here  is  that  there  is  no  large  psychiatric 
after-effect  seen  in  the  patients  that  we  have  seen  from  termination. 

Senator  Bath.  Well,  how  often  do  you  see  them  ? 

Do  you  follow  them  up  over  a  period  of  time  whereby  you  could 
really  make  that  assessment? 

Dr.  Johnson.  We  have — our  patients,  most  of  them,  return  for 
contraception  and  their  checkup,  and  a  large  group  of  them  will 
continue  their  contraception  through  planned  parenthood  for  a  num- 
ber of  reasons : 

One,  it  is  faster  than  getting  into  a  doctor's  office,  it  is  a  little 
cheaper,  and  many  of  the  patients  cannot  obtain  a  physician  at  all, 
and  planned  parenthood  will  see  them  and  will  give  them  contracep- 
tion, whether  they  can  afford  to  pay  for  it  or  not.  So  we  see  a  high 
number  of  the  girls  returning.  We  do  get  a  chance  to  see  them  for  a 
long  period  of  time. 

Because  I  would  like  for  you  to  have  some  opportunity  to  look  at 
the  complexity  of  the  situation,  particularly  as  it  revolves  around 
those  patients  who  were  mostly  affected  by  the  change  in  loss  as  it 
relates  to  this  particular  issue,  we  collected  some  figures  from  the 
county  hospital.  Over  a  6  month  period — this  is  Marion  County  Gen- 
eral Hospital,  which  covers  the  indigent  population  of  Marion 
County,  Ind.- — over  a  6  month  period,  approximately  140  patients 
underwent  early  abortion ;  20  of  these  patients  were  under  the  age  of 
18 ;  120  were  over  the  age  of  18.  20  percent  of  the  patients  were  black 
or  oriental,  and  80  percent  of  the  patients  were  white.  I  bring  this 
particular  point  up  because,  as  far  as  we  have  been  able  to  see  both 
in  family  planning  and  in  termination,  I  have  not  been  able  to  find 
any  evidence  to  justify  that  there  is  any  contrived  effort  or  organized 
effort  toward  any  group  to  abolish  that  group  through  the  effort  of 
termination  and/or  family  planning. 

Senator  Batit.  What  was  the  breakdown  there  again — 80-20? 
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Dr.  Johnson.  80-20. 

Senator  Bath.  80  percent  white,  20  percent  black  ? 

Dr.  Johnson.  Yes. 

Senator  Bath.  Is  that  the  Indiana  figures  or  the  Marion  County 
figures  ? 

Dr.  Johnson.  These  are  the  Marion  County  figures,  but  the  Indiana 
figures,  as  I  looked  at  them,  broke  out  to  19  percent. 

As  regards  to  the  patients'  ability  to  pay,  35  patients  had  third 
party  pay  37  patients  paid  from  their  own  income,  36  patients  quali- 
fied for  title  19,  which  did  not  pay  and  which  will  not  pay  in  Indiana, 
13  patients  had  no  pay,  and  17  were  part  pay. 

In  addition  to  this  group,  18  patients  underwent  late  termination — 
that  is,  in  addition  to  the  group  I  have  told  you — and  only  one  of 
these  patients  was  under  the  age  of  18,  who  underwent  the  late  ter- 
mination. However,  of  the  18,  eight  patients  were  white,  10  were 
black.  Again,  the  problem  here  is  that  patients  of  lower  socioeconomic 
groups  tend  to  seek  care  later  than  usually  other  patients,  and  if  we 
had  the  time  we  could  list  some  of  the  variables  there. 

What  I  would  like  to  bring  to  your  attention  now  is  a  study  which 
has  been  alluded  to,  at  least  which  was  done  by  some  national  figures 
and  international  figures,  to  at  least  address  myself  to  a  couple  of  the 
issues  that  have  come  up  earlier  in  the  testimony.  This  is  the  Tiestze 
study  from  the  joint  program  study  of  abortion,  1970-71.  It  was  the 
interim  study.  I  have  not  seen  the  final  study  resolved.  I  looked  for 
it,  and  I  have  not  found  it. 

However,  in  their  study  they  had  42,598  patients,  which  is  a  reason- 
able sample,  and  of  that  group  56  percent  of  those  patients  were  sin- 
gle; 29  percent  were  married.  Of  their  group,  71  percent  of  the 
patients  were  white  and  24  percent  were  black.  The  inference  that  a 
large  group  of  patients  are  getting  terminations  in  the  second  tri- 
mester is  not  so,  based  on  their  study.  Under  12  weeks  of  gestation 
71  percent  of  their  patients  had  their  termination,  and  I  understand 
now  in  recent  figures  which  will  be  published  it  gets  down  to  approxi- 
mately 11  percent.  So  most  of  the  patients  got  their  termination  prior 
to  the  12th  week  when  they  could  still  get  a  simple  procedure  done. 

Senator  Bath.  Is  late  abortion  described  as  occurring  after  the  first 
trimester  or  after  the  second  trimester? 

Dr.  Johnson.  We  usually  say  after  12  weeks. 

I  would  like,  Mr.  Chairman,  may  I  please,  sir 

Senator  Bath.  Please. 

Dr.  Johnson.  I  think  that  one  of  the  things  in  the  emotionalism 
that  has  gone  on,  and  I  will  not  go  into  it — I  think  if  I  described  any 
surgical  procedures  that  we  perform,  any  surgical  procedure  we  per- 
form would  probably  upset  half  of  the  audience  here,  and  to  say  that 
a  D&C  or  suction  is  a  brutal  procedure — If  I  were  to  tell  you  how  we 
perform  some  of  the  other  surgery  which  makes  people  very  well,  I 
think  that  somebody  may  agree  that  that  would  not  be  very  good  too. 
So  to  go  into  that  in  order  to  upset  someone  would  no  no  good.  I 
think  that  we  can  safely  say  that  a  suction  or  a  D&C  is  classified 
by  every  hospital  that  I  know  of  as  a  minor  surgical  procedure.  My 
point  is,  I  wanted  that  entered  into  the  record,  because  I  think  a  big 
point  was  made  on  how  brutal  the  procedure  is. 
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Senator  Bath.  I  think,  just  looking  at  it  from  a  layman's  stand- 
point, that  the  brutality  of  the  operation  is  related  to  the  fact  that 
you  do  have  an  embryonic  creation  of  mankind  there  which  is  being 
disposed  of.  This  fact  makes  it  little  bit  different  than  an  operation 
which  does  not  deal  with  the  propagation  process. 

Dr.  Johnson.  I  agree  with  you,  sir. 

My  next  contention  would  be  that  if  one  performs  a  D&C,  and 
this  has  happened  to  all  of  us,  I  think  that  the  problem  here  with  the 
brutality  is  in  the  intent  rather  than  the  procedure.  How  about  the 
person  who  performs  a  D.  &  C.  on  a  girl  not  knowing  she  is  pregnant 
and  finds  out  she  is  pregnant  after  he  has  done  it  ? 

I  wonder  if  we  are  talking  about  intent  rather  than  procedure.  If 
we  go  to  the  percent  of  patients  that  were  done  through  the  proce- 
dure, 75  percent  of  the  patients  were  either  done  through  D.  &  C. 
and/or  suction,  and  the  figure  given  for  hysterotomy,  which  was  listed 
as  a  small  Caesarian  section — I  think  when  you  tend  to  simplify  med- 
icine you  tend  to  lose  part  of  its  meaning — their  incidence  of  hyster- 
otomy was  1.1  percent,  in  contrast  to  the  figure  given  you  this  morn- 
ing, and  I  am  reading  the  record  from  the  study  now. 

Senator  Bayh.  Well,  I  think  in  fairness  to,  I  think  it  was  Dr.  Col- 
liton — did  he  not  redefine  it? 

Did  he  not  say  it  was  less  than  1  percent,  specifically  0.7  percent? 

We  are  talking  about  25  percent  late  abortion,  and  then  he  came 
back  and  said  something  to  the  effect  that  the  figure  involved  was,  I 
believe,  0.7  percent. 

Dr.  CoLLiTON.  0.7  percent.  Yes,  Mr.  Chairman. 

Senator  Bayh.  Excuse  me.  Doctor.  Go  ahead. 

Dr.  Johnson.  In  terms  of  complications,  the  complication  rate  was 
around  8  percent,  and  this  is  probably  less  than  the  amount  of  com- 
plications experienced  from  tonsillectomy,  to  give  you  some  idea. 

Senator  Bayh.  8  percent.  Now,  we  are  talking  about  complications. 

How  serious  are  these  complications  we  are  talking  about? 

Dr.  Johnson.  OK.  Perforation  of  the  uterus — of  the  4,600  girls, 
there  were  101  of  them.  Other  injuries,  which  were  much  more  minor, 
and  they  are  listed  as  hemorrhage,  pelvic  infection,  hemorrhage  and 
infection,  a  fever,  which  may  have  been  from  some  other  reason  other 
than  the  termination,  and  that  is  the  rest  of  the  group. 

Senator  Bayh.  That  is  8  percent,  you  say? 

Dr.  Johnson.  Around  8  percent,  yes,  sir. 

Senator  Bayh.  Around  8  percent. 

"What  was  the  fatality  rate  ? 

Dr.  Johnson.  According  to  the  study,  I  did  not  find  any  fatalities 
listed. 

Senator  Bayh.  No  fatalities? 

Dr.  Johnson.  No. 

Senator  Bayh.  We  are  talking  about  42,000  ? 

Dr.  Johnson.  It  was  45 

Senator  Bayh.  45,000? 

Dr.  Johnson.  It  was  42,590. 

Senator  Bayh.  Well,  how  does  that  relate  to  full  consummation  of 
pregnancy  ? 

Dr.  Johnson.  The  mortality  rate  in  pregnancy? 

Senator  Bayh.  Yes,  or  complications. 
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Dr.  Johnson.  If  you  take  them  last  year  in  Marion  County  there 
were  three,  the  year  before  last  one,  the  year  before  in  1970  there  were 
five. 

Senator  Bath.  Deaths? 

Dr.  Johnson.  Yes,  sir. 

Senator  Bath.  How  does  that  relate  to  the  number  of  births, 
though  ? 

Dr.  Johnson.  Births  in  Marion  County  are  around  15,000  to  be- 
tween— if  you  take  the  3  years  you  could  average  it  out  about  15.000. 

For  the  information  of  the  1692  abortions  done  over  the  period  of 
time  I  listed,  for  the  8  month  period  of  Indiana,  there  was  no  mater- 
nal deaths  in  Indiana.  However,  one  girl  who  lived  in  South  Bend 
who  was  out  of  State  did  die,  who  had  received  an  abortion  and  we 
were  not  able  to  find  out  whether  the  death  itself  was  related  to  the 
abortion.  I  was  not  able  to  get  the  death  certificate,  even  though  I 
tried. 

I  would  like  to  include  several  facts,  either  addressed  in  this  paper 
or  commonly  accepted  and  proven  as  factual  based  on  documented 
evidence  elsewhere  in  the  medical  literature: 

One:  Pregnancy  will  be  terminated  either  legally  or  illegally  no 
matter  what  the  law  says.  There  is  no  indication  that  the  present  law 
as  practiced  either  favors  or  promotes  genocidal  tendencies  toward 
any  ethnic  groups. 

Three:  Restrictive  laws  only  eliminate  those  persons  from  receiv- 
ing termination  of  low  socio-economic  means  and  low  educational 
levels. 

Four :  The  risk  of  pregnancy  is  greater  in  those  who  can  least  afford 

it- 
Five  :  The  risk  of  pregnancy  is  at  least  as  great  if  not  greater  than 

those  of  termination. 

And  finally :  Abortion  is  a  medical  judgment  between  a  patient  and 
a  physician,  a  decision  that  should  be  voluntarily  requested  by  the 
patient  and  voluntarily  performed  by  the  physician. 

It  suffices  to  say  that  pregnancy  termination  is  not  a  replacement, 
again,  for  contraceptive  techniques  and  that  the  primary  impetus  of 
the  family  planning  and  child  spacing  should  encompass  a  proper 
selection  and  medically  supervised  contraceptive  method. 

You  will  at  the  end  appended  I  have  some  tables,  and  the  first  table 
is  New  Patients  Seen  by  Planned  Parenthood  in  1971,  which  shows 
you  a  breakdown  where  young  patients  are  indeed  making  an  at- 
tempt to  control  their  fertility.  In  the  19  to  24  year  old  group,  we 
have  approximately  80  percent  of  the  new  patients  in  that  particular 
group. 

On  the  next  page,  advising  patients,  for  your  information  I  have 
brought  a  study  done  by  Health  Services  Management,  which  shows 
the  risk  of  a  patient  who  gets  pregnant  with  certain  kinds  of  things 
previously  having  happened  to  her.  For  example,  we  already  know 
that  the  average  live  birth,  the  average  number  of  babies  lost  in  nor- 
mal women — every  50  ladies  who  get  pregnant,  one  will  lose  her  child. 
If  you  go  down  the  line  and  get  down  to  previous  children  and  pre- 
vious infant  loss,  the  lady  who  gets  pregnant  in  that  group  has  a  one 
out  of  seven  chance  of  carrying  that  baby  home.  She  may  decide  not 
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to  take  that  chance.  If  you  contrast  the  white  to  nonwhite,  we  go  from 
1  in  60  to  1  in  30. 

This  is  information  that  you  can  use  to  counsel  a  patient  who  has 
a  disease  on  what  the  probability  is  that  she  will  get  home  with  a 
good  baby. 

We  skip  to  the  page  on  trends  of  adolescent  pregnancy,  and  I  have 
spent  a  considerable  amount  of  time  with  adolescents  and  I  do  feel 
that  they  are  capable  of  conversing  and  conferencing  and  talking 
about  their  problems  if  someone  is  willing  to  listen  to  them. 

Their  pregnancy  rate  is  increasing  in  the  group  that  can  ill-afford 
pregnancy.  When  I  went  into  my  residency  approximately  8  years 
ago,  it  was  nothing  to  find  a  great  deal  of  ladies  who  have  eight 
children.  Now  they  are  so  scarce  if  a  young  lady  comes  in  with  13 
children  you  call  all  of  the  residents  out  to  look  at  her  because  you 
do  not  see  them  very  much  any  more.  But  you  do  see  the  13  year  old 
or  the  12  year  old  and  the  15  year  old,  and  I  have  had  the  oppor- 
tunity of  delivering  three  11  year  old  girls. 

If  you  look  at  the  figures  I  have  given  you  there,  it  gives  you  a 
breakdown  from  age  11  where  there  is  one  girl  who  had_  a  baby 
through  the  age  18,  where  the  one  girl  had  four  babies,  and  if  I  had 
gone  through  the  age  of  21  I  could  have  shown  you  one  girl  who  had 
her  ninth  child. 

Senator  Bath.  Let  me  ask  you.  Doctor,  is  that  increase  in  adoles- 
cent pregnancies? 

Dr.  Johnson.  That  is  an  increase  in  adolescent  pregnancies. 

Senator  Bath.  All  right. 

Now,  to  what  extent  is  that  related,  do  you  feel,  to  the  Supreme 
Court  decision? 

Is  there  more  promiscuity  or  is  less  care  being  taken  among  ado- 
lescents? 

Dr.  Johnson.  Because  I  come  from  young  people,  I  would  not  like 
to  use  promiscuity.  I  would  like  to  use  the  word  that  young  people 
are  indulging  more.  You  see,  in  order  to  help  a  patient 

Senator  Bath.  Did  the  Supreme  Court  decision  suddenly  open  up 
a  door  to  more  indulgence? 

Dr.  Johnson.  I  do  not  think  so.  I  think  that  what  we  see  is  a  total 
change  in  the  trends  in  our  society.  We  have  seen  a  change  in  the 
increase  in  the  number  of  divorces.  We  have  seen — I  think  it  would 
not  be  very  hard  in  some  of  my  sociological  books  to  find  a  change 
in  the  trend,  for  example,  in  promiscuity,  if  you  would  like  to  use 
the  word,  among  married  people. 

Senator  Bath.  Well,  "promiscuity"  is  not  a  good  word.  Whatever 
is  happening  is  happening. 

Dr.  Johnson.  You  would  see  a  higher  incidence  of  extramarital  sex 
among  married  people,  not  just  the  children.  As  a  matter  of  fact,  the 
No.  1  cause  of  promiscuity  as  listed  by  the  sociologists  and  psycholo- 
gists, of  promiscuity 

Senator  Bath.  Of  indulgence. 

Dr.  Johnson.  Of  indulgence — ^you  have  got  me  going — is  a  pro- 
miscuous parent.  That  is  the  No.  1  cause.  Of  course,  there  are  other 
causes,  like  overindulgence  on  the  part  of  the  parent,  punitive  action, 
neglect,  rejection,  parental  seductiveness,  peer  pressures,  a  number  of 
other  things. 
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Senator  Bath.  When  did  this  increase  in  13-,  14-,  15-year-old  preg- 
nancies begin  ? 

Dr.  Johnson.  I  do  not  know.  I  know  I  started  looking  at  it  approx- 
imately 8  years  ago,  at  which  time  for  the  United  States  there  were 
approximately  200,000  girls  per  year  having  babies  under  the  age  of 
17,  and  that  nmnber  now  probably  is  around  350,000.  In  Indianapolis, 
we  increase  it  at  a  rate  of  about  350  to  400  a  year. 

Senator  Bayh.  Increase? 

Dr.  Johnson.  Increase. 

Now,  these,  as  I  conclude,  these  are  children  having  children,  and 
although  I  do  not  propose  that  abortion  is  the  method,  the  only  and 
primary  and  the  basic  method  of  controlling  this  problem,  I  do  see 
the  need  to  have  it  available,  at  least  to  counsel.  I  think,  Mr.  Chair- 
man, you  will  remember  the  law  prior  to  the  time  the  Supreme  Court 
not  only  limited  the  physician  to  perform  a  termination,  it  also  lim- 
ited a  physician  to  counsel  the  patient. 

For  example,  it  did  not  allow  me  to  even  talk  with  the  patient  about 
a  termination.  Now,  that  puts  me  in  a  pretty  good  bag  because  I  do 
not  even  know  the  patient  is  going  to  talk  about  abortion  until  she  is 
talking  about  it,  and  when  she  is  talking  about  it  I  have  violated  the 
law.  So  we  would  not  like  to  go  back  to  that  stage. 

I  feel,  with  all  due  respect  to  the  lawmakers,  that  what  our  big 
problem  here  is  and  in  many  of  the  States  is  that  we  have  the  elec- 
tricians doing  the  plumbing.  If  the  doctor  is  the  person  who  must 
listen  to  the  mother  and  who  feel  the  hurt,  then  he  should  have  the 
opportunity  to  make  the  choice,  because  he  has  no  choice  but  to  choose. 
If  he  does  not  help  the  patient,  he  has  chosen.  If  he  helps  the  patient, 
he  has  chosen. 

Senator  Bath.  That  is  almost  as  bad  as  voting  yes  or  no  in  the 
Senate.  You  have  got  to  choose. 

Dr.  Johnson.  Mr.  Chairman,  I  thank  you,  sir. 

Senator  Bath.  Thank  you.  Doctor. 

Dr.  Laufe,  we  have  been  at  this  quite  a  while  and  I  am  anxious 
to  proceed  judiciously  and  not  hastily.  The  facts  of  the  matter  are 
that  within  about  15  minutes  we  are  going  to  have  a  vote,  which 
means  I  am  going  to  have  to  leave  for  about  15  minutes. 

I  really  cannot  say  I  regret  it  has  gone  on  this  long,  because  I 
think  this  morning  and  this  afternoon  have  been  very  informative, 
at  least  from  my  standpoint.  I  hope  that  your  schedules  are  such  that 
you  can  all  remain  a  little  longer. 

May  I  suggest  that  you  start  off  and  when  the  vote  bell  goes  off  you 
will  understand  I  will  have  to  leave.  But  if  you  bear  with  me  until 
I  get  back,  I  will  return. 

[The  prepared  statement  of  Leonard  E.  Laufe  follows :] 

The  Impact  of  Libebalized  Abortion  on  Reproductive  Health 
(By  Leonard  E.  Laufe,  M.D.) 

I  want  to  thank  you  for  the  privilege  of  having  this  opportunity  to  testify 
before  this  concerned  Senate  Committee. 

Allow  me  to  introduce  myself.  I  am  Leonard  E.  Laufe,  M.D.  a  practicing  Ob- 
stetrician and  Gynecologist  and  for  the  past  nine  years  head  of  a  teaching 
department.  I  am  a  member  of  The  American  College  of  Obstetrics  and  Gyne- 
cology and  have  had  the  privilege  to  serve  as  a  consultant  to  the  International 
Planned  Parenthood  Federation,  as  well  as  my  local  chapter. 
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As  an  Obstetrician  Gynecologist,  for  a  long  time  I  have  been  concerned  about 
the  numbers  of  women  seeking  terminations  of  pregnancies.  In  my  capacity  as 
Chief  of  a  training  division  I  have  become  increasingly  aware  of  the  number 
of  women  seeking  medical  assistance  following  an  illegal  abortion.  The  sequelae 
of  criminally  performed  abortions  should  be  known  to  every  concerned  citizen. 
Infection,  hemorrhage,  and  mortality  are  the  prices  women  have  been  paying 
since  time  immemorial  for  their  decision  to  eliminate  an  unwanted  pregnancy. 

Until  four  years  ago,  our  teaching  service  was  constantly  beseiged  with 
patients  suffering  from  the  sequelae  of  criminal  abortions.  At  that  time  (1970) 
our  department  and  the  University  center  adopted  a  more  liberal  approach  to 
induced  pregnancy  terminations  under  our  State  statute,  and  about  2,000  pro- 
cedures were  performed  in  the  two  institutions.  From  1971  through  1973  these 
two  institutions  performed  from  3,000  to  3,500  procedures  per  year.  The  com- 
munity demand  was  more  than  either  department  could  handle,  and  many 
patients  went  to  New  York  for  their  services.  With  the  Supreme  Court  de- 
cision in  1973  regarding  abortion,  leaders  of  our  community  in  conjunction 
with  concerned  physicians  opened  Women's  Health  Services,  an  independent 
non-profit  clinic  for  first  trimester  termination  and  contraceptive  counseling. 

The  clinic  opened  in  late  April  1973.  Within  a  few  short  weeks  the  community 
response  was  overwhelming.  From  July  1,  1973  through  June  30,  1974  Women's 
Health  Services  performed  9,500  pregnancy  terminations. 

We  are  fortunate  that  we  have  had  the  opportunity  to  monitor  the  effects 
of  these  programs  on  our  community.  Allegheny  County,  containing  metro- 
politan Pittsburgh,  has  an  excellent  Health  Department  with  an  active  bio- 
statistical  component.  We  also  benefit  from  a  joint  Hospital  Utilization 
Project,  a  non-profit  regional  hospital  data  management  information  system, 
which  codes  and  records  all  hospital  admissions  by  diagnosis. 

A  review  of  this  data  as  it  applies  to  our  County  confirms  the  health  benefits 
afforded  our  women,  just  as  those  benefits  afforded  the  women  of  New  York 
and  California  whose  states  also  have  excellent  data  collection  systems. 

This  data  can  be  summarized  rather  briefly  and  yet  is  quite  striking.  Despite 
a  stable  census  from  1960  to  1970  (1.6  million),  there  occurred  a  significant 
drop  in  the  birth  rate  during  this  decade  by  31%  (Table  I).  This  drop  in  birth- 
rate not  only  reflects  the  availability  of  improved  contraceptives — the  pill, 
the  lUD  and  liberalized  voluntary  sterilization,  but  perhaps  more  important, 
emphasizes  the  fact  that  women  do  want  to  control  their  fertility. 

Since  1970  the  birthrate  in  Allegheny  County  has  continued  to  drop  at 
the  rate  of  9%  per  annum,  so  that  in  1973  our  total  births  were  16,805  (Table 
II).  In  other  words,  what  previously  occurred  in  a  decade  was  now  just  about 
accomplished  in  four  years  (31%  vs.  27%). 

Even  without  further  decline  we  can  estimate  that  during  the  first  sjx 
months  of  1974.  there  were  8,000  total  births. 

The  number  of  pregnancy  terminations  performed  by  the  three  institutions 
during  these  same  six  months  (January  1,  1974-June  30,  1974),  was  over 
6,500  procedures.  Where  did  these  patients  come  from?  No  doubt  many  were 
referred  from  surrounding  comunities,  but  the  great  majority  were  citizens  of 
Allegheny  County. 

Did  society  change  so  drastically  in  such  a  short  time  to  make  abortions 
fashionable?  Anybody  who  has  practiced  Obstetrics  and  Gynecology  knows 
full  well  that  rnany  of  these  women  were  obtaining  abortions  on  the  back 
streets  and  alleys  of  our  cities.  I  doubt  if  any  one  of  my  colleagues  could 
imagine  that  a  modern  stable  American  city  such  as  Pittsburgh  would  need 
over  13,000  abortions  for  16,000  total  births. 

What  can  we  measure  and  evaluate  from  this  information?  Table  III  demon- 
strates the  impact  of  liberalized  abortion  on  every  parameter  of  reproductive 
health.  In  1973  there  was  only  one  maternal  mortality  related  to  a  term  de- 
livery. The  neonatal  and  infant  mortality  dropped  21  and  22%  respectively. 
Premature  births  have  dropped  a  very  significant  12%. 

One  might  be  concerned  about  what  appears  to  be  an  increasing  rate  of 
illegitimacy  in  our  younger  population  as  reflected  by  a  rate  of  9.7  growing 
to  11.8.  Critical  review  of  the  data,  however,  reveals  a  drop  in  absolute  num- 
bers. The  two  involved  hospitals  in  our  community  have  correspondingly  re- 
duced their  septic  or  criminal  abortion  admissions  to  a  rarity. 

The  long  term  benefits  of  reduction  in  child  abuse  cases  and  the  behavioral 
and  anti-social  problems  of  the  unwan+ed  child  will  no  doubt  appear  in  years 
to  come. 
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There  is  considerable  concern  and  rightly  so,  regarding  terminations  from 
the  twelth  to  the  twentieth  week.  Review  of  our  last  full  years  experience 
shows  that  only  11%  of  the  cases  fall  into  this  category.  This  number  will 
further  diminish  when  services  are  available  to  all.  As  for  later  terminations 
there  have  been  only  three  therapeutic  procedures  performed  near  viability 
(.026%)  for  medical  life-threatening  maternal  indications. 

As  a  physician  I  find  it  hard  to  imagine  that  I  once  practiced  without  the 
option  of  helping  women  with  an  unplanned  pregnancy.  I  cannot  envision 
practicing  comprehensive  reproductive  health  for  my  patients  without  this 
service.  As  an  educator  of  young  physicians  and  medical  students  I  would  be 
deficient  to  deny  them  the  knowledge  of  the  benefits  of  liberalized  abortion 
versus  the  consequences  of  criminal  abortion. 

How  should  one  look  upon  the  patient  who  seeks  termination  of  an  undesired 
pregnancy?  In  innumerable  discussions  and  interviews  with  many  women 
we  have  found  that  they  have  been  denied  the  opportunity  to  engage  in  family 
planning  methods  either  by  the  physician  they  chose  or  the  institution  which 
they  have  used  for  their  obstetric  care.  Others  represent  failures  of  method- 
ology. 

I  consider  the  opportunity  to  take  care  of  an  individual  seeking  a  preg- 
nancy termination  as  an  opportune  time  to  begin  the  rehabilitation  of  a  human 
being.  I  don't  look  upon  pregnancy  termination  as  an  end  of  an  undesirable 
experience,  but  as  the  beginning — an  opportunity  to  help  an  individual  begin 
a  new  life.  For  a  youngster  this  may  mean  the  continuing  of  her  education, 
for  a  married  woman  it  could  be  the  stabilization  of  her  family  and  the  oppor- 
tunity to  allow  her  to  rear  and  educate  her  desired  children  the  way  she  and 
her  husband  would  like.  Our  efforts  have  been  devoted  to  the  concept  that 
the  patient  requiring  a  pregnancy  termination  is  captive  for  a  short  period. 
We  emphasize  appropriate  counseling  and  prefer  to  make  the  patient  a  "con- 
traceptor"  rather  than  aji  "abortor".  If  the  medical  profession  is  to  answer 
the  needs  of  the  community,  then  those  of  us  who  practice  Obstetrics  and 
Gynecology  cannot  deny  that  the  leading  requests  we  receive  today  are  for 
contraception,  pregnancy  termination  and  voluntary  sterilization.  In  our  Re- 
productive Counseling  Clinic  close  to  75%  of  the  women  seeking  abortion  did 
not  use  contraceptives  at  the  time  they  sought  help,  confirming  the  fact  that 
most  women  seek  post-conception  fertility  control  rather  than  pre-conception. 
Follow-up  visits  six  months  to  one  year  later  reveal  that  85%  were  acceptors 
and  continued  contraceptive  practices  after  an  induced  abortion.  There  is  no 
doubt  that  women  have  always  sought  assistance  in  relieving  themselves  of  an 
unwanted  pregnancy.  I  am  confident,  just  as  you  may  be,  that  whether  or  not 
we  allow  this  to  be  done  in  a  safe,  effective  manner  with  modern  technology, 
women  will  continue  to  seek  the  elimination  of  an  undesired  pregnancy.  It  is 
mandatory  we  address  ourselves  to  the  fact  that  this  is  a  historical  and  im- 
mediate reality  of  our  society  and  we  must  not  drive  women  into  the  back 
alleys  and  into  the  hands  of  the  criminal  abortionists.  Pregnancy  termination 
must  be  an  elective,  safe  procedure  associated  with  an  educational  experience 
for  the  patient. 

Until  adequate  fertility  control  becomes  available,  and  until  adequate  sex 
information  and  education  is  disseminated  through  our  public  schools,  it  is 
mandatory  that  the  community  must  have  pregnancy  termination  available. 

I  would  prefer  that  no  pregnancy  terminations  ever  had  to  be  done,  but  I 
would  rather  perform  them  than  to  allow  the  degredation  and  destruction 
of  individuals  who  seek  this  procedure.  I  feel  strongly  that  this  is  one  of  the 
most  positive  steps  the  medical  profession  has  ever  taken  in  a  public  health 
measure.  There  is  a  concerned  medical  community  that  wants  to  make  this 
procedure  available  to  those  patients  in  need.  I  strongly  recommend  that  coun- 
seling be  a  vital  component  of  pregnancy  termination,  so  that  in  what  is 
supposed  to  be  an  enlightened  society  we  can  educate  our  patients. 

One  should  remember  that  those  physicians  who  care  for  such  people  have 
never  sought  or  solicited  a  patient  to  have  a  pregnancy  termination.  On  the 
other  hand,  it  is  usually  a  distraught,  extremely  depressed,  and  eventually 
grateful  patient  who  finds  a  sympathetic  response  without  adding  stigma  to  her 
life. 

There  are  adequate  studies  which  prove  that  the  sequelae  of  the  long  term 
effects  of  pregnancy  terminations  are  nil.  Such  procedures  as  hysterectomy 
carry  a  greater  incidence  of  emotional  disability  for  women  than  does  preg- 
nancy termination. 
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The  practice  of  medicine  must  be  a  human  experience  and  must  be  a  rela- 
tionship between  a  patient  and  a  concerned  physician.  When  those  two  indi- 
viduals agree  that  a  situation  exists  which  is  intolerable  to  that  individual 
and  or  her  family  then  it  is  the  responsibility  of  the  physician  to  meet  that 
patients  needs.  To  place  pregnancy  termination  or  any  other  medical  procedure 
under  restrictive  legislation  can  only  suppress  the  delivery  of  health  care  and 
the  educational  programs  which  are  so  necessary  for  the  survival  of  our  so- 
ciety today. 

TABLE  I.— ALLEGHENY  COUNTY  CENSUS 


1960 


1970 


Population. 

Births 

Birth  rate.. 
Deaths 


1, 628,  587 
34,  742 

(21.3/1,000) 
17, 162 

(10.  5/1,  000) 


1,605,016 
23,  532 

(14.7/1,000) 
17,396 

(10.8/1,000) 


Note.— Data  was  obtained  from  the  Allegheny  County  Health  Department,  Division  of  Biostatistics. 


TABLE  II.— ALLEGHENY  COUNTY,  BIRTHS  BY  AGE  GROUP  BY  YEAR 


Age  group 


1970 


1971 


1972 


1973 


15: 

Births 50  46  50 

Population 417,189  417,189  406,580 

Rate .12  -H  -12 

^^%irths           - 3049  2822  2645 

Population 146,269  146,269  154,292 

Rate. —  -  20.8  19.3  17.1 

20  dIus: 

Births -  20,433  18,602  15,914 

PoDula'tio'n"" ' 1,041,558  1,041,558  1,042,028 

Rate. "::::::::".:.. — - 19.6  17.9  15.3 

^°'^Births                                       —  23,532  21,470  18,609 

PoDula'tio'n" 1,605,016  1,605,016  1,602,900 

Rate.     ■.::".::::::::.: 14.7  13.4  ii.e 


42 
374,  843 

.11 

2395 

146,  200 

16.4 

14,  368 

1,061,741 

13.5 

16,  805 

1,  582,  784 

10.6 


Note.— Data  was  obtained  from  the  Allegheny  County  Health  Department,  Division  of  Biostatics. 


TABLE  III.— SELECTED  RATES  BY  YEARS 


1970 


1971 


1972 


1973 


Births: 

Number 

Rate  per  1,000 

Maternal  number 

Mortality  rate  per  10,000. 

Infant  number 

Mortality  rate  per  1,000.. 

Neonatal  number 

Mortality  rate  per  1,000.. 

Low  birth  number 

Weight  rate  per  100 

Illegitimacy: 

Number 

Rate  per  100 


23, 532 

21, 470 

18,  609 

14.7 

13.4 

11.6 

7 

2 

3 

3.0 

.9 

1.6 

458 

363 

308 

19.5 

16.9 

16.6 

354 

293 

232 

15.0 

13.6 

12.5 

1,967 

1,743 

1,393 

8.4 

8.1 

7.5 

2,286 

2.090 

2,042 

9.7 

9.7 

11.0 

16,  805 

10.6 

1 

.6 

269 

16.0 

209 

12.4 

1,247 

7.4 

1,978 
11.8 


Note.— Data  was  obtained  from  the  Allegheny  County  Health  Department,  Division  of  Biostatistics. 
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STATEMENT  OF  DR.  LEONARD  lATJPE,  CHIEF  OF  OBSTETRICS  AND 
GYNECOLOGY,  WESTERN  PENNSYLVANIA  HOSPITAL,  MEMBER 
OF  THE  AMERICAN  COLLEGE  OF  OBSTETRICS  AND  GYNECOLOGY, 
CONSULTANT  TO  THE  INTERNATIONAL  PLANNED  PARENTHOOD 
FEDERATION 

Dr.  Latjfe.  Thank  you,  Senator  Bayh,  and  I  can  assure  you  I  will 
get  this  said  within  15  minutes. 

Senator  Bayh.  If  I  do  not  interrupt. 

Dr.  Laupe.  I  hope  you  will. 

I  want  to  thank  you  for  the  privilege  of  having  this  opportunity 
to  testify  before  this  concerned  Senate  committee. 

Allow  me  to  introduce  myself.  I  am  Leonard  E.  Laufe,  M.D.,  a 
practicmg  obstetrician  and  gynecologist  for  the  past  9  years  head  of 
a  teaching  department.  I  am  a  member  of  the  American  College  of 
Obstetrics  and  Gynecology  and  have  had  the  privilege  to  serve  as  a 
consultant  to  the  International  Planned  Parenthood  Federation,  as 
well  as  my  local  chapter. 

I  would  like  to  mention  for  the  record  that  my  capacity  with  the 
International  Planned  Parenthood  Federation  was  as  an  invited  mem- 
ber of  a  health  team  to  go  to  Bangladesh  immediately  following  the 
Pakistani  conflict  to  help  with  the  raped  and  pregnant  children. 

As  an  obstetrician-gynecologist,  for  a  long  time  I  have  been  con- 
cerned about  the  numbers  of  women  seeking  terminations  of  preg- 
nancies. In  my  capacity  as  chief  of  a  training  division  I  have  become 
increasingly  aware  of  the  number  of  women  seeking  medical  assist- 
ance following  an  illegal  abortion.  The  sequelae  of  criminally  per- 
formed abortions  should  be  known  to  every  concerned  citizen.  Infec- 
tion, hemorrhage,  and  mortality  are  the  prices  women  have  been  pay- 
ing since  time  immemorial  for  their  decision  to  eliminate  an  unwanted 
pregnancy. 

Until  4  years  ago,  our  teaching  service  was  constantly  besieged  with 
patients  suffering  from  the  sequelae  of  criminal  abortions.  At  that 
time,  1970,  our  department  and  the  university  center  adopted  a  more 
liberal  approach  to  induced  pregnancy  terminations  under  our  State 
statute,  and  about  2,000  procedures  were  performed  in  the  2  institu- 
tions. From  1971  through  1973,  these  2  institutions  performed  from 
3,000  to  3,500  procedures  per  year. 

The  community  demand  was  more  than  either  department  could 
handle,  and  many  patients  went  to  New  York  for  their  services.  With 
the  Supreme  Court  decision  in  1973  regarding  abortion,  leaders  of  our 
community  in  conjunction  with  concerned  physicians  opened  Women's 
Health  Services,  an  independent,  nonprofit,  clinic  for  first-trimester 
termination  and  contraceptive  counseling. 

The  clinic  opened  in  late  April  1973.  Within  a  few  short  weeks  the 
community  response  was  overwhelming.  From  July  1,  1973  through 
June  30,  _  1974,  Women's  Health  Services  performed  9,500  pregnancy 
terminations. 

We  are  fortunate  that  we  have  had  the  opportunity  to  monitor  the 
effects  of  these  programs  in  our  community.  Allegheny  County,  con- 
taining metropolitan  Pittsburgh,  has  an  excellent  health  department 
with  an  active  biostatistical  component.  We  also  benefit  from  a  joint 
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hospital  utilization  project,  a  nonprofit  regional  hospital  data  man- 
agement information  system,  which  codes  and  records  all  hospital 
admissions  by  diagnosis.  This  data  is  available  for  the  last  5  years, 
and  by  it  we  can  measure  the  impact  of  liberalized  abortion  on  the 
reproductive  health  of  our  community. 

A  review  of  this  data  as  it  applies  to  our  county  confirms  the  health 
benefits  afforded  our  women,  just  as  those  benefits  accorded  the  women 
of  New  York  and  California  whose  States  also  have  excellent  data 
collection  systems. 

Appended  to  my  statement  are  three  tables  which  summarize  those 
health  benefits  to  our  community. 

This  data  can  be  summarized  rather  briefly,  and  yet  is  quite  strik- 
ing. Despite  a  stable  census  from  1960  to  1970—1.6  million— there  oc- 
curred a  significant  drop  in  the  birth  rate  during  this  decade  by  31 
percent.  This  drop  in  birth  rate  not  only  reflects  the  availability  of 
improved  contraceptives — the  pill,  the  lUD  and  liberalized  voluntary 
sterilization — but  perhaps  more  important,  emphasizes  the  fact  that 
women  do  want  to  control  their  fertility. 

Since  1970,  the  birth  rate  in  Allegheny  County  has  continued  to 
drop  at  the  rate  of  9  percent  per  annum,  so  that  in  1973  our  total 
births  were  16,805.  In  other  words,  what  previously  occurred  in  a 
decade  was  now  just  about  accomplished  in  4  years.  In  the  decade 
we  had  a  birth  rate  drop  of  31  percent;  27  percent  for  the  last  few 
years. 

Even  without  a  further  decline,  we  can  estimate  that  during  the 
first  6  months  of  1974,  there  were  8,000  total  births  in  Allegheny 
County. 

The  number  of  pregnancy  terminations  performed  by  the  three 
institutions  during  these  same  6  months — January  1,  1974,  to  June 
30,  1974 — was  over  6,500  procedures. 

Where  did  these  patients  come  from? 

No  doubt  many  were  referred  from  surrounding  communities,  but 
the  great  majority  were  citizens  of  Allegheny  County. 

Did  society  change  so  drastically  in  such  a  short  time  to  make  abor- 
tions fashionable? 

Anvone  who  has  practiced  obstetrics  and  gynecology  knows  full 
well  that  many  of  these  women  were  obtaining  abortions  on  the  back 
streets  and  alleys  of  our  cities.  I  doubt  if  any  one  of  my  colleagues 
could  imagine  that  a  modern  stable  American  city  such  as  Pittsburgh 
would  need  over  13,000  abortions  for  16,000  total  births.^ 

"What  can  we  measure  and  evaluate  from  this  information? 

Table  III  demonstrates  the  impact  of  liberalized  abortion  on  every 
parameter  of  reproductive  health.  In  1973  there  was  only  one  mater- 
nal mortality  related  to  a  term  delivery.  The  neonatal  and  infant  mor- 
tality dropped  21  and  22  percent,  respectively.  Premature  births  have 
dropped  a  very  significant  12  percent. 

The  last  tim'e  that  anything  hit  the  medical  profession  to  produce 
such  drastic  changes  in  these  areas  was  the  introduction  of  antibio- 
tics, good  anesthesia,  and  blood  transfusion. 

One  might  be  concerned  about  what  appears  to  be  an  increasing 
rate  of  illegitimacy  in  our  younger  population  as  reflected  by  a  rate 
of  9.7  growing  to  11.8.  Critical  review  of  our  data,  however,  reveals 
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a  drop  in  the  absolute  numbers.  The  two  involved  hospitals  in  our 
community  have  correspondingly  reduced  their  septic  or  criminal 
abortion  admissions  to  a  rarity. 

The  long-term  benefits  of  reduction  in  child  abuse  cases  and  the  be- 
havioral and  antisocial  problems  of  the  unwanted  child  will  no  doubt 
appear  in  years  to  come. 

There  is  considerable  concern,  and  rightly  so,  regarding  termina- 
tions from  the  12th  to  the  20  week.  Review  of  our  last  full  year's 
experience  shows  that  only  11  percent  of  the  cases  fall  into  this  cate- 
gory. This  number  will  further  diminish  when  services  are  available 
for  all.  As  for  later  terminations,  there  have  been  only  three  thera- 
peutic procedures  performed  near  viability — and  by  that  I  mean  near 
the  26th  week — a  0.026  percent  incidence,  and  these  were  all  for  medi- 
cal life-threatening  maternal  implications. 

As  a  physician,  I  find  it  hard  to  imagine  that  I  once  practiced  with- 
out the  option  of  helping  women  with  an  unplanned  pregnancy.  I 
cannot  envision  practicing  comprehensive  reproductive  health  for  my 
patients  without  this  service.  As  an  educator  of  young  physicians 
and  medical  students,  I  would  be  deficient  to  deny  them  the  knowl- 
edge of  the  benefits  of  liberalized  abortion  versus  the  consequences  of 
criminal  abortion. 

Senator  Bath.  Doctor,  just  let  me  interrupt  to  ask  if  there  is  an- 
other statistic  that  we  should  have  there.  We  have  the  11  percent  of 
termination  between  the  12th  and  the  20th  week. 

What  percentage  between  the  20th  and  later? 

Dr.  Laufe.  0.026  percent,  only  three  cases. 

Senator  Bath.  Oh,  I  see.  That  is  right. 

Dr.  Latjfe.  How  should  one  look  upon  the  patient  who  seeks  ter- 
mination of  an  undesired  pregnancy? 

In  innumerable  discussions  and  interviews  with  many  women,  we 
have  found  that  they  have  been  denied  the  opportunity  to  engage  in 
family  planning  methods  either  by  the  physician  they  chose  or  the 
institution  which  they  have  used  for  their  obstetric  care.  Others  rep- 
resent failures  of  methodology. 

I  consider  the  opportunity  to  take  care  of  an  individual  seeking  a 
pregnancy  termination  as  an  opportune  time  to  begin  the  rehabilita- 
tion of  a  human  being.  I  do  not  look  upon  pregnancy  termination  as 
an  end  of  an  undesirable  experience,  but  as  the  beginning — an  oppor- 
tunity to  help  an  individual  begin  a  new  life. 

For  a  youngster,  this  may  mean  the  continuing  of  her  education, 
for  a  married  woman  it  could  be  the  stabilization  of  her  family  and 
the  opportunity  to  allow  her  to  rear  and  educate  her  desired  children 
the  way  she  and  her  husband  would  like.  Our  efforts  have  been  de- 
voted to  the  concept  that  a  patient  requiring  a  pregnancy  termina- 
tion is  captive  for  a  short  period.  We  emphasize  appropriate  counsel- 
ing and  prefer  to  make  the  patient  a  "contraceptor"  rather  than  an 
"abortor."  If  the  medical  profession  is  to  answer  the  needs  of  the 
community,  then  those  of  us  who  practice  obstetrics  and  gynecology 
cannot  deny  that  the  leading  requests  we  receive  today  are  for  con- 
traception, pregnancy  termination,  and  voluntary  sterilization. 

In  our  reproductive  counseling  clinic  at  our  hospital,  close  to  75 
percent  of  the  women  seeking  abortion  did  not  use  contraceptives  at 
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the  time  they  sought  help,  confirming  the  fact  that  most  women  seek 
postconception  fertility  control  rather  than  preconception.  Followup 
visits  6  months  to  1  year  later  reveal  that  85  percent  were  contracep- 
tive acceptors  and  continued  contraceptive  practices  after  an  induced 
abortion. 

There  is  no  doubt  that  women  have  always  sought  assistance  in 
relieving  themselves  of  an  unwanted  pregnancy.  I  am  confident,  just 
as  you  must  be,  that  whether  or  not  we  allow  this  to  be  done  in  a  safe, 
effective  manner  with  modern  technology,  women  will  continue  to 
seek  the  elimination  of  an  undesired  pregnancy. 

It  is  mandatory  we  address  ourselves  to  the  fact  that  this  is  an 
historical  and  immediate  reality  of  our  society,  and  we  must  not  drive 
women  into  the  back  alleys  and  into  the  hands  of  the  criminal  abor- 
tionists. Pregnancy  termination  must  be  an  elective,  safe  procedure 
associated  with  an  educational  experience  for  the  patient. 

Until  adequate  fertility  control  becomes  available,  and  until  ade- 
quate sex  information  and  education  is  disseminated  through  our 
public  schools,  it  is  mandatory  that  the  community  must  have  preg- 
nancy termination  available. 

I  would  prefer  that  no  pregnancy  terminations  ever  had  to  be  done, 
but  I  would  rather  perform  them  than  to  allow  the  degradation  and 
destruction  of  individuals  who  seek  this  procedure.  I  feel  strongly 
that  this  is  one  of  the  most  positive  steps  the  medical  profession  has 
ever  taken  in  a  public  health  measure. 

There  is  a  concerned  m.edical  community  that  wants  to  make  this 
procedure  available  to  those  patients  in  need.  I  strongly  recommend 
that  counseling  be  a  vital  component  of  pregnancy  termination,  so 
that  in  what  is  supposed  to  be  an  enlightened  society  we  can  educate 
our  patients. 

One  should  remember  that  those  physicians  who  care  for  such 
people  have  never  sought  or  solicited  a  patient  to  have  a  pregnancy 
termination.  On  the  other  hand,  it  is  usually  a  distraught,  extremely 
depressed,  and  eventually  grateful  patient  who  finds  a  sympathetic 
response  without  adding  stigma  to  her  life. 

There  are  adequate  studies  which  prove  that  the  sequelae  of  the 
long-term  effects  of  pregnancy  termination  are  nil.  Such  procedures 
as  hysterectomy  carry  a  greater  incidence  of  emotional  disability 
for  women  than  does  pregnancy  termination. 

The  practice  of  medicine  must  be  a  human  experience  and  must  be 
a  relationship  between  a  patient  and  a  concerned  physician.  When 
those  two  individuals  agree  that  a  situation  exists  which  is  intoler- 
able to  that  individual  and/or  her  family,  then  it  is  the  responsibility 
of  the  physician  to  meet  that  patient's  needs.  To  place  pregnancv  ter- 
mination or  any  other  medical  procedure  under  restrictive  legislation 
can  only  suppress  the  delivery  of  health  care  and  the  educational 
programs  which  are  so  necessary  for  the  survival  of  our  society  today. 

I  would  like  to  add,  Senator  Bayh,  that  you  alluded  to  what  would 
happen  if  we  reverted  back  to  restrictive  legislation.  I  have  had  the 
opportunity  to  visit  Central  America  and  most  of  Asia  and  Europe, 
and  if  you  go  to  countries  where  there  is  no  allowance  for  even  the 
dissemination  of  family  planning  information,  we  will  duplicate  their 
health  disasters.  Our 'Latin  American  neighbors  have  one  bed  for 
septic  abortions  for  every  bed  for  live  births.  You  can  walk  into  Mex- 
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septic  abortions  for  every  bed  for  live  births.  You  can  walk  into  Mex- 
ico City  today  and  you  will  see  a  60-bed  ward  for  women  delivering 
children,  and  right  across  the  hall  60  beds  for  women  who  have  had 
septic  abortion.  This  can  be  duplicated  all  over  Latin  America.  Italy, 
with  60  million  people  and  absolutely  no  dissemination  of  family 
planning  information,  publicly  admits  to  1  million  criminal  abortions 
a  year. 

The  University  of  Bologna,  a  respected  academic  center,  in  its 
ob-gyn  department,  has  one  criminal  abortion  admitted  out  of  every 
four  ob-gyn  admissions.  We  do  know  the  sequelae  of  restrictive  legis- 
lation. All  we  have  to  do  is  look  around.  I  hope  we  never  have  to  see 
it  again. 

Thank  you. 

Senator  Bath.  If  you  will  excuse  me,  and  Dr.  Levi,  if  you  would 
just  hang  in  there,  I  will  be  back.  I  have  some  questions  I  would  like 
to  try  to  put  to  you.  If  you  would  excuse  me,  I  will  be  probably  about 
15  or  20  minutes. 

[A  brief  recess  was  taken.] 

Senator  Bath.  May  we  reconvene,  please. 

Our  next  witness  is  Dr.  Levi,  as  I  mentioned  earlier.  I  think  I 
should  appropriately  mention  that  Dr.  Levi  is  here  at  the  specific 
request  of  Congressman  Podell,  the  Congressman  from  New  York. 

Doctor,  please  proceed. 
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STATEMENT  OF  DR.  MICHAEL  M.  LEVI,  A  PELLOW  OF  THE  AMER- 
ICAN COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLOGISTS,  MED- 
ICAL DIRECTOR  OF  OB/GYN  ASSOCIATES,  NEW  YORK  CITY 

Dr.  Levi.  Senator  Bayh,  I  thank  you  for  allowing  me  to  testify 
before  this  committee,  and  I  think  it  is  a  privilege,  and  I  would  like 
to  discharge  that  responsibility  which  I  think,  as  a  physician,  to  the 
best  I  know  how.  I  would  like  to  tell  you  something  about  me. 

I  am  Dr.  Michael  M.  Levi,  a  fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  I  have  served  as  an  assistant 
professor  at  Columbia  University  School  of  ISIedicine  from,  actually 
from  1962  as  a  research  fellow,  up  to  1971,  1972,  as  an  assistant  clini- 
cal professor.  This  was  my  last  rank.  During  that  period — namely 
1965  to  1972 — I  was  an  attending  physician  at  Harlem  Hospital,  a 
municipal  hospital  in  New  York  City,  and  from  responsibility  and 
by  choice,  I  perform  abortions. 

May  I  interject  that  up  to  1971  I  did  not  not  perform  one  legal  or 
illegal  abortion. 

During  my  years  at  Harlem  Hospital,  prior  to  the  liberalization  of 
the  New  York  abortion  law,  I  have  seen  women  die  from  illegal  abor- 
tions; many  women  die. 

I  have  watched  a  21 -year-old  die  of  an  infection  incurred  during  a 
criminal  abortion.  I,  as  a  physician,  could  not  reconcile  her  death 
with  my  oath  to  preserve  lives. 

I  have  seen  a  mother  of  four  die,  leaving  her  children  without  her 
love  and  guidance,  because  she  could  not  afford  another  child.  Her 
act  of  love  for  her  children  led  to  her  death  from  a  self -induced 
abortion. 

I  have  seen  a  desperate  27-year-old  threaten  suicide  if  she  was 
not  given  an  abortion.  This  was  in  1967,  and  being  forbidden  to  help 
her,  we  denied  her  the  abortion.  She  committed  suicide. 

For  these  three  and  the  many,  many  more  I  reniember,  I  cannot 
reconcile  my  conscience  and  the  hippocratic  oath  with  the  tragedies 
that  have  taken  place. 

Since  morality  cannot  be  legislated  and  since  the  Constitution  is 
committed  to  a  separation  of  church  and  state,  I  am  here  not  to  dis- 
cuss the  moral  issues,  but  to  testify  about  the  medical  issues  confront- 
ing this  committee. 

The  interruption  of  pregnancy  is  an  old  and  worldwide  procedure. 
No  matter  what  the  laws,  no  matter  what  the  availability  of  services, 
the  decision  to  terminate  a  pregnancy  belongs  to  the  individual 
woman.  It  did,  it  does,  and  it  will  belong  to  the  individual  woman. 

John  Robbins,  chief  executive  officer  of  Planned  Parenthood  Fed- 
eration of  America  reported  in  "Family  Planning  Perspectives"  that 
there  are  55  million  abortions  performed  each  year  in  this  world,  four 
abortions  for  each  live  birth.  This  is  compared  to  48  million  women 
who  used  the  contraceptive  pill  or  intrauterine  device  and  24  million 
who  have  sterilizations.  This  makes  abortion  the  most  common  form 
of  birth  control  in  this  world. 

That,  I  submit,  is  a  fact,  not  a  moral  argument.  This  is  the  fact 
that  we  are  here  today  to  deal  with.  It  woiUd  be  absurd  to  imagme 
that  women  wishing  to  terminate  an  unwanted  pregnancy  will  not 
find  the  means  to  do  so,  even  if  abortion  is  prohibited  by  law. 
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To  quote  the  late  and  beloved  Dr.  Alan  Guttmacher : 

The  old  belief  that  most  of  the  world's  people  continue  to  breed  heedless  of 
the  consequences  is  a  canard.  To  be  responsible  parents,  to  give  one's  children 
a  better  opportunity  to  attain  the  good  things  in  life  is  a  universal  human 
ambition,  vphich  should  not  be  monopolized  by  any  nation,  any  race,  any  social, 
educational  or  economic  class.  The  cruel  choice  which  many  married  women 
with  large  families  feel  they  face  in  having  an  ill-advised  abortion  or  another 
child  which  they  cannot  provide  for  is  obvious  proof  of  this  conclusion.  As  a 
result,  illegal  abortion  is  a  pandemic  disease  of  the  first  magnitude. 

Dr.  Guttmacher  made  this  statement  before  the  Supreme  Court 
decision  which  said  that  the  United  States  Constitution  protected  a 
woman  from  this  unwanted  servitude. 

Now,  let  us  analyze  the  differences  to  human  life  of  legal  and  illegal 
abortions.  Contarary  to  the  misconception  of  some  people,  the  impact 
of  legalizing  abortion  is  largely  a  shift  from  dangerous  and  costly 
illegal  procedures,  rather  than  the  generating  of  abortions  which 
would  not  have  occurred. 

In  New  York  City,  for  example,  according  to  Jonathan  T.  Lanham, 
M.D.,  Schuyler  G.  Kohl,  M.D.  and  James  H.  Bedell,  B.A.,  in  their 
paper  "Changes  in  Pregnancy  Outcome  After  Liberalization  of  the 
New  York  State  Law",  one  hospital  saw  a  decline  of  20  percent  in 
spontaneous  abortions.  And  may  I  say  for  the  record  that  in  general, 
prior  to  legalization  of  abortion,  the  spontaneous  abortion  was  a  re- 
sult of  self-induced  or  criminal  abortion,  which  then  came  to  the 
hospital  to  be  finished.  A  great  majority  of  those  attributable  to 
women  who  have  begun  the  aborting  process  themselves  and  were 
admitted  to  the  hospital  to  complete  the  procedure. 

There  was  a  36  percent  drop  in  the  number  of  premature  births, 
and  perhaps  most  poignantly,  a  56  percent  drop  in  the  number  of 
newborn  infants  abandoned  after  delivery. 

This  hospital.  Kings  County,  a  New  York  City  municipal  hospital, 
serves  a  poor  community.  What  cruel  and  unusual  torture  these  wo- 
men who  were  forced  to  abandon  their  infants  must  have  experienced, 
and  how  are  we,  a  country  that  takes  pride  in  its  humanity,  able  to 
justify  allowing  its  women  to  suffer  these  things? 

Consider  for  a  moment  the  number  of  women  who  are  maimed  or 
die  each  year  from  illegal  abortions.  Dr.  S.  B.  Hong,  Dr.  A.  Lekhter, 
Dr.  R.  Armigo  and  Dr.  T.  Monreal,  in  their  gathering  of  statistics 
from  Korea,  the  U.S.S.R.,  Chile  and  other  countries,  estimate  that 
on  the  average  complications  or  death — and  they  are  mixed  together 
— is  39.6  percent.  These  estimates  would  then  produce  these  nurn- 
bers,  that  19,830,000  women  each  year  will  suffer  death  and  compli- 
cations because  of  illegal  abortions. 

Senator  Bayh.  Again,  Doctor,  what  was  that  figure  ? 

Dr.  Levi.  19  million. 

Senator  Bayh.  That  is  in  the  United  States  of  America  ? 

Dr.  Levi.  No,  sir,  in  the  world. 

Senator  Bayh.  Of  course,  our  constitutional  amendment  approach 
is  not  going  to  affect  any  nation  other  than  the  United  States. 

Is  there  any  way  we  can  nail  that  down  and  divide  it  into  terms? 

Dr.  Levi.  Yes.  1  will  come  to  the  United  States  statistics,  400,000 
would  be  the  number  for  the  United  States.  Namely,  it  is  estimated 
that  1.2  million  abortions  are  done  illegally  or  were  done  illegally 
in  the  United  States.  Legal  abortions  have  meant  that  of  those 
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400,000,  only  20,000  are  suffering  complications.  And  as  the  statistics 
from  New  York  City,  California,  Hawaii  and  Washington,  the  four 
States  with  the  longest  legal  abortion  experience,  indicate,  the  num- 
ber of  complications  will  probably  diminish  with  each  year's  experi- 
ence. In  New  York  City,  maternal  deaths  per  10,000  births  dropped 
from  a  high  of  5.3  percent  in  1969,  prior  to  the  liberalized  law,  to  a 
new  low  of  2.6  in  1972.  In  California  the  rate  went  from  2.9  percent 
in  1967  to  1.6  percent  in  1961. 

May  I  quote  at  this  point  the  3  year  abortion  report  by  the  Health 
Administration  Service  of  New  York  City.  I  am  quoting : 

Mayor  John  V.  Lindsay  and  the  Health  Service  Administrator  Mr.  Gerald 
Frug  today  released  the  data  of  the  first  three  years  of  legalized  abortion  in 
New  York  City. 

I  am  quoting  from  that : 

The  number  of  the  first  trimester  abortions,  those  performed  during  the  first 
twelve  weeks  of  pregnancy,  conceded  to  be  the  safest  period,  has  continued  to 
increase  from  the  78  percent  in  the  first  year  to  81  percent  in  the  second  year 
to  82  percent  in  the  third  year. 

The  liberalized  abortion 

and  I  am  quoting  further  from  the  same  report 

The  liberalized  abortion  law  continues  to  show  a  favorable  impact  on  the 
maternal  and  infant  mortality,  providing  the  important  alternative  to  the 
woman  who  risked  death  in  child  birth  or  whose  offspring  risked  death  in 
infancy.  The  maternal  death  ratio  was  38.3  deaths  per  100,000  live  births 
for  the  past  three  years,  and  statistically  significant,  24.9  percent  decrease  from 
the  rate  of  51  for  the  three  years  prior  to  legalized  abortion. 

Infant  mortality  has  continued  to  decrease  to  the  all-time  low  of  20  per 
1,000  live  births. 

^  From  the  preceding  statistics,  it  should  be  obvious  that  legal  abor- 
tion is  saving  lives.  This,  as  a  physician,  is  what  I  am  concerned 
with. 

At  this  point  I  would  like  just  to  address  myself  to  the  definition 
of  the  so-called  third  trimester  abortions.  As  commonly  believed  in 
my  specialty  and  in  my  profession,  a  third  trimester  abortion  is  non- 
existent by  definition.  It  is  premature  delivery.  The  late  abortion  that 
all  of  us  have  referred  to  is  basically  a  termination  of  pregnancy  be- 
tween 10  or  12  weeks  gestation,  up  to  20  or  24. 

I  would  like  to,  also  for  the  record,  indicate  that  there  are  varia- 
tions of  medical  indications,  depending  on  the  country  or  the  State. 
But  to  enumerate  some  which  are  commonly  accepted  in  the  profes- 
sion and  in  the  world,  the  medical  indications  for  termination,  for 
abortions,  are  extrauterine  pregnancy,  abdominal  or  tubular,  cardio- 
vascular diseases,  myriads  of  them,  gastrointestinal  diseases,  with 
possible  ulcerative  collitis  as  being  an  example,  renal  diseases,  a 
myriad  of  them,  neurological  diseases,  multiple  sclerosis  being  one, 
pulmonary  diseases;  diabetes  mallitis,  transplants — that  means  pa- 
tients who  are  ready  for  transplantation,  is  a  new  indication — infec- 
tious diseases,  genetic  malformations,  detected  genetic  malformations. 

Finally,  I  would  like  to  indicate  the  malignancy.  It  is  something 
for  the  profession  and  the  legislature  to  determine  that  if  a  woman 
has  had  her  breast  removed,  the  the  possibility  of  becoming  pregnant 
on  the  one  hand,  being  pregnant  and  not  having  an  abortion  on  the 
other  hand,  may  enhance  or  increase  her  possibility  of  recurrence. 
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I  would  like  to  add  a  few  statements,  mainly  to  elucidate  on  the 
testimony  that  was  given  this  morning,  and  that  I  took  quietly.  It  has 
been  said  that  the  motivation  of  a  physician  is  a  monetary  one.  I 
know  many  of  my  colleagues  who  are  performing  abortions  in  a  very 
difficult  situation.  I  think  that  they  are  not  equally  monetarily  re- 
warded. But  if  that  is  not  enough,  I  personally,  from  being  at  full- 
time  at  Columbia  University  with  a  significant  salary  for  10  years, 
once  I  began  to  do  abortions  have  reduced,  I  would  say,  my  salary  by 
30  or  40  percent. 

It  would  be  inappropriate,  therefore,  to  make  the  statement  that 
my  motivation  to  perform  abortions  is  money,  whether  it  is  plus  or 
minus.  It  would  be  more  appropriate  to  say  that  I  am  motivated 
to  save  lives,  that  I  have  seen  the  catastrophes  and  that  I  cannot 
make  this  decision,  that  that  decision  is  made  by  the  woman  and  the 
woman  alone,  with  concordance  of  a  physician. 

I  am  committed  to  save  lives,  transcending  my  personal  prejudices. 
Because  I  perform  abortions,  I  have  been  molested,  beaten,  picketed, 
insulted  and  boycotted  by  right  to  life  groups.  They  have  harassed 
not  only  me  but  the  women  who  have  sought  abortions  in  my  offices. 
Their  use  of  violence  in  the  name  of  the  "sanctity  of  life"  does  disserv- 
ice to  their  philosophy. 

I  am  committeed  to  legalized  abortion — morally,  professionally  and 
humanly  because  of  the  experiences  before  legal  abortion  and  after 
liberalization  of  the  laws.  I  am  committed  because  legal  abortion 
saves  lives  of  women,  diminishes  complications  and  adds  dignity.  No 
legislator,  physician  or  person  can  or  should  be  able  to  force  a  woman 
to  have  an  abortion.  I  do  not  think  it  is  their  province  to  forbid  it. 

Legalization  means  dignity  and  freedom ;  it  means  the  protection 
of  the  Constitution  for  the  women  in  our  country.  It  eliminates  legis- 
lation of  morality.  It  makes  professionals  responsible  for  the  surgical 
acts  they  perform,  he  or  she  performs.  It  protects  the  life  and  dig- 
nity of  the  woman  by  substituting  safe,  clinical  abortions  for  the 
clandestine  or  criminal  abortions. 

Legalization  means  safety,  not  permissiveness;  education,  not  ig- 
norance ;  dignity,  not  shame.  When  I  took  the  oath  to  become  a  citi- 
zen of  this  country,  I  was  told  these  were  the  concerns  of  the  U.S. 
Constitution.  I  believe  this.  And,  I  submit  it  is  the  committee's  duty 
to  uphold  the  intention  of  the  Constitution. 

I  thank  you,  sir. 

Senator  Bayh.  Thank  you.  Doctor. 

Let  me  think  out  loud  just  a  moment,  and  then  throw  this  question 
out  to  any  of  you  or  all  of  you.  This  argument,  at  the  risk  of  over- 
simplification, has  oft  times  been  described  as  a  conflict  of  seemingly 
divergent  rights,  on  one  side  the  right  of  the  child  to  be  born,  on  the 
other  side  the  right  of  the  mother  or  the  woman  to  make  this  decision. 
So  I  think  it  can  be  argued  that  we  do  have  a  due  process  question 
here.  I  have  seen  pictures  in  some  infinite  detail  about  the  develop- 
ment of  a  child  at  various  stages  in  the  womb  of  the  mother. 

We  talk  about  infant  mortality  and  maternal  mortality  and 
population  growth,  which  are  all  significant  from  a  public  policy 
standpoint.  But  if  we  are  looking  at  this  from  the  standpoint  of  a 
constitutional  amendment,  what  are  we  really   destroying  in  the 
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eyes  of  you  gentlemen?  When  we  perform  an  abortion,  what  are 
we  doing  ? 

What  are  we  really  removing  from  that  mother? 
We  understand  there  is  a  heartbeat  and  a  response  and  all  of  this 
business  we  have  had  described. 
What  are  we  really  doing  ? 

Can  you  give  me  your  thinking  on  this  ? 

Dr.  Levi.  May  I  ? 

Senator  Bayh.  Certainly,  anybody  may. 

Dr.  Levi.  Senator,  the  question  is  not  easy  to  answer.  It  is  fraught 
with  the  personal,  individual  or  group  opinion.  This  I  Imow  to  be  a 
a  fact,  and  I  presume  it  is  accepted  by  you,  that  I  was  legally  and  con- 
stitutionally born  on  the  19th  of  February,  1929.  Mv  life  began  then, 
legally,  constitutionally,  de  facto.  For  a  moment,  if  it  is  true  that  I 
was  born  9  months  earlier,  I  would  receive  a  pension  1  year  earlier. 
If  we  were  to  separate  me  from  my  mother  as  an  individual  9  months 
earlier,  I  might  have  not  been  a  citizen  of  the  country  that  I  was, 
because  she  did  not  conceive  me  in  the  country  that  she  was  a  citizen 
of,  I  presume.  That  is  a  great  possibility.  Therefore,  we  would  tumble 
the  whole  system,  meaning,  if  that  is  true,  if  we  take  an  example  of  a 
woman  having  conceived  in  Manila  or  in  India,  and  that  is  the  date  of 
birth  which  would  be  impossible  to  define.  But  if  we  were  able  to, 
does  that  give  that  woman  one  citizenship — namely,  United  States  of 
America — and  that  child  the  citizenship  of  India  ? 

I  think  those  are  the  questions  that  we  deal  with.  I  have  dealt  with 
that  question  on  another  level,  scientific  level : 

Poes  the  nucleic  acid  combination — RNA,  DNA,  and  so  on — mean 
life? 

Does  the  beginning  of  life  begin  with  the  carbohydrates,  with  the 
organic  molecule  ? 

Does  it  begin  with  amoeba  ? 

Does  it  begin  with  the  oocyte  ? 

Does  it  begin  with  sperm,  or  does  it  begin,  for  me,  the  19th  of 
February  1929  ?  That  is  the  date  I  was  born. 

And  i  think  the  legislators,  the  States,  the  countries,  have  edu- 
cated me,  have  told  me  this  since  my  birth,  that  I  began  on  the  19th 
of  February  1929,  the  date  of  my  birth,  the  day  that  I  passed  the 
uterine  canal  and  came  to  the  world. 

Thank  you. 

Senator  Bath.  Well,  let  me  just  not  leave  that  there.  You  know,  I 
am  searching 

Dr.  Levi.  So  am  1. 

Senator  Bayh.  No,  I  think  you  have  already  arrived.  You  have 
already  put  this  to  rest  in  your  mind. 

Dr.  Levi.  To  some  extent. 

Senator  Bayh.  Well,  I  do  not  say  that  critically,  you  know.  All  of 
us  reach  a  decision  sooner  or  later.  I  certainly  am  going  to  have  to. 

You  can  answer  this,  I  suppose,  from  a  moral  or  ethical  standpoint. 
You  can  answer  it  from  a  medical  standpoint  of  when  the  chro- 
mosomes form,  when  the  heart  beats,  et  cetera.  But  let  me  just  turn 
your  own  argument  around,  and  by  your  own  statement,  I  recall  you 
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saying  there  was  not  any  such  thing  as  an  abortion  in  the  last  tri- 
mester, that  that  was  a  premature  birth. 

What  about  the  fellow  that  goes  in  there  and  creates  a  situation 
where  that  fetus  is  destroyed  in  that  period  ? 

Or  what  if  you  had  been  born  during  that  period  ? 

Well,  I  guess  maybe  what  I  am  asking  is  to  go  back  further  than 
that.  WTiat  are  you  taking  out  of  that  mother's  womb  ? 

I  mean,  we  are  talking  about  protecting  the  due  process  rights, 
conflicting  rights  of  different  individuals. 

What  do  we  have  there  ? 

Dr.  Greene.  May  I  answer  that? 

Senator  Bayh.  Please  do. 

Dr.  Greene.  I  would  say  we  have  a  living  organism  with  possibil- 
ities of  leading  a  productive  life.  Let  me  give  you  the  example.  It  is 
accepted  medical  practice,  after  the  28th  or  the  30th  week  of  preg- 
nancy, to  deliver  prematurely  the  fetus  when  pregnancy  is  compli- 
cated by  eclampsia,  a  disease  peculiar  to  human  pregnancy,  and  in 
such  situations  the  fetus  is  essentially  nonviable,  it  is  accepted  medi- 
cal practice  to  terminate  the  pregnancy  because  that  is  the  only  cure 
for  the  disease,  which  can  eventually  incur  death.  And  you  may  de- 
liver a  youngster  that  is  800  grams  to  1,500  grams,  that  has  little  or 
no  chance  of  survival.  But  this  is  a  medical  indication  for  termination 
of  pregnancy,  and  it  has  been  accepted  for  years  as  a  treatment  of 
that  condition  by  obstetricians. 

Senator  Bayh.  Doctor,  excuse  me.  I  do  not  want  you  to  lose  your 
line  of  thought  here.  But  as  a  doctor,  do  you  have  an  obligation  to  save 
the  life  of  that  child  at  that  stage  if  it  is  possible  ? 

Dr.  Greene.  Yes,  sir.  There  are — I  could  enumerate  certain  other 
medical  complications  of  delivery  where  there  is  little  hope  for  the 
baby  to  survive,  and  likewise  the  mother's  condition  is  deteriorating, 
that  we  must  protect  the  mother's  health  and  practically  always  sacri- 
fice the  baby,  and  we  Imow  we  are  doing  this.  We  know  that  if  you 
deliver  a  baby  that  weighs  1,000  grams  or  between  1,000  and  1,500 
grams,  that  the  subsequent  growth  and  development  of  that  child 
may  indeed  be  very  deleterious  because  incidents  of  cerebral  palsy 
and  mental  retardation  is  very  high.  And  yet,  we  attempt  to  save 
those  children.  But  that  is  a  standard  obstetric  practice  in  the  one 
instance  that  I  mentionad,  eclampsia,  which  carries  with  it  a  5  to  8 
percent  maternal  mortality.  There  are  certain  medications  admini- 
stered prior  to  effecting  delivery,  but  the  ultimate  cure  of  the  disease 
is  delivery  within  24  to  72  hours  after  eclampsia  is  established. 

We  are  removing,  to  answer  the  question  again,  a  living  organism. 

Senator  Bayh.  All  right. 

You  have  a  competing  right  between  the  mother,  an  adult,  recog- 
nized by  everyone's  definition  as  being  a  living  being,  competing  with 
that  of  the  conceived  embryo  which  has  not  yet  obtained  the  state 
of  viability,  or  left  its  mother's  womb.  It  is  a  matter  of  one  life  or 
another.  It  seems  to  me  then  you  are  in  a  difficult  position  to  make  a 
determination.  But  let  us  take  that  mother's  life  out  of  there. 

What  is 

Dr.  Greene.  I  do  not  think  you  can  take  the  mother's  life  out  of 
there. 
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Senator  Bayh.  Suppose  the  mother's  life  is  not  in  jeopardy,  it  is  not 
a  matter  of  taking  one  life  to  save  another;  it  is  just  taking. 

You  do  not  consider  that  being  as  life  ? 

Dr.  Greene.  Then  you  have  to  go  back  to  your  indications  of  why 
you  are  doing  this  procedure,  whether  it  is  for  her  emotional  health 
or  her  medical  or  physical  health  of  the  mother. 

Senator  Bayh.  Let  me  develop  a  hypothetical  situation.  An  18- 
year-old  woman,  unmarried,  a  well-to-do  family,  comes  into  your 
office  and  says,  "my  pregnancy  is  going  to  destroy  my  parents  and  my 
father  is  going  to  disinherit  me.  I  cannot  put  with  this.  I  want  an 
abortion."  And  it  is  in  the  first  trimester. 

Dr.  Greene.  Well,  my  answer  to  that  was  contained  in  the  testi- 
mony, in  which  I  said,  providing  due  thought  is  given,  do  not  decide 
today  and  schedule  it  tomorrow  morning.  I  think  that  if  it  is  going 
to  destroy  her  quality  of  life  in  the  next  months  or  years  after,  she  has 
given  it  considerable  thought  and  you  have,  then  you  have  a  judg- 
mental decision  on  both  of  your  parts  that  maybe  I  may  not  want  to 
do  it  because  I  do  not  feel  that  it  should  be  done.  But  maybe  another 
physician  would.  And  I  believe  there  are  justifications  for  such  if  that 
will  improve  the  quality  of  her  life  or  destroy  it.  Then  we  have  to  give 
that  considerable  consideration. 

Senator  Bath.  Would  the  answer  be  the  same  in  the  second  tri- 
mester ? 

Dr.  Greene.  It  is  much  more  difficult  fur  me,  but  again,  the  same 
considerations  would  have  to  be  undertaken. 

Senator  Bayh.  Again,  could  you  repeat  again,  what  is  it  you  are 
removing  from  the  mother  ? 

Dr.  Greene.  A  living  organism. 

Senator  Bayh.  A  living  organism. 

Dr.  Greene.  With  the  potential  of  human  life. 

Senator  Bayh.  Twelve,  thirteen,  fourteen  weeks  in  the  pregnancy, 
it  is  living? 

Do  any  of  the  rest  of  you  have  any  comments  ? 

Dr.  Laufe.  I  would  like  to  speak  to  this.  Senator,  if  I  may. 

A  great  deal  of  attention  has  been  focused  on  the  concept  of  so- 
called  third  trimester  late  pregnancy  terminations.  Dr.  Levi  spoke 
very  well  to  this.  These  are  really  premature  deliveries.  Now,  in  our 
institution  and  I  know  in  every  other  one  that  I  am  familiar  with, 
when  the  possibility  of  a  delivery  of  a  fetus  able  to  sustain  life  on 
its  own,  every  support  mechanism  is  offered  to  that  fetus.  Nobody 
discards  this.  We  do  not  like  to  have  to  do  these  things.  But  when 
they  are  life-threatening  situations,  as  Dr.  Greene  has  mentioned — 
an  acute  toxemia  pregnancy  which  could  take  that  mother's  life — we 
will  interfere  and  terminate  that  pregnancy,  and  offer  the  fetus 
every  support. 

Now,  that  clouds  the  issue  because  that  makes  it  sound  like  this  is 
what  abortion  is  all  about.  But  if  you  have  heard  the  statistics  and 
you  look  at  the  numbers,  abortions  really  represent  a  vast  majority  of 
procedures  done  in  the  first  8  to  10  weeks  of  gestation. 

Now,  how  do  you  identify  that  ? 

It  becomes  difficult,  but  I  think  those  of  us  who  are  involved  have 
to  look  at  this  as,  although  it  is  protoplasm  and  it  has  a  life  poten- 
tial, it  is  life  threatening  to  that  mother,  or  he  effects  of  its  continu- 
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ance  poses  such  a  threat  to  her  well-being,  be  it  medical,  mental,  emo- 
tional, or  her  lifestyle  or  quality  of  life,  that  it  should  be  removed. 
One  of  the  parameters  that  we  should  talk  about  regarding  these  so- 
called  unborn  fetuses,  one  of  the  parameters  I  hope  when  I  had  my 
family  and  we  all  had  our  families,  that  the  element  of  love  was 
there,  and  desire,  that  that  child  would  be  welcomed,  would  be  edu- 
cated and  would  be  reared  properly.  If  we  look  at  the  60,000  cases  of 
child  abuse  that  go  on  in  this  country  annually  it  is  pretty  obvious 
that  they  were  not  desired  or  wanted  children.  When  we  talk  about 
the  fact  that  in  the  sixties,  3,000  black  women  died  in  this  country 
every  year  from  the  effects  of  criminal  abortions,  to  me  that  is  a  far 
worse  price. 

Senator  Bayh.  Where  do  you  get  that  3,000? 

Dr.  Laufe.  That  is  an  actual  data  published  by  Planned  Parent- 
hood World  Population. 

Senator  Bayh.  Well,  it  has  not  reached  the  National  Institutes  of 
Health  or  the  Public  Health  Service  yet. 

Dr.  Laufe.  Because  they  did  not  look  at  all  the  criminal  abortion 
deaths. 

Senator  Bayh.  Well,  that  is  a  lot  larger  figure.  You  are  just  talking 
about  black  women. 

Dr.  Laufe.  Correct. 

Senator  Bayh.  One  assumes  there  are  white  and  brown  and  yellow 
Americans  that  are  suffering. 

Dr.  Laufe.  Of  course,  and  we  are  also  talking  about  the  underprivi- 
leged here,  and  I  think  Dr.  Johnson  has  spoken  to  the  effect  that  when 
you  come  from  a  lower  socioeconomic  status  and  do  not  know  these 
services  are  available,  nor  can  you  afford  them,  you  will  seek  an  alter- 
native method.  This  is  well  exemplified,  and  I  would  like  to  speak  to 
it  if  I  can  for  a  moment  on  the  subject  of  rape,  because  this  was 
alluded  to. 

Senator  Bayh.  I  want  you  to  speak  to  rape,  but  I  do  not  want  you 
to  leave  this  topic  until  we  finish  with  it,  if  you  do  not  mind. 

Dr.  Laufe.  They  are  equivalent  in  a  very  funny  way. 

Senator  Bayh.  I  would  like  to  have  that  data  from  the  Planned 
Parenthood. 

Dr.  Laufe.  I  will  see  to  it  that  you  get  it. 

Senator  Bayh.  I  would  like  to  see  it  substantiated.  Because  the 
people  down  at  the  Public  Health  Service  that  are  supposed  to  have 
as  efficient  data  collection  as  there  is  in  the  country. 

Dr.  Laufe.  Eight. 

Senator  Bayh.  He  says  these  horror  stories  of  these  thousands  of 
women  are  just  not  based  on  fact. 

Dr.  Laufe.  All  that  the  data  collection  system  can  gather  is  the 
data  given  to  it.  That  is  all  it  can  digest. 

Senator  Bayh.  Does  Planned  Parenthood  have  better  data  collect- 
ing than  the  U.S.  Government  ? 

Dr.  Laufe.  Yes,  because  through  its  chapters  and  through  the  doc- 
tors involved  they  do  know  in  their  local  institutions  women  who  have 
died  of  the  sequelae  primarily. 

Senator  Bayh.  Would  you  tell  me  why  a  doctor  would  tell  that  to 
a  person  in  Planned  Parenthood  and  not  put  it  on  the  death  certificate 
as  required  by  law  ? 


578 

Dr.  Laufe.  Because  there  comes  an  investig:ation  and  so  forth. 

Senator  Bath.  Now  you  are  giving  the  doctors  very  little  credit 
for  honesty. 

Dr.  Laufe.  No,  because  then  he  becomes  criminally  involved. 

Senator  Bayh.  Well,  is  it  not  generally  true  that  the  poor  person 
that  has  had  this  illegal  abortion  ends  up  with  some  other  doctor  writ- 
ing the  death  certificate  ? 

Dr.  Laufe.  Correct. 

Senator  Bayh.  Or  going  through  the  last  efforts  to  save  her  life. 

Dr.  Laufe.  Many  times  the  families  do  not  want  to  put  it  in  the 
death  certificate.  Many  times  the  doctor  has  adequate  reason  to  put 
down  sepsis  or  septicemia,  as  you  mentioned,  which  was  the  ultimate 
sequela  that  took  her  life.  But  the  initiation  of  that  infection,  the 
initiation  of  that  hemorrhage,  was  the  criminal  abortion. 

Senator  Bayh.  You  know.  Dr.  Tyler,  as  I  mentioned  to  Dr.  Johnson 
a  moment  ago,  suggested  that  they  were  concerned  about  the  number 
of  instances  that  were  not  reported,  and  I  will  buy  that. 

But  if  they  are  not  reported  on  the  death  certificate,  I  cannot  see 
how  they  are  going  to  be  reported  with  any  greater  authenticity  to 
some  other  group. 

Dr.  Laufe.  You  will  never  know  until  you  go  into  that  local  com- 
munity or  into  that  local  ghetto  and  talk  to  those  people  and  find  out 
what  services  are  going  on.  Tjct  me  give  you  another  good  example, 
because  it  is  close  to  your  home  State.  Let  us  go  to  Detroit,  Michigan. 

If  I  could  eradicate  10  square  blocks  of  the  center  Detroit  ghetto, 
I  would  reduce  the  maternal  mortality  for  the  State  of  Michigan  by 
50  percent.  Now,  those  figures  are  published  by  Wayne  University, 
by  Dr.  Thomas  Evans,  head  of  that  department.  Those  women  are 
basically  deprived  of  services.  They  just  do  not  know  where  to  get 
them  and  what  to  do,  and  for  this  reason  the  sequelae  occur. 

Senator  Bayh.  I  want  to  make  sure  that  we  are  talking  about  the 
same  thing  now.  Nobody  has  fought  harder  and  failed  more  often  to 
try  to  get  the  kinds  of  services — nutrition,  health,  housing,  the  whole 
bit 

Dr.  Laufe.  They  are  all  related. 

Senator  Bayh  [continuing].  Which  cause  those  terrible  conditions 
that  exist  in  those  10-block  areas  in  places  in  Indianapolis,  and  other 
sections  in  all  of  our  States. 

But  are  you  talking  about  maternal  death  as  a  result  of  that  lack, 
or  just  plain  out  efforts  to  be  aborted  that  have  failed  ? 

Dr.  Laufe.  That  is  true.  Most  of  those  deaths  in  that  10-block  area 
— OK,  you  finally  wind  up  in  an  emergency  room  and  a  death  certifi- 
cate is  filled  out  and  signed. 

Now,  unless  the  coroner  demands  an  inquest  and  an  autopsy,  you 
never  know  the  real,  ultimate  cause  of  death.  ^ 

Senator  Bayh.  A  50-percent  decrease  in  maternal  rate  of  mortality 
in  a  10-block  area  ? 

Dr.  Laufe.  For  the  whole  State  of  Michigan;  that  is  correct. 
Senator  Bayh.  You  have  got  a  lot  of  lying  doctors  in  Detroit,  then. 
Dr.  Laufe.  No,  I  think  you  have  got  some  pretty  honest  ones,  too, 
that  are  willing  to  go  on  the  line  for  this. 

Senator  Bayh.  What  would  they  lose  by  putting  it  right  on  the 
line  so  we  would  know  what  the  critical  nature  of  the  problem  was? 
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Dr.  Laute.  He  may  be  requested  by  that  family  not  to  record  it. 
He  may  be  protecting  that  family.  He  may  not  want  to  become  in- 
volved in  the  litigation  himself. 

Senator  Bayh.  I  do  not  want  to  lose  our  rape  situation,  because 
you  have  an  excellent  experience  there,  and  I  want  to  get  into  that. 

Dr.  Johnson.  I  think  most  of  all  a  doctor  many  times  in  making  a 
diagnosis  of  criminal  abortion,  all  he  has  to  go  on  is  the  clinical  evi- 
dence he  has  got.  There  are  a  number  of  girls  that  I  have  seen  and 
examined  with  the  evidence  still  in  place,  and  the  family  and  the  girl 
and  everybody  concerned  denies  that  the  girl  has  undergone  criminal 
abortion.  The  Foley  catheter  is  still  in,  the  towel  is  still  in,  the  slip- 
pery elm  stick  is  still  in.  And  everybody  concerned  with  that  family, 
including  the  girl  herself,  denies  she  has  had  a  criminal  abortion. 

All  of  the  evidence  is  there.  So  if  I  go  to  court  with  her,  the  only 
thing  I  am  saying  is  that  clinically  this  girl  has  had  a  criminal  abor- 
tio.  Everybody  says  she  has  not,  and  there  are  no  witnesses. 

Senator  Bayh.  But,  Doctor,  if  she  dies,  what  do  you  put  on  the 
death  certificate  ? 

Dr.  Johnson.  Sepsis. 

Senator  Bayh.  You  do  not  put  the  criminal  abortion  aspect  on  the 
death  certificate  ? 

Dr.  Johnson.  Let  me  give  you  a  good  example. 

Senator  Bayh.  I  mean 

Dr.  Johnson.  You  are  right,  but  let  me  give  you  a  good  example. 

Senator  Bayh.  Let  me  just  tell  you  why  I  want  to  pursue  this. 

Dr.  Johnson.  Yes,  yes. 

Senator  Bayh.  This  issue  is  a  tough,  difficult  issue.  That  is  why  I 
want  to  nail  it  right  down  to  where  we  are  on  the  facts  of  this,  and 
are  not  dealing  with  exaggerations. 

Dr.  Johnson.  So  do  we. 

Dr.  Laute.  Senator,  the  death  certificate  in  my  State  says,  what  is 
the  cause  of  death  A  due  to  B  due  to  C.  The  cause  of  death  is  sepsis 
due  to,  OK? 

We  can  put  down  probable  criminal  abortion,  but  that  death  gets 
reported  under  sepsis,  not  a  probable  cause. 

Dr.  Johnson.  That  is  right. 

Dr.  Laufe.  The  first  diagnosis  given  is  how  the  death  is  coded.  If 
it  is  hemorrhage,  OK,  due  to. 

Senator  Bayh.  How  can  we  get  all  of  the  facts  ? 

I  mean,  does  the  doctor — and  I  ask  this  as  seriously  as  I  know  how 
— do  doctors  keep  two  forms,  one  which  is  filled  out  and  sent  to  the 
county  medical  department  and  the  other  sent  to  Planned  Parent- 
hood? 

I  mean,  I  can  see  how  you  would  want  to  protect  the  family,  but 
how  in  the  Sam  Hill  do  we  ever  stop  this  business  unless  we  really 
know  how  critical  it  is  and  unless  some  of  you  who  are  out  there  on 
the  precincts  fighting  that  battle  let  some  of  the  rest  of  us  know  the 
magnitude  of  it  in  an  official  way  ? 

How  do  we  ever  get  on  top  of  it  ? 

Dr.  Laufe.  I  think  that  is  our  purpose  in  being  here  today,  to  try 
to  convince  you  of  the  magnitude  of  the  problem,  what  we  have  seen 
and  are  able  to  measure  in  our  own  communities  in  health  benefits 
by  the  fact  that  the  procedure  is  now  legalized. 
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Every  teaching  hospital  in  this  country — and  I  am  sure  Dr.  Greene 
will  support  me  on  this,  and  anybody  else  who  has  trained  in  a  major 
metropolitan  teaching  center — had  wards  full  of  women  suffering 
the  sequelae  and  effects  of  criminal  abortions.  They  were  affectionately 
known  as  the  septic  tanks,  and  every  resident  who  went  through 
training  in  a  medical  center  in  the  fifties  and  sixties  knew  very  well 
how  they  got  there. 

Senator  Bath.  Is  that  true  in  Indiana  University  School  of  Medi- 
cine in  Indianapolis  ? 

Dr.  Johnson.  It  was  during  that  time,  particularly  at  the  county 
hospital. 

Dr.  Levi.  Senator,  may  I  try  to  elucidate  the  best  I  know? 

I  have  been  a  member  of  the  staff  of  Harlem  Hospital.  I  think  it 
would  be  justifiable  to  say  that  we  have  had  a  septic  abortion  tank. 

Now,  there  are  problems  which  you  have  relevantly  asked  the  ques- 
tions of,  what  would  I  do  if  I  presumed  that  this  was  a  criminal  abor- 
tion? The  procedure  would  be  this,  that  I,  knowing  medically,  pre- 
suming de  facto  that  this  is  a  criminal  abortion  or  result  of  a  crim- 
inal abortion,  I  would  have  to  document  that.  Therefore,  I  would  go 
to  the  source,  namely,  the  patient,  which  now  is  relatively  well  or 
moribund.  And  I  have  seen  many  moribund.  They  would  deny  that 
there  was  a  criminal  abortion. 

OK.  You  cannot  go  to  the  physician,  because  they  are  both  accom- 
plices in  crime.  They  were  in  an  illegal  situation;  they  were  both 
accomplices  in  crime  if  they  admitted  that  they  had  an  illegal  abor- 
tion. 

We  would  declare  it  as  septicemia,  probably  due,  sometimes,  yes, 
to  criminal  abortion.  Sometimes  we  would  not  even  put  that,  because 
that,  if  we  were  to  ask  the  question,  are  you  sure  that  this  patient  is 
dying  due  to  the  criminal  abortion,  no  one,  being  just,  could  say  so. 

Senator  Bayh.  No  one  being  what  ? 

Dr.  Levi.  Just,  could  say  so.  de  facto.  I  as  a  physician  could  not. 
I  would  mainly  make  a  presumptive  diagnosis  that  this  is  so.  There- 
fore, the  statistics  available  on  criminal  abortions  are  really  fraught 
with  all  kinds  of  deviations  not  representing  the  truth,  mainly  because 
the  situation  in  which  the  second  or  third  treating  physician  was  in, 
that  he  could  not  document  for  a  fact  in  most  instances  that  the  pa- 
tient had  a  criminal  abortion,  although  he  presumed. 

Senator  Bayh.  I  will  buy  that. 

But  is  that  not  also  true  as  far  as  reporting  that  evidence  to  other 
organizations  ? 

And  I  do  not  say  this  critically  of  Planned  Parenthood.  I  think 
they  perform  a  very  worthwhile  service. 

i)r.  Laufe.  Senator  Bayh,  may  I  make  an  analogy  to  what  is  going 
on  in  Washington  today  ? 

You  are  asking  us  for  the  smoking  gun.  We  have  the  results. 

Senator  Bayh.  Has  somebody  been  shot  I  do  not  Imow  about  here? 

Dr.  Laufe.  I  think  that  is  a  common  phrase  being  used  today,  how- 
ever, in  certain  other  hearings  going  on. 

Dr.  Levi.  Senator,  if  I  may  once  more,  I  think  that  the  statistics 
that  are  valid  start  with  the  premise  that  x  number — and  I  am  trying 
to  be  as  objective  as  one  human  being  can — that  x  number  of  illegal 
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abortions  have  been  performed.  Therefore,  I  am  inclined  to  believe — 
not  to  speak  for  all  of  us,  but  I  think  we  all  agree;  but  I  will  speak 
for  me — what  we  are  here  today  for  is  twofold,  to  convey  the  concept 
that  abortion  is  being-  done.  I  have  for  the  record  put  a  55-million- 
abortions-a-year  number  from  a  published  reputable  data  that  they 
are  done  illegally,  with  clandestinity,  and  that  we  here  are  merely 
trying  to  convey  that  the  change  is  only  one  that  the  women  makes 
the  decision  that  she  goes  to  the  reputai)le  physician  of  good  stand- 
ing, whatever  that  is,  and  gets  an  abortion  for  which  concrete,  valid 
statistics  are  compiled  every  day  by  the  health  departments  in  the 
United  States. 

It  is  also — my  second  point  is  that  no  one  moves,  draws  in,  and 
affects  any  one  to  have  an  abortion.  It  is  the  choice  of  the  woman  to 
have  so.  Since  that  is  the  case 

Senator  Bayh.  But  you  see,  on  the  other  side  of  the  argument,  the 
people  who  were  here  before  you  would  say  that  the  living  being 
that  is  in  the  mother's  womb  does  not  have  a  vote  on  that  decision. 

Dr.  Levi.  I  agree  with  you,  he  does  not  have  a  vote.  Maybe  I  should 
not  say  that.  It  is  incorrect  for  me  to  say  I  agree  with  you,  because  I 
do  not  know  j^our  opinion. 

Does  this  living  matter,  protoplasm,  potential  of  life,  fetus,  what- 
ever we  say,  have  a  living  vote  ? 

No;  it  does  not  in  my  opinion.  It  is  an  ext^^nsion  of  the  mother's 
uterus  because  of  that  she  has  the  right  to  that  decision.  She  has  al- 
ways had  it.  She  has  had  it  in  prehistory  times.  You  have  to  think 
that  contraceptive  devices  occurred  long  before  Judaeo-Christian 
morality  began.  Egyptians  had  a  gold  ring  as  a  contraceptive  device. 

Therefore,  if  I  may  extrapolate  that  that  was  a  need  to  control 
families,  the  size  of  families,  that  need  has  been  existing  for  a  long, 
long  time,  and  for  the  record,  I  cannot  pinpoint  which  time.  My  point, 
that  various  methods  have  been  used  to  control  the  family,  and  I 
think  I  quoted  Dr.  Alan  Guttmacher  and  I  think  the  term  "responsible 
parenthood"  means  a  lot,  and  that  is  what  we  are  here  for. 

Senator  Bayh.  Do  we  have  any  study,  any  information,  any  data, 
that  you  gentlemen  may  have  that  relates  to  child  abuse  from  various 
kinds  of  homes,  homes  where  mothers  sought  abortions  vis-a-vis, 
children  who  are  being  abused  in  other  circumstances  ? 

Do  we  have  any  concrete  evidence  on  that  ? 

Dr.  Laute.  That  data  is  available  and  we  will  be  happy  to  submit 
it  to  you.  There  are  many  good  sociological  studies  on  what  kinds  of 
homes  breed  these  kinds  of  children  and  situations. 

Senator  Bayh.  Now,  is  that  related  to  the  desire  to  get  an  abortion 
and  not  the  economic  standings  and  other  things  ? 

Dr.  Laufe.  There  are  many  definitive  studies.  One  I  would  like  to 
call  to  this  committee's  attention.  It  came  from  Sweden.  I  will  have 
to  look  the  reference  up  for  you.  But  it  is  a  series  of  100  children  or 
families  in  whom  the  mother  was  denied  an  abortion,  denied.  These 
youngsters  were  followed  for  20  years.  That  is  a  long  f ollowup.  There 
was  an  overwhelming  significant  portion  of  antisocial  behavior 
amongst  these  children — the  common  criminal  crimes  that  we  all 
know,  plus  a  very  significant  incidence  of  schizophrenia  in  those  off- 
spring. I  think  it  approached  19  percent. 
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Senator  Bayh.  I  forget  the  figures,  but  we  do  have  that  and  we 
will  dig  it  out.  I  remember  that  now. 

Give  us  your  experience  in  the  rape  field  now,  Doctor  ? 
Dr.  Lahfe.  I  had  a  very  unusual  experience,  in  that  I  was  invited 
by  Dr.  Malcolm  Potts,  then  medical  director  of  International  Planned 
Parenthood  Federation,  to  go  into  Bangladesh  immediately  following 
the  war  when  the  word  came  out  that  200,000  women  had  been  raped, 
and  those  were  the  Bangladesh  government  figures.  Of  those,  20.000 
were  pregnant.  Now,  that  is  a  high  incidence  of  pregnancy  resulting 
from  rape,  and  we  do  know  that  the  incidence  in  this  country  is  much 
lower. 

There  are  good  reasons  for  that.  Many  of  the  American  women  who 
unfortunately  are  raped  may  already  have  been  on  a  contraceptive; 
and  second,  for  many  it  may  have  been  a  singular  experience.  Many 
of  these  Bengali  youngsters  were  taken  into  barracks  and  camp  towns 
by  the  Pakistani  soldiers  and  kept  for  weeks  and  months  at  a  time 
and  literally  rationed  out  to  a  certain  number  of  oflScers  or  soldiers, 
so  they  had  continuous  sexual  exposure.  The  results  of  this,  as  I  said, 
were  approximately  20,000  pregnancies. 

What  happened  to  these  girls  is  most  interesting,  because  the  Mos- 
lem religion — and  Bangladesh  is  a  Moslem  country — is  very  rigid 
about  sexual  behavior  with  anyone  other  than  your  husband.  So  even 
a  mother  of  two,  three,  or  four  children  who  was  raped  became  a 
social  outcast  from  her  family  and  was  not  allowed  to  come  back  into 
the  home.  And  for  the  youngsters — and  the  average  age  of  these 
children  was  14 — ^became  social  outcasts.  And  so  rather  intensive  re- 
habilitation program  was  instituted  by  the  government  of  Bangla- 
desh, and  Sheik  Bujib  Rahman,  the  President  of  Bangladesh,  went  on 
public  record  saying,  despite  the  fact  that  Moslems  have  never  be- 
lieved in  this,  abortion  is  a  good  thing  for  my  country.  And  so,  a  team 
was  invited  in,  a  very  small  team.  We  stayed  a  relatively  short  period 
of  time. 

We  established  a  clinic  and  trained  the  local  doctors  in  what  we  felt 
was  the  best  technology  available.  The  week  before  we  arrived  in 
Bangladesh,  300  new-born  baby  bodies  were  found  floating  down  the 
Ganges  River.  Infanticide.  Innumerable  suicides  occurred.  These 
young  girls  let  their  hair  grow  long,  and  we  say  many,  many  of  them 
whose  hair  was  cut  short  because  thej^  had  been  hanging  themselves 
while  they  were  prisoners  of  these  various  officer  or  soldier  groups. 

We  know  of  at  least  250  suicides  in  this  young  group  within  the  2 
weeks  before  I  arrived,  and  we  are  aware  of  literally  thousands  of 
criminal  abortions  that  were  performed  by  midwives  out  in  the  vil- 
lages in  which  breen  branches  or  sticks  from  trees  were  cut,  inserted 
through  the  cervix  as  a  foreign  object,  and  we  saw  many  who  came 
in  with  these  sticks  protruding  out  of  their  abdominal  wall,  so  that 
the  sights  were  not  nice,  I  assure  you.  But  you  see,  the  Sheik,  is  a 
very  bright  man,  and  he  said  something  very  important.  He  said,  the 
freedom  fighters,  they  are  the  heroes  of  our  country.  The  violated — 
and  he  used  the  word  violated  rather  than  raped — Bengali  women  are 
the  heroines.  The  only  sin  they  committeed  was  that  they  were  Ben- 
gali, they  were  there.  That  was  their  sin.  And  they  felt  that  they 
had  to  be  rehabilitated,  and  the  program  was  a  total  rehabilitation 


583 

one,  and  I  can  tell  you  after  going  back  twice  since  that  war,  90  per- 
cent of  those  youngsters  have  been  rehabilitated  in  their  homes. 

Senator  Bayh.  Well,  what  has  been  the  experience  that  you  or  the 
other  doctors  here  have  had  ar  far  as  the  incidence  of  rape  and  preg- 
nancy in  the  United  States  ? 

Dr.  Laufe.  I  would  think  that  any  responsible  physician  to  whom 
a  woman  came  to  and  said,  I  have  been  raped  the  night  before,  the 
day  before,  would  do  something  to  make  sure  that  there  was  no  appro- 
priate bed  in  that  uterus  for  a  nidation  to  occur.  He  would  not  debate 
the  issue,  are  you  or  are  you  not,  or  wait  to  get  the  appropriate  tests. 
He  would  offer  her  immediate  relief  for  her  anxiety,  and  her  anxiety 
would  be  great.  This  can  be  accomplished  by  immediately  performing 
a  currettage  or  D.  &  C,  or  by  giving  as  what  has  been  spoken  to  here 
as  the  morning-after  pill. 

Now,  let  us  remember,  and  our  colleagues  this  morning  admitted, 
that  definitions  do  change.  Progress  does  occur.  Conception  is  worth- 
less without  nidation,  without  implantation.  And  so,  if  you  eliminate 
the  bed  of  the  uterus,  the  intrauterine  lining  where  nidation  would 
occur,  then  it  cannot  occur.  To  put  the  woman  through  the  anxiety 
of  even  going  through  the  problem  of  finding  out  whether  or  not  she 
is  pregnant  seems  ludicrous  to  me  when  you  have  such  simple  thera- 
peutic measures  to  avoid  the  whole  issue  and  give  her  the  relief  that 
she  asks  for. 

Senator  Bayh.  Let  me  ask  all  or  any  of  you  gentlemen  about  the 
contraception  situation  and  how  it  might  be  affected  with  an  amend- 
ment. Dr.  Hilgers  has  submitted  some  information  for  the  record 
which  I  have  not  yet  read.  But  apparently,  you  accept  his  assessment 
that  the  intrauterine  device  is  not  that  efficient  in  the  way  it  acts. 

Could  you  give  me  your  houghts  relative  to  whether  the  morning- 
after  pill  or  intrauterine  device  are  abortifacient  and  thus  would  be 
outlawed  ? 

What  does  one  then  say  to  doctors  who  want  to  counsel  mothers  and 
families  about  birth  control,  contraception?  What  alternatives  are 
available  and  what  ancillary  health  hazards  are  then  brought  into 
the  picture  ? 

Dr.  Greene.  To  me  it  is  very  fascinating  to  attend  meetings  of  one 
of  our  organizations  called  the  American  Fertility  Society  in  which 
the  experts,  the  investigators  working  in  the  field  of  reproductive 
biology,  will  argue  and  discuss  just  as  to  what  is  the  mechanism  of 
action  of  the  intrauterine  contraceptive  device.  There  is  not  universal 
agreement,  sir,  on  how  it  works,  whether  it  has  effects  on  tubal  motil- 
ity, whether  it  has  effects  on  implantation,  does  it  cause  a  chronic  en- 
dometritis, interfering  with  myometrial  contractility,  all  of  which 
can  induce  abortion  or  prevent  pregnancy. 

One  of  the  things  that  has  impeded  greatly  research  in  these  areas 
is  the  ability  to  do  research  in  humans.  Likewise,  it  is  fascinating  to 
me  to  have  a  panel  such  as  this  of  experts  that  have  devoted  their 
life  to  the  study  of  the  contraceptive  pill.  They  can  list  you  five  or 
more  mechanisms  by  which  the  pill  works.  Does  it  work  on  the  hypo- 
thalamus, does  it  work  on  the  ovary,  does  it  affect  the  tube,  the  nida- 
tion site  or  the  cervical  mucus?  People  can  introduce  evidence  that 
ovulation  occurs  with  people  on  the  contraceptive  pill  but  because  of 
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other  mechanisms  involved  in  the  physiology  of  the  human  female, 
conception  or  nidation  does  not  take  place.  Now,  conception  might 
take  place,  but  nidation  might  be  impossible,  or  cervical  factors  are 
such  that  the  cervical  mucus  will  not  allow  the  sperm  to  implant  it. 

So  we  have  so  much  more  to  learn  about  the  human  because  you 
must  do  this  experimentation  in  humans  since  there  are  many  things 
that  occur  in  lower  animals  that  you  cannot  use  as  a  model  for  human 
experimentation.  The  rabbit  is  one  animal  that  has  been  used  exten- 
sively, but  rabbits  are  not  the  same  as  women,  so  that  the  experts  do 
not  agree  on  how  the  intrauterine  contraceptive  device  prevents  preg- 
nancy. The  experts  do  not  agree  on  how  the  pill  actually  operates  to 
prevent  nidation,  although  the  pill  is  practically  100  percent  effective 
in  preventing  pregnancy.  The  intrauterine  device  is  not  100  percent 
effective. 

Dr.  Laute.  Senator  Bayh,  I  would  like  to  support  Dr.  Greene's 
statement.  I  have  had  the  privilege  of  sitting  on  some  medical  advis- 
ory committees  regarding  lUDs.  We  really  do  not  know  how  it  works, 
and  I  would  like  to  differ  intensely  with  Dr.  Hilgers  presumptions 
that  it  is  a  very  simple  mechanism.  It  is  ultracomplex.  We  do  know 
there  are  bioactive  lUDs  which  change  the  milieu  of  the  environment, 
change  the  setting.  We  do  not  know  whether  the  inflammatory  re- 
sponse established  destroys  the  sperm  long  before  they  ever  reach 
the  egg,  or  vice  versa.  It  is  a  very  complex  subject.  I  wish  it  was 
simple. 

I  would  like  to  speak  about  contraception  in  this  country  and  also 
throughout  the  world.  Basically  we  have  two  kinds,  those  contracep- 
tives which  are  related  to  the  coital  experience,  the  diaphragm,  the 
condom,  the  foam,  the  jelly,  and  those  contraceptives  unrelated  to  the 
coital  experience,  the  lUD  and  the  pill. 

Now,  it  takes  a  much  more  motivated  patient  to  use  the  type  of  con- 
traception that  must  be  used  individually  per  experience.  The  con- 
venience of  a  non-coital-related  contraceptive,  one  which  she  can  in 
essence  forget  about,  her  husband  can  forget  about,  that  it  is  there  and 
doing  a  job,  is  very,  very  important  for  a  large  segment  of  our  society. 
To  eliminate  that  service  for  people  who  want  to  plan  their  families 
would  be  a  great  tragedy.  There  is  a  great  need  for  further  research 
and  investigation  in  contraception.  We  do  not  have  the  perfect 
contraceptive. 

Many  of  us  are  trying  very  hard  to  improve  what  we  have  or  look 
for  new  things.  But  to  diminish  the  limited  services  which  are  now 
available  would  be  a  travesty  to  our  society.  The  services  are  unequal 
in  their  distribution.  There  are  many  places  in  this  country  where 
you  cannot  get  family  planning  services,  and  we  need  dissemination 
of  services  for  everybody.  This  is  the  best  public  health,  along  with 
cancer  control  such  as  pap  smears  and  breast  examinations,  available 
for  every  woman.  In  this  way  we  will  improve  the  quality  of  repro- 
ductive health  in  our  society. 

Dr.  JoHXsoN.  I  wanted  to  say,  if  you  eliminate  the  lUD,  the  num- 
ber of  teenaged  pregnant  girls  I  showed  you  probably  would  double 
because  you  are  in  a  group  of  patients  now  that  you  cannot  depend 
on  to  take  a  pill  or  using  a  condom  because  the  habits  around  their 
sexual  function.  Usually  it  is  not  in  a  convenient  spot,  at  home,  where 
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everything — it  is  usually  at  the  movie  or  some  other  kind  of  place. 
So  the  lUD  turns  out  to  be  a  very  acceptable  kind  of  thing. 

The  other  part  is  that  you  make  a  lot  of  happy  mothers,  usually, 
with  the  lUD.  Mothers  are  a  particular  kind  of  people  who  always 
come  in  with  a  complaint  that  the  young  lady  is  having  trouble  with 
the  bleeding,  and  you  play  the  game  between  the  daughter  and  the 
mother  in  getting  the  daughter  what  she  needs,  at  the  same  time  be- 
laying the  mother's  anxiety.  And  I  do  not  know  how  many  13-year- 
ol'ders  I  have  lUD's  in  and  the  13-year-old  does  not  know  she  has  the 
lUD  in.  That  may  be  good  or  bad.  The  whole  point  is  that  it  is  a 
method  which  can  be  used,  and  those  persons  who  could  do  it,  who 
would  not  follow  another  form  of  contraception. 

The  cost  factor  in  terms  of  the  patient  carrying  the  ITJD  is  mark- 
edly decreased  over  say  a  pack  of  pills  each  month  where  there  may 
be  other  kinds  of  side  effects  and  whether  she  is  going  to  take  them, 
whether  she  is  going  to  take  them  very  dependably.  So  in  the  girls 
that  we  have  seen  at  the  pregnant  teenage  schools — these  are  schools 
for  girls  to  continue  school  while  they  are  pregnant  without  losing 
time  out  of  school — we  have  had  less  than  a  5  percent  repregnancy 
rate  in  looking  at  our  girls  now  over  a  5-year  period.  We  have  had 
less  than  a  5  percent  dropout  rate  of  kids  out  of  school  who  went 
through  this  particular  school,  and  we  have  had  about  a  90  percent 
increase  in  one  grade  level,  and  about  a  50  percent  increase  of  two 
grade  levels  in  the  girls  who  have  gone  to  these  schools.  They  under- 
stand and  begin  to  understand  their  bodies.  They  begin  to  understand 
contraception,  and  they  do  use  the  contraception.  However,  they  do 
have  some  difficulty  with  remembering  each  morning  to  take  a  pill 
or  what  have  you. 

One  other  thought,  there  have  been  some  good  studies  done  in  terms 
of  the  lUD  where  in  some  animals  where  they  put  an  lUD  in  one 
horn  of  an  animal  with  a  double  uterus,  in  the  recovery  studies,  in 
recovering  the  sperm  from  the  horn  where  the  lUD  was  located,  that 
you  are  sometimes  only  able  to  recover  50  percent  of  the  sperm  from 
that  one,  and  the  question  is,  what  happened  to  the  other  50  percent 
of  the  sperm,  and  there  they  found  that  many  of  the  tails  had  been 
broken  off  the  sperm,  many  of  them  had  been  absorbed  by  various 
other  kinds  of  cells. 

And  I  would  like  to  echo  the  feelings  of  my  friends  that  we  are  in 
disagreement  that  the  whole  process  of  how  the  lUD  works  is  not  a 
simple  one,  and  it  certainly  is  more  complicated  than  presented  this 
morning. 

Dr.  Levi.  Senator,  may  I  voice  my  opinion  ?  I  would  like  to  follow 
Dr.  Greene,  Dr.  Laufe,  and  Dr.  Johnson  on  the  issue  of  intrauterine 
device  being  an  abortifacient.  I  think  that  to  really  promote  that  idea 
as  of  today  is  not  correct.  It  is  not  proven  that  it  is  an  abortifacient, 
and  obviously  in  the  opinion  of  my  colleagues  sitting  here,  and  many 
more  obstetricians  and  gynecologists,  the  action  of  the  intrauterine 
device  definitely  to  prevent  a  pregnancy  is  not  yet  clearly  known. 
Therefore,  to  make  the  statement  one  way  or  another  it  would  be 
inappropriate,  unjust,  and  untimely. 

Second,  to  address  myself  to  the  aspect  of  contraception,  I  think 
that  we  are  here  also  dealing  with  concepts  of  minors  and  pregnancy. 
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I  think  as  physicians  we  have  noticed  the  importance  and  the  neces- 
sity of  counseling,  educating  minors,  in  order  not  to  become  preg- 
nant, and  for  this  one  has  needed  counseling  in  contraception.  I  might 
be  personally  happy  to  see  that  there  is  more  and  more  of  that,  but  I 
think  there  is  a  difficulty  concerning  the  law,  counseling  in  contracep- 
tion of  minors,  which  has  not  been  made  yet  clear,  at  least  in  New 
York  State. 

I  think  as  a  final  point  that  if  there  was  a  law  passed  that  would 
forbid  a  woman  to  decide  to  have  a  contraceptive,  not  only  would 
that  be  a  crime,  an  unconstitutional  law  in  my  personal  opinion,  but 
it  also  would  forbid  a  woman  to  have  her  own  course,  deciding  on 
various  aspects  known  to  her,  how  she  should  control  her  size  of 
family.  I  think  that  contraception  in  the  broad  sense  with  education 
and  availability  of  that  education,  I  hope  to  more  and  more  women, 
would  contribute  to  just  that.  It  is  her  decision,  and  therefore,  elimi- 
nating that  right  to  her  would  be  a  catastrophe,  and  I  think  I  am 
objective  in  saying  that.  I  think  the  best  answer  for  those  things, 
besides  the  professionals  on  any  side  of  the  issue,  would  come  from 
women. 

Thank  you. 

Senator  Bayh.  Well  gentlemen,  I  think  we  have  inconvenienced 
all  of  you  long  enough.  I  appreciate  your  patience,  and  I  am  sorry 
it  has  taken  so  long.  I  do  appreciate  the  effort  you  have  made  to 
contribute  to  our  record  here.  Thank  you  on  behalf  of  all  of  the 
committee. 

Dr.  Johnson.  Senator  Bayh,  may  I  correct  this  one  last  thing? 

Some  one  brought  to  my  attention  the  comment  I  made  about 
Planned  Parenthood.  For  the  record,  Planned  Parenthood  does  not 
do  abortions.  It  is  a  referral  agency.  I  do  not  know  when  I  made  the 
mistake,  but  I  wanted  to  clear  that  up  if  I  did. 

Senator  Bayh.  All  right. 

Thank  you  very  much. 

We  will  recess  pending  the  call  ol  the  Chair. 

[Whereupon,  at  4:10  p.m.,  the  subcommittee  was  recessed,  subject 
to  call  of  the  Chair.] 

[Before  the  Senate  Subcommittee  on  Constitutional  Amendment, 
The  Honorable  Birch  Bayh,  Chairman.  1974.] 

Statement  of  Peofessoe  Gabeett  Haedin,  Univeesity  of  Califoenia,  Santa 

Baebaea 

My  name  is  Garrett  Hardin.  I  hold  a  Ph.D.  degree  in  Biology,  and  I  am  Pro- 
fessor of  Human  Ecology  at  the  University  of  California  in  Santa  Barbara. 
Human  Ecology,  as  I  define  it,  is  a  discipline  concerned  with  synthesizing  the 
principles  of  ecology,  economics,  and  ethics.  Some  ways  of  achieving  such  a 
synthesis  are  described  in  my  recent  book,  Exploring  New  Ethics  for  Survival 
(New  York:  Viking,  1.972).  My  most  important  articles  on  abortion,  beginning 
in  1963,  are  reprinted  in  another  book,  Stalking  the  Wild  Taboo  (Los  Altos, 
Calif. :  William  Kauffman,  1973). 

Your  committee  has  expressed  an  interest  in  the  question,  "When  does  life 
begin?"  I  have  had  an  active  interest  in  problems  of  the  beginning  of  life  for 
more  than  a  quarter  of  a  century.  The  problem  of  the  origin  of  life  is  an  active 
field  of  research  and  controversy  in  biology.  My  principal  publication  in  this 
area  is  a  historical  and  analytical  note  in  which  I  contributed  the  name  "hetero- 
troph  hypothesis''  as  the  label  for  the  principal  theory.  This  name  is  now  stand- 
ard in  the  literature,  and  the  theory  is  still  the  leading  one. 
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In  dealing  with  the  abortion  problem,  what  are  we  to  do  about  the  question, 
"When  does  life  begin?"  The  answer  to  this  question  is  a  single  word,  clear-cut 
and  unambiguous :  Never.  Never  in  our  experience  does  life  begin.  It  is  merely 
passed  on  from  one  cell  to  another.  It  often  ends.  It  never  begins.  We  can  easily 
put  an  end  to  life  ;  we  cannot  begin  it. 

Of  course,  if  we  biologists  are  correct,  life  did  begin  once  about  three  billion 
years  ago.  But  in  the  act  of  exploiting  the  earthly  environment,  life  altered  it 
so  that  it  was  not  possible  for  new  life  to  begin  again.  So  all  the  living  cells 
and  organisms  of  the  present  day  are  lineal  descendants  of  the  first  living  thing, 
whatever  that  was.  Some  people,  of  course,  reject  the  evolutionary  point  of  view 
in  favor  of  special  creation.  For  our  purpose  here  this  difference  of  opinion  does 
not  matter.  Both  sides  agree  that  they've  never  seen  life  begin. 

We  are  unable  to  create  life.  Life  is  never  "conceived"  (contrary  to  the  lan- 
guage we  use).  This  is  not  a  matter  of  opinion :  it  is  a  brute  fact  of  experience. 
So  we  really  should  never  ask  the  question,  "When  does  life  begin?" 

How  does  it  happen  that  those  who  are  wrestling  with  the  abortion  problem 
so  often  do  ask  this  inappropriate  question?  I  believe  the  question  is  a  residue 
from  an  incorrect  belief  that  was  almost  universal  in  the  nineteenth  century 
and  which  still  lingers  somewhat.  It  used  to  be  though  that  when  a  woman  was 
impregnated,  something  began  to  grow  in  her  but  that  this  something  was  not 
alive  until  the  time  of  "quickening."  At  this  time  the  woman  first  felt  the 
stirring  of  this  something  in  her,  and  it  was  natural  for  her  to  assume  that 
the  something  had  taken  on  a  life  which  it  had  not  had  before. 

With  the  greater  knowledge  of  human  reproduction  gained  by  the  end  of  the 
nineteenth  century,  it  was  realized  that  the  something  in  an  impregnated  woman 
was  alive  from  the  very  beginning.  This  meant  that  those  who  sought  to  solve 
the  abortion  problem  by  using  the  time  of  quickening — about  the  16th  to  18th 
week  of  pregnancy — as  the  dividing  line  between  permitted  abortions  and  for- 
bidden ones  could  no  longer  easily  do  so,  since  it  was  clear  that  the  phenomenon 
of  quickening  was  a  rather  trivial  one. 

Recognizing  that  the  question  "When  does  life  begin?"  is  not  productive, 
some  have  sought  the  answer  to  a  new  question :  "When  does  human  life 
begin?" 

Unfortunately,  there  is  no  scientific  way  to  reach  agreement  in  answering 
this  question.  The  question  inescapably  depends  on  an  arbitrary  decision :  what 
do  we  mean  by  the  word  "human?"  This  is  not  a  matter  of  fact;  it  is  only  a 
matter  of  definition.  No  amount  of  research  will  change  this  awkward  situation. 

The  situation  is  not  unusual.  Over  and  over  in  every  day  life  we  must  base 
our  decisions  on  arbitrary  definitions  and  standards.  The  speed  limit  on  the 
highway,  for  instance,  depends  on  an  arbitrary  definition  of  what  is  an  unsafe 
speed.  We  can  live  with  arbitrary  decisions,  but  we  should  not  expect  them  to 
remain  stable.  Arbitrary  decisions  are  always  subject  to  reexamination. 

Strictly  speaking,  we  should  not  ask,  when  is  the  developing  organism  a 
human  being,  but:  When  do  we  want  to  call  it  a  human  being?  And  why  do  we 
adopt  this  arbitrary  decision?  What  do  we  hope  to  achieve  by  placing  the  arbi- 
trary line  at  one  point  rather  than  at  another? 

Over  the  long  history  of  humankind  the  most  common  arbitrary  line  for 
determining  "humanhood"  has  been  the  time  of  christening.  Before  the  infant 
was  christened  it  was  not  considered  a  member  of  the  community  and  could  be 
done  away  with  by  the  parents  without  the  community's  taking  any  interest 
in  the  matter.  An  unchristened  thing  was  simply  not  a  human  being.  Once  the 
child  was  christened  it  was  a  member  of  the  community ;  from  then  on  killing  it 
was  murder. 

Nowadays,  most  of  us  do  not  like  placing  the  line  of  humanhood  so  late  in 
development.  I  tell  you  of  the  widespread  earlier  decision  not  to  convince  you  it 
was  right  but  as  a  reminder  that  any  line  that  we  draw  is  arbitrary. 

As  well  as  we  understand  history,  the  line  of  quickening  had  less  to  do  with 
the  issue  of  the  humanhood  of  the  embryo  than  it  did  with  the  preservation  of 
the  health  of  the  mother.  Even  with  the  best  medical  procedures  of  our  time,  an 
early  abortion,  that  is  an  abortion  that  takes  place  in  the  first  three  months  of 
pregnancy  (well  before  quickening),  is  much  safer  than  an  abortion  performed 
after  quickening.  With  more  primitive  medicine,  the  contrast  between  the  two 
was  even  greater.  For  the  sake  of  the  pregnant  woman  it  has  always  been  desir- 
able to  have  the  abortion  early  rather  than  late. 

As  a  matter  of  historical  perspective,  we  should  remember  that  abortion  has 
always  been  a  common  method  of  family  limitation.  Ronald  Freedman  and  other 
demographers  tell  us  that  abortion  is  still  the  most  widely  used  single  method 
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of  birth  control  throughout  the  worla  today.  The  official  religion  of  a  country 
usually  has  very  little  effect  upon  the  practice  of  abortion.  The  53rd  Congress 
of  Obstetrics  and  Gynecology  held  in  Bologna  in  1968  estimated  that  there  are 
about  three  million  abortions  per  year  in  Italy,  an  officially  Roman  Catholic 
country.  The  population  of  Italy  is  only  about  one-fourth  as  great  as  our  own. 
In  our  country  there  are  about  one  million  abortions  per  year.  So  this  means 
that  the  rate  of  abortion  in  Italy  (if  the  doctors'  estimate  is  correct)  is  more 
than  ten  times  as  great  as  it  is  in  the  United  States.  Obviously,  the  official  reli- 
gion of  a  country  has  little  effect  on  the  abortion  rate.  The  abortion  rate  is 
determined  by  the  needs  of  women.  Catholic  or  not.  Wherever  access  to  contra- 
ceptive methods  is  made  difficult,  as  it  has  been  in  Italy,  the  abortion  rate  is 
high. 

One  cannot  get  at  the  heart  of  the  abortion  problem  if  discussion  is  narrowly 
restricted  to  purely  medical  and  biological  issues.  Ethical  problems  necessarily 
intrude.  The  insights  of  biology  throw  a  powerful  light  on  ethical  problems. 
For  more  than  ten  years  I  have  exposed  these  interrelationships  to  public  criti- 
cism, so  what  I  have  to  tell  you  today  can  at  least  be  regarded  as  a  well-con- 
sidered position.  My  views  have  been  tempered  by  discussions  following  scores 
of  public  lectures  and  by  interactions  with  colleagues  at  several  conferences. 
Among  other  occasions,  I  have  presented  these  views  as  a  national  lecturer  for 
the  Phi  Beta  Kappa  Society  in  1970-71.  and  for  the  Sigma  Xi  Society  (scientific) 
in  1972-73. 

The  lectures  that  should  be  most  interesting  to  you  were  the  ones  I  delivered 
at  Notre  Dame  University.  My  writings  on  biology  and  ethics  led  to  my  being 
appointed  Nieuwland  Lecturer  in  Biology  in  1970.  I  chose  for  the  topic  of  my 
three  lectures,  "The  Value  and  Dignity  of  Life."  The  first  lecture  was  entitled 
"The  Boon  of  Abortion."  On  this  occasion,  as  always,  I  strongly  endorsed  the 
right  of  a  woman  to  free  herself  from  involuntary  pregnancy.  I  opposed  manda- 
tory motherhood. 

Needless  to  say,  the  discussion  evoked  at  this  Roman  Catholic  institution  was 
lively.  Opposition  was  strong,  but  support  was  no  less  vigorous.  In  the  week 
that  I  spent  on  campus  I  was  made  acutely  aware  that  the  Roman  Catholic 
Church  in  America  is  not  a  monolithic  institution.  Not  many  priests  speak  out 
in  public  in  favor  of  abortion — though  the  Jesuit  Father  Thomas  Wassmer  does 
— but  privately  many  of  them  hold  opinions  directly  contrary  to  those  expressed 
in  Rome.  Among  the  laity,  there  is  little  difference  between  Catholic  and  non- 
Catholic  positions,  as  the  Gallup  Poll  has  shown.  This  is  fortunate.  It  means 
we  need  not  see  abortion  as  a  religious  issue. 

A  detailed  presentation  of  my  position  will  be  found  in  my  book  Mandatory 
Motherhood:  The  True  Meaning  of  ''Right  to  Life",  scheduled  for  publication 
in  the  fall  of  1974  by  the  Beacon  Press.  The  most  important  issues  in  the  abor- 
tion problem  are,  I  think,  sociological  and  psychological.  I  will,  however,  re- 
strict my  discussion  here  to  those  areas  that  are  closely  tied  to  biology,  to  show 
that  basic  biological  principles  have  a  bearing  on  the  ethical  question  of 
abortion. 

First  Uological  principle:  Except  near  the  end  of  life,  the  value  of  life  in- 
creases with  age.  With  the  best  intentions  in  the  world,  many  people  want  to 
believe  the  contrary,  namely  that  all  lives  are  equally  valuable.  Nature  knows 
better.  When  times  are  tough,  the  very  young  are  sacrificed  for  the  sake  of 
the  mature  animals,  who  are  capable  (when  things  get  better)  of  producing 
more  young.  You  may  like  this  or  not,  but  it  is  true.  A  species  that  behaved  in 
any  other  way  would  not  survive.  It  is  particularly  important  to  note  that 
embryos  have  only  a  small  fraction  of  the  survival  value  of  adults.  The  great 
loss  of  life  among  salmon  eggs  is  well  known.  Even  in  placental  mammals,  a 
loss  25%  to  50%  of  all  embryos  by  spontaneous  abortion  is  common  under  con- 
ditions of  optimal  nourishment.  Under  less  than  optimal  conditions,  the  loss 
increases.  Normal  spontaneous  abortion  in  the  human  species  runs  to  at  least 
25%  and  perhaps  as  much  as  50%.  This  is  no  cause  for  concern,  medical  or 
ethical. 

In  the  long  run  the  development  of  an  embryo  furthers  the  interests  of  the 
species,  but  in  its  early  developmental  stages  the  interests  of  the  embryo  partly 
conflict  with  those  of  adults.  The  needs  of  its  future  may  compete  with  those 
of  the  adults  associated  with  it,  its  parents  primarily  and  the  larger  commu- 
nity to  a  lesser  extent.  A  parent  in  poor  psychological  or  physical  health,  or 
living  in  a  state  of  poverty,  will  have  its  well-being  diminished  if  an  unwanted 
embryo  is  allowed  to  develop  into  a  child  that  makes  many  years  of  demands 
on  its  parents.  The  condition  of  unwantedness  also  makes  it  probable  that  the 
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child  will  be  poorly  cared  for,  economically,  physically,  or  psychologically. 
Many  people  find  it  distasteful  to  make  a  comparative  evaluation  of  adult  and 
embryo,  but  the  very  real  conflict  of  the  interests  of  a  woman  and  her  un- 
wanted embryo  humanely  call  for  such  an  evaluation. 

Second  hiological  principle:  The  potential  supply  of  new  organisms  is  always 
much  greater  than  the  need  for  them.  Under  modern  medical  conditions  it  would 
be  possible  for  the  average  woman  to  have  ten  children  at  least.  A  stable 
society,  that  is  one  with  zero  population  growth,  requires  that  the  average 
woman  have  only  about  2.1  children.  It  takes  only  five  children  per  woman  to 
produce  the  sort  of  tragedy  we  see  in  India  and  Latin  America. 

Third  Mological  principle:  "Viability"  is  too  moveable  an  arbitrary  line  to 
write  into  inflexible  law.  An  embryo  is  said  to  be  viable  if,  when  delivered  from 
the  uterus,  it  can  survive  indeflnitely,  perhaps  only  with  heroic  medical  aid. 
Many  people  would  like  to  fix  "viability"  as  the  arbitrary  limit  for  legal  abor- 
tion. At  the  present  time,  the  line  of  viability  is  at  approximately  24  weeks. 
However,  there  is  nothing  stable  about  this  line  of  viability.  How  far  back  in 
early  embryology  an  embryo  is  viable  depends  on  the  state  of  the  art  of  medi- 
cine. In  principle,  we  should  some  day  be  able  to  bring  about  the  entire  develop- 
ment of  the  embryo  completely  outside  the  mother,  beginning  with  the  fertilized 
egg  stage.  In  principle,  the  woman  is  just  a  magnificently  complicated  test  tube 
in  which  development  takes  place.  All  that  passes  between  mother  and  embryo 
are  fluids.  When  we  know  enough  about  development  to  produce  these  fluids 
in  some  other  way,  we  will  know  enough  to  bring  about  the  development  of  a 
fertilized  egg  in  a  glass  test  tube  all  the  way  to  the  time  of  birth.  For  this 
reason,  it  would  be  unwise  to  tie  rigid  law  down  to  a  moving  limit  like  "via- 
bility." 

The  need  for  abortion  arises  because  there  is  a  genuine  conflict  of  interest 
between  the  unwanted  embryo  and  the  woman  who  is  burdened  with  it.  Biolog- 
ically, it  is  certainly  true  that  the  value  of  an  early  embryo  is  only  a  trifle 
as  compared  with  the  value  of  an  adult  woman.  I  submit  that  this  is  humanly 
true  too — that  man  is  not  an  exception  to  all  the  other  millions  of  species  of 
animals.  Insofar  as  the  human  species  is  exceptional,  it  is  so  in  that  the  amount 
of  investment— economic,  social  and  psychological — needed  to  bring  an  indi- 
vidual from  the  embryonic  state  to  the  adult  state  is  even  greater  in  human 
beings  than  it  is  in  other  animals.  Consequently,  the  comparative  difference 
in  the  value  of  life  of  the  adult  and  the  embryo  is  greater  in  humans  than  in 
other  animals.  Or,  to  put  the  matter  another  way,  the  comparative  value  of  a 
human  embryo  vis-a-vis  a  human  adult  is  notably  small.  In  a  conflict  of  interest 
between  adult  and  embryo  it  is  comparative  value  that  matters. 

One  thing  that  bothers  us  in  this  area  is  the  matter  of  potential  value.  "What 
if  Beethoven's  mother  had  had  an  abortion?"  we  are  asked.  The  implication  is 
that  we  should  never  perform  any  positive  act  (like  abortion)  for  fear  of  losing 
potential  value. 

But  we  can  just  as  well  ask,  "What  if  Hitler's  mother  had  had  an  abortion?" 
The  loss  of  this  potential  value  would  clearly  have  been  a  blessing  for  the 
world.  The  fact  it,  not  much  that  is  useful  can  be  said  about  all  the  potential 
value  lost  each  year  through  the  more  than  twenty  million  abortions  induced 
throughout  the  world.  What  is  lost  is  no  loss,  for  all  practical  purposes. 

Potential  value  is  quite  a  different  thing  from  actual  value.  The  blueprints  of 
a  house  might  be  regarded  as  a  potential  house,  but  no  one  would  be  foolish 
enough  to  confuse  the  potential  with  the  actual.  A  newly  fertilized  human  egg 
does  not  either  look  or  act  like  a  human  being;  it  is  only  a  potential  human 
being.  Gradually,  as  it  develops,  the  potential  becomes  actual.  But  even  after 
birth,  even  the  fondest  parent  must  admit  that  the  little  tyke  is  more  promise 
than  performance.  Five  months  before  birth  the  disparity  between  promise  and 
performance  is  even  greater.  Unless  outsiders  interfere,  the  vast  majority  of  all 
abortions — well  over  90% — will  be  performed  before  this  time.  What  is  lost  is  of 
very  little  value  and  can  be  easily  replaced  later,  if  so  desired.  What  is  saved — 
the  well-being  of  an  adult  women — is  very  valuable  and  can  easily  be  irrepar- 
ably damaged. 

Whatever  line  is  set  for  the  limit  of  legal  abortion  is  an  arbitrary  line.  We 
should  always  be  cautious  about  arbitrary  lines.  As  we  all  know,  the  motoring 
public  constantly  pushes  against  an  arbitrary  speed  limit.  Is  there  not  also  a 
danger  that  women  will  push  abainst  an  arbitrary  line  for  legal  abortions? 

There  is  not.  Women  do  qot  want  late  abortions  when  they  can  have  early 
ones.  An  early  abortion  is  far  cheaper,  far  safer,  and  involves  less  psychological 
turmoil.  In  countries  where  abortions  are  easily  available,  almost  all  of  the 
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abortions  are  performed  before  12  weeks,  many  of  them  before  8  weeks.  No 
legislator  need  worry  about  public  pressure  against  an  arbitrary  line  in  the 
area  of  abortion. 

It  is  rather  curious  that  there  should  be  so  much  legislative  concern  about 
abortions.  The  reasons  are  historical,  and  are  well  known  to  you.  There  is  hardly 
any  ethical  reason  for  the  disturbance,  because  abortion  is  quite  different  from 
other  areas  of  enduring  ethical  conflict. 

Our  most  persistent  ethical  problems  are  ones  in  which  the  interests  of  the 
individual  conflict  with  the  interests  of  society.  For  example,  consider  the 
problem  facing  the  owner  of  a  factory  that  pollutes  the  air  in  the  process  of 
manufacturing  its  product.  As  an  indiivdual,  the  owner  does  not  want  to  install 
pollution  control  equipment,  because  this  will  cost  him  money  and  will  reduce 
his  profits.  Society,  however,  wants  him  to  go  to  this  expense. 

The  conflict  between  individual  interest  and  society  interest  is  real  and  not 
easily  resolved.  There  are  hundreds  of  instances  of  such  diflBcult  conflicts  in  our 
society.  It  is  quite  proper  that  legislators  should  spend  a  great  deal  of  time 
trying  to  reconcile  the  conflicting  interests. 

But  abortion  is  not  such  a  case.  When  it  is  a  question  of  an  embryo  that  is 
not  wanted  by  the  women,  it  would  be  effrontery  for  society  to  maintain  that  it 
is  in  her  interest  to  do  what  she  does  not  want  to  do.  It  would  also  be  foolish 
for  society  to  insist  that  the  unwanted  child  be  born.  A  careful  study  made  in 
Sweden  fifteen  years  ago  showed  that  children  born  to  mothers  who  had  been 
refused  the  abortions  they  requested  were  a  greater  financial  and  social  burden 
on  society  than  were  children  born  to  mothers  who  wanted  them.  This  is  not 
surprising.  The  surprising  thing  is  how  easy  it  is  for  moralists  to  close  their 
eyes  to  this  perfectly  obvious  and  expected  fact. 

If  we  had  a  shortage  of  people  in  the  world  (or  in  our  own  country)  one 
might  make  a  case  for  compelling  women  to  become  mothers  of  children  they 
do  not  want.  But  do  you  know  of  any  convincing  evidence  that  we  are  suffering 
from  a  shortage  of  people?  Until  the  day  arrives  when  such  a  shortage  material- 
izes any  law  that  increases  the  number  of  births  of  unwanted  children  is  clearly 
counterproductive  from  society's  point  of  view,  as  well  as  from  the  point  of 
view  of  women.  Even  if  a  day  of  shortage  arrives,  would  it  not  be  better  to 
reward  women  for  having  children  than  to  compel  them  against  their  will,  by 
denying  them  abortions? 

This  committee  is  looking  for  a  way  of  improving  the  world  by  legislation. 
I  respectfully  submit  that  any  law  that  restricts  free  access  to  the  method  of 
birth  control  that  we  call  abortion  will  do  more  harm  than  good. 

Does  this  mean  there  is  nothing  constructive  that  this  committee  can  do?  On 
the  contrary,  there  is  a  positive  approach  that  the  committee  can  make  that 
will  do  a  great  deal  of  good,  not  only  generally  but  particularly  in  reducing  the 
number  of  abortions. 

In  a  nation  like  ours  where  most  advanced  medical  services  are  theoretically 
available,  abortion  is  principally  a  backstop  to  be  used  when  contraception 
either  has  not  been  employed,  or  has  failed  the  user.  Early  abortions  are  only 
one-eighth  as  dangerous  as  normal  childbirth,  as  the  careful  statistical  studies 
of  Dr.  Christopher  Tietze  show.  When  the  choice  is  between  early  abortion  and 
childbirth,  in  terms  of  the  medical  risk  abortion  is  clearly  to  be  preferred.  Put 
another  way :  if  the  woman  does  not  want  a  child,  and  if  she  has  no  compunc- 
tions about  abortion,  abortion  is  overwhelmingly  to  be  preferred. 

Buc  better  still  would  be  having  no  abortions  at  all.  I  think  we  can  all  agree 
to  that.  Is  this  a  feasible  goal?  Unfortunately  it  is  not.  In  the  first  place,  no 
method  of  contraception  is  100%  certain.  Under  ideal  conditions,  the  best 
methods  of  contraception  have  about  a  1%  failure  rate.  This  means  that  if  100 
women  use  the  best  method  of  contraception  available  for  an  entire  year  one  of 
them  (on  the  average)  will  be  pregnant  before  the  year  is  out. 

Extrapolating  this  figure  to  the  entire  United  States  with  its  nearly  30  million 
fertile  women  at  rick  each  year,  this  means  that  if  all  the  women  who  did  not 
want  a  child  during  the  year  used  the  best  method  of  contraception,  about  a 
quarter  of  a  million  of  them  would  become  pregnant  against  their  will.  Most  of 
these  would  demand  abortions. 

But  the  one  percent  figure  is  unrealistically  low.  Women  (and  men !)  are  not 
completely  rational  about  sex.  They  do  not  always  act  like  simple  reasoning 
machines.  They  take  chances.  They  are  emotional.  (So  are  men.)  Would  we 
want  them  otherwise?  I,  for  one,  would  not.  But  the  emotionality  and  spontane- 
ity of  human  sexual  behavior  means  that  the  real  risk  of  the  woman's  be- 
coming pregnant  against  her  will  during  any  particular  year  is  considerably 
above  one  percent.  If  four  percent  is  a  reasonable  guess  of  the  total  risk  factor, 
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that  means  a  million  unwanted  pregnancies  a  year.  This  matches  well  enough 
the  actual  number  of  abortions  performed. 

Can  we  reduce  this  number?  Yes,  we  can.  Two  paths  are  open.  One  is  the 
research  path :  to  improve  the  methods  of  contraception.  Such  research  is  now 
being  carried  on  on  a  large  scale  and  should  be  supported.  The  second  method 
of  reducing  the  need  for  abortion  is  to  support  programs  that  will  improve  what 
is  called  "the  delivery  of  medical  services."  Throughout  the  United  States  abor- 
tion is  now  legal.  Abortion  is  possible  de  jure.  But  de  facto,  abortion  is  still 
very  diflBcult  to  get  in  many  parts  of  the  country,  and  for  many  women.  All 
sorts  of  roadblocks  are  being  put  up,  many  contrary  to  the  letter  of  the  law 
and  all  contrary  to  the  spirit  of  it.  Poor  women,  in  general,  do  not  know  their 
way  around  in  the  political  and  competitive  world.  It  takes  only  a  tiny  road- 
block to  keep  a  poor  woman  from  getting  the  abortion  she  earnestly  wants.  It 
takes  only  a  tiny  roadblock  to  result  in  an  additional  burden,  on  the  woman  and 
on  society,  of  one  more  unwanted  child.  We  can  reduce  the  size  of  this  burden 
by  making  abortion  as  easily  available  as  flu  shots. 

For  the  young,  the  poor,  and  the  naive  it  is  still  tragically  easy  to  become 
unwantedly  pregnant.  Here  is  where  your  committee  can  help.  Anything  you 
can  do  to  improve  the  delivery  of  all  medical  services,  particularly  the  delivery 
of  all  methods  of  birth  control  including  abortion,  will  reluce  the  amount  of 
heartache  caused  by  the  bearing  of  unwanted  children. 


Pbepared  Statement  of  Klaus  Patau,  Submitted  to  Sub-Committee  on  Consti- 
tutional Amendments  of  U.S.  Senate  Judiciaey  Committee 

Mr.  Chairman  and  members:  Although  I  was  unable  to  testify  before  your 
sub-committee  on  the  matter  of  abortion,  I  take  the  liberty  of  submitting  to  you 
the  following  statement.  It  pertains  in  particular  to  the  testimonies  of  Drs.  Le- 
jeune  and  Liley. 

My  name  is  Klaus  Patau.  I  have  done  research  for  forty  years  on  the  chromo- 
somes of  various  plants  and  animals  and  since  1959  on  those  of  man,  especially 
abnormal  chromosome  constitutions  as  cause  of  mental  retardation  and  con- 
genital malformations.  One  of  my  discoveries  was  that  a  certain  syndrome 
(now  sometimes  called  Patau's  syndrome)  is  caused  by  an  extra  chromosome 
(different  from  the  one  causing  mongolism).  My  work  has  often  involved  me 
in  genetic  counselling.  I  am  Professor  of  Medical  Genetics  at  the  Medical  School 
of  the  University  of  Wisconsin,  Madison. 

I  have  no  scientific  argument  with  Drs.  Lejeune  and  Liley,  but  I  deny  that 
scientific  results  justify  their  conclusions  or  are  even  relevant  to  them.  If  it 
were  otherwise,  how  come  that  so  few  medical  geneticists  seem  to  share  Dr. 
Lejeune's  position?  For  instance,  all  but  one  of  the  twelve  members  of  profes- 
sorial rank  of  the  Medical  Genetics  Department  at  this  University  have  signed 
the  attached  statement  which  rejects  the  very  idea  that  the  abortion  question 
could  be  decided  on  scientific  grounds. 

However,  science  has  recently  made  courses  of  action  possible  that  can  so 
radically  alleviate  certain  otherwise  profoundly  unhappy  situations,  but  rest 
upon  the  availability  of  abortions,  that  such  cases  should  also  be  taken  into  ac- 
count before  new  barriers  to  abortion  are  set  up.  I  am  referring  to  couples  who 
have  been  informed  that  one  of  them,  although  healthy,  is  carrier  of  a  chromo- 
somal or  genetic  aberration  and  that  therefore  any  pregnancy  would  involve  a 
severe  risk,  perhaps  amounting  to  30%  or  so,  of  leading  to  the  birth  of  a  grossly 
abnormal  child.  Only  a  few  years  ago  such  a  couple,  no  matter  how  much  they 
desired  children,  had  no  decent  choice  but  to  remain  childless.  It  is  now  in  many 
cases  possible  to  test  fetal  cells  from  the  amniotic  fluid,  which  can  safely  be 
obtained  by  a  process  called  amniocentesis,  for  the  presence  or  absence  of  the 
aberration  in  question.  More  often  than  not,  it  will  be  absent  and  a  perfectly 
normal  baby  can  be  expected,  otherwise  an  abortion  would  leave  the  couple 
free  to  try  again  in  the  future.  To  outlaw  abortion  would  in  effect  condemn  such 
people  to  have  no  children  at  all. 

It  is  often  said  that  from  the  legalization  of  abortion  there  is  only  a  step  to 
the  killing  of  undesirable  children  as  practiced  by  the  Nazis.  To  me,  and  I  am 
sure,  to  the  great  majority  of  those  who  welcomed  the  Supreme  Court  decision, 
there  is  an  unbridgeable  gap  between  the  two.  Besides,  the  Nazis  themselves 
meted  out  capital  punishment  for  abortion. 

I  urge  you  respectfully  to  leave  the  Constitution  as  the  Supreme  Court  has 
interpreted  it.  It  was,  in  my  opinion,  a  wise  and  humane  decision. 
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Statement  by  Membees  of  the  Depabtment  of  Medical  Genetics,  Univebsity 
OF  Wisconsin,  in  Fokm  of  a  Letter  Sent  to  Newspapers,  ^'g^^g^'^^^^^^^ 

Sirs:   Some  anti-abortionists  are  fond   of  claiming   that   there   is   scientiflo 
evidence   or  ey^n  some  mysterious  new  scientific  evidence    that  wouldTove  a 

mll'f  fJ.M  ^"^T.  ^'^^^"-  ^^  °^1^^  P^«Pl^  ^^'^  better  informed    so  th^eargu 
ment  goes,  they  would  realize  that  science  obliges  us  to  view  abortion  as  murder 

t'Z'LT'r  '".'^  thing  and  it  distresses  us  to  see  that  i^S  who  ough^  to 
entmed  to 'it  '  '  ^^^  '^  '"^"^'^  ^^  argument  that  so  clearly  !s  no? 

The  main  facts  have  been  known  for  a  long  time  and  while  continuing  re- 
search has  added  detail  this  has  not  altered  the  picture  as  a  whole  It  can  be 
outlined  m  one  sentence :  the  fertilized  ovum  develops  into  a  person  by  a  gSdual 
process,  which  even  at  birth  is  not  completed.  There  is  no  point  at  whifhsud 
f!rXfZf^:^V''''':'^  new  comes  into  existence.  The  conclusion  That  there- 
fore the  fetus,  the  embryo,  and  even  the  ovum  are  human  beings  with  all  rights 
of  persons  has  no  scientific  meaning  and  is,  it  would  seem  to  us  bad  philosophy 
One  might  as  well  call  every  molehill  a  mountain  since  nature  has  dra^  no 
mie  between  hills  and  mountains.  A  fertilized  ovum  has  the  potentfal  of  b^om^ 
h!  nf^'^'^r  ^''tf,'  ''^^  ^'^  ^^^^  '^  ^  P^"^^^  i«  certainly  a  semantic  absurdity  On 
bai;?a?tS"r?gh?s'o7a"p;rn^^  ""'^^  ^  ^^"^^"^  ^^"^^^^"^  ^^^*  ^^^  --b-- 
By  any  reasonable  criterion,  an  eight-month  fetus  is  less  of  a  person  than  a 

a?wh!?h  ^rJ^?  iA^'T^^^^""  ^"  ^^"^i?"  ^^^"'-  ^^^*  ^^^^'^«  tb^  <l"esti«^  open 
at  which  point,  if  any,  it  becomes  morally  acceptable  or  should  become  legallv 

acceptable  to  abort  a  pregnancy.   Some  will  find  their  answer  in  a  reSus 

nflll  fof       .r  ^  careful  balancing  between  respect  for  the  developing  life 

t-\^  u^i""^'  *^^  ""^H^^I  ^^  *^^  °'^*^^^'  ^°^  the  consequences  of  the  birth  of  the 
child,  but  no  one  will  find  it  in  science.  "    i^"  ux  Lue 

^^^^?^^;  ^^^^'  Ja™es  F.  Crow;  Charles  W.  Cotterman;  Robert  I 
DeMars;  Carter  L.  Denniston ;  John  M.  Opitz;  Richard  H  Os- 
borne; Eeva  Patau;  Klaus  Patau;  William  H.  Stone;  Millard 
busman ;  Department  of  Medical  Genetics,  University  of  Wiscon- 
sin, Madison.  Wisconsin. 


University  of  Wisconsin — Madison, 

Laboratory  of  Genetics, 

«„„  ^      -o  T^  Madison,  Wis.,  Ma/y  SI,  1974. 

Senator  Birch  Bayh,  '        v      ,        -t 

Subcommittee  on  Constitutional  Amendments, 
U.S.  Senate, 
Washington,  D.C. 

Dear  Mr.  Senator:  I  am  enclosing  a  statement  for  possible  consideration  in 
connection  with  the  current  hearings  of  the  Subcommittee  on  Constitutional 
Amendments. 

Dr.  Fred  Jaffe  of  the  Planned  Parenthood  Federation  asked  if  I  could  appear 
before  your  Subcommittee,  but  I  was  not  able  to  come  to  Washington  at  the 
appropriate  time.  I  did  volunteer  to  prepare  a  statement,  however.  Having  read 
the  testimony  of  Dr.  Jerome  Lejeune,  I  have  prepared  my  remarks  in  response 
to  his.  Although  he  and  I  are  personal  friends  and  professional  colleagues  I 
strongly  disagree  with  his  position  on  abortion.  ' 

Sincerely, 

T»  c,   -in      -J     i...=     ..  James  F.  Crow. 

P.b.  For  Identification  purposes,  I  am  enclosing  a  Curriculum  Vitae 
End :  As  above  described. 

Statement  by  James  F.  Crow 

My  name  is  James  F.  Crow.  My  specialty  is  Genetics  and  I  am  Professor  of 
Medical  Genetics  at  the  University  of  Wisconsin,  Madison.  Since  I  was  unable 
to  appear  in  person  before  the  Subcommittee,  I  am  submitting  this  written 
statement  instead. 

I  have  read  the  testimony  of  Dr.  Jerome  Lejeune  before  this  Subcommittee 
and  would  like  to  register  my  disagreement  with  his  conclusion.  The  new  find- 
ings of  molecular  biology,  genetics,  and  cell  biology   (including  Dr.  Lejeune's 
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own  discoveries  of  human  disease  caused  by  chromosome  irregularities)  are  of 
the  greatest  importance.  They  already  are  responsible  for  the  alleviation  of 
much  human  suiiering  and  more  pi"ogress  in  basic  knowledge  and  its  application 
can  be  expected  in  the  future. 

But  the  decision  as  to  whether  abortion  is  acceptable  should  not  be  determined 
by  our  being  able  to  distinguish  the  cells  of  an  early  human  embryo  from  that 
of  a  chimpanzee.  Nor  does  the  fact  that  a  rudiment  of  the  brain  can  be  recog- 
nized La  a  two-month  embryo  tell  us  that  the  embryo  can  think  or  has  self- 
awareness.  Nor  is  a  discussion  of  the  material  versus  the  informational  conti- 
nuity from  one  generation  to  another  relevant  to  the  abortion  issue.  Nor  is  a 
discussion  of  uniqueness  and  unity  relevant ;  each  plant  or  insect  is  also  unique 
and  has  unity.  A  fertilized  egg  is  not  a  person  by  any  criterion  except  for  the 
potentiality  to  develop  into  one.  It  is  not  even  potentially  unique,  for  it  may 
later  divide  into  two  and  each  twin  has  its  own  claim  to  uniqueness.  Prenatal 
development  is  a  continuous  and  gradual  process  by  which  a  fertilized  egg 
develops  into  an  infant. 

The  biological  and  medical  sciences  can  provide  facts  and  techniques  that  aid 
in  making  wiser  policy  deciisons,  facts  and  technical  possibilities  that  cannot  be 
ignored.  But  science  cannot  make  the  decision.  These  are  made  by  a  balanced 
concern  for  such  things  as  the  kind  of  future  life  the  embryo  may  have,  the 
rights  of  the  family,  and  the  needs,  health,  and  desires  of  the  mother.  My 
view,  taking  into  account  scientific  findings  such  as  Dr.  Lejeune  mentions,  but 
determiued  by  ethical,  social,  anji  humanitarian  concerns,  is  that  there  are 
many  circumstances  when  abortion  is  justified.  One  example  is  when  prenatal 
diagnosis  has  shown  that  the  child  has  a  serious,  painful,  and  incurable  abnor- 
mality. In  general,  I  emphasize  the  right  of  a  child  to  be  born  free  of  any  serious 
disease  or  deformity  that  could  be  prevented  by  abortion,  and  to  be  born  into 
a  home  where  it  is  wanted,  loved  and  well  cared  for. 

I  strongly  urge  that  you  make  no  Constitutional  changes  restricting  abortion. 

James  F.  Crow — Cubeictjlum  Vitae 

Birth:  Phoenixville,  Pennsylvania,  January  18,  1916. 

Married:  Ann  Crockett,  1941.  Three  children. 

Education:  Elementary  and  high  schools,  Wichita,  Kansas ;  B.A.  Friends  Uni- 
versity, Wichita,  1937  ;  Ph.D.  University  of  Texas,  Austin,  1941. 

Academic  positions:  On  faculty  of  Dartmouth  College,  1941-1948;  At  Univer- 
sity of  Wisconsin,  1948-present ;  Chairman,  Department  of  Medical  Genetics, 
1958-€3,  1965-71;  Acting  Dean,  University  of  Wisconsin  Medical  School,  1963- 
65 ;  current  position  :  Bascom  Professor  of  Genetics. 

Academic  Societies:  National  Academy  of  Sciences;  Genetics  Society  of  Amer- 
ica, president  1959;  American  Society  of  Human  Genetics,  president  1961. 

Committees:  Genetics  Study  Section,  National  Institute  of  Health.  Chairman, 

1965-68;  General  Advisory  Committee,  National  Institutes  of  Health,  1971 ; 

National  Academy  of  Sciences  Committee  on  evaluation  of  Radiation  Risks, 
Chairman  of  Committee  on  Genetic  Risks. 

Home  address:  24  Glen  way,  Madison,  Wisconsin  53705.  Phone  (608)  233-6709. 

Office  address:  509  Genetics  Building,  University  of  Wisconsin,  Madison 
53706.  Phone  (608)  262-3112. 

Testimony  by  Helen  B.  Taussig,  M.D.,  Against  S.J.  Resolution  No.  119  and 

S.J.  Resolution  No.  130 

I  am  Helen  B.  Taussig,  M.D.,  Professor  Emeritus  of  Pediatrics  at  the  Johns 
Hopkins  University,  probably  best  known  to  you  as  co-developer  with  the  late 
Dr.  Albert  Blalock  of  the  so?called  blue  baby  operation  which  has  enabled 
thousands  of  children  with  severe  malformations  of  the  heart  to  lead  a  normal 
life.  I  am  also  known  to  some  of  you  as  the  doctor  who  alerted  the  country  to 
the  dangers  of  Thalidomide.  I  am  here  today  as  a  private  citizen  to  protest 
against  the  Senate  Judiciary  Resolutions  No.  119  and  No.  130. 

S.J.  Res.  119  states  that  with  respect  to  the  right  of  life,  the  word  "person" 
applied  to  all  human  beings  including  their  unborn  offspring  at  every  stage  of 
their  biological  development,  irrespective  of  age  and  health,  function,  or  condi- 
tion of  dependency.  In  addition  this  resolution  prohibits  abortion  except  (as 
stated  in  Section  2)  in  an  emergency  when  a  reasonable  medical  certaintly 
exists  that  continuation  of  pregnancy  will  cause  the  death  of  the  mother. 
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S.J.  Res  ISO-Neither  the  United  States  nor  any  state  has  the  right  to  deurive 
tt^'T''  i'^-??'  ^'.T  *^^  "'^^^"^  ^^  conception,  of  life  without  due  proS  of 
law.  In  addition  the  resolution  grants  all  human  beings  from  the  moment  of 
conception,  equal  protection  of  the  laws.  moment  or 

In  view  of  the  Supreme  Court  ruling  this  spring  (1974)  that  only  the  Supreme 
Court  has  the  right  to  define  who  is  a  citizen  and  thereby  is  protected  under  the 

llT^^i  T  ?f  ^*?  ?^^^J  ^^  ^^^"^  ^  bill  «l°ill^r  to  t/is  whi?h  wis  pJied  by 
the  Rhode  Island  Legislation,  was  ruled  unconstitutional.  Therefore  there  is 
no  need  for  me  to  further  belabor  this  portion  of  the  resolution 

These  resolutions  place  the  life  of  the  unborn  human  being  who  is  as  vet 
unable  to  maintain  heart  beat  or  sustain  respiration  outside  the  womb  and  who 
f.|  ^^l  \l  ""^''le  to  think  or  consciously  react  to  be  of  greater  value  than  the 

ll  f,?^  "^^"^i"  u""^"^  "^"^"'^^  ^^'^^  ''^'^^-  I^<iee<^  as  others  have  pointed  out 

the  mother  would  be  deprived  of  many  of  her  rights  for  fear  that  something 
might  cause  the  death  of  the  embryo,  as  for  example,  an  automobile  accident  or 
medication  the  mother  needed,  as  the  person  driving  the  car  or  the  doctor  pre- 
scribing the  medicine  could  be  accused  of  manslaughter  if  the  woman  had  a 
miscarriage. 

I  believe  that  the  lives  of  those  living  on  earth  are  of  greater  value  than  the 
indiscriminate  total  mass  of  unborn  people.  True,  there  may  be,  indeed  we  hone 
there  are  some  geniuses  yet  to  be  born,  but  the  indscriminate  granting  the 
right  to  life  to  every  fetus  regardless  of  health,  which  means  regradless  of 
ilhies,  or  disease  or  malformation,  or  serious  defect  of  the  nervous  system  mav 
well  be  preventing  some  genius  from  being  born. 

Our  efforts  should  be  directed  to  build  a  healthy  race. 
.  'F^^l^  are  a  number  of  serious  defects  which  can  now  be  diagnosed  during 
intrauterine  life  (provided  Congress  is  not  so  foolish  as  to  forbid  it)  For 
example,  it  is  now  possible  to  diagnose  Mongolian  idiocy,  Tay  Sach  disease  and 
we  believe  meningomyeloceles.  This  malformation  is  the  second  most  common 
malformation  after  congenital  heart  disease  when  all  forms  of  congenital  heart 
disease  are  included  in  one  category.  Babies  with  a  meningomyelocele  hafe  a 
paraplegia;  their  legs  are  paralyzed  and  almost  invariably  (unless  operated 
on)  the  baby  develops  hydrocephalus.  Furthermore,  the  majority  of  the  children 
have  a  low  I.Q.  Indeed,  the  greatest  tragedy  of  all  is  the  person  with  a  moder- 
ately High  I.Q.  who  lives  and  can  never  enter  society.  The  frequency  of  this 
nialformation  is  estimated  at  1 :1000  live  births  and  in  the  state  of  Maryland 
alone,  probably  70  of  these  unfortunate  children  are  born  each  year.  Each  of 
these  babies  costs  the  State  10-12,000  dollars  immediately  after  birth,  before 
even  leaving  the  hospital.  The  Kennedy  Institute  advises  me  that  the  average 
cost  of  caring  for  these  children  is  estimated  at  $350,000  per  child.  No  family 
can  afford  this.  A  small  share  of  the  cost  is  paid  by  private  insurance  The 
remainder  is  paid  from  taxpayer's  money.  If  we  can  prevent  such  tragedies, 
can  society  afford  to  let  these  products  of  conception  live?  At  present  we  can 
only  prevent  its  happening  a  second  time.  Aminocentesis  is  not  sufficiently  safe 
for  it  to  be  a  routine  procedure.  Nevertheless  for  the  parents  who  have  had  one 
of  these  pathetic  and  expensive  children,  the  knowledge  of  whether  the  next 
child  will  also  be  defective  or  will  be  normal,  will  greatly  increase  the  chance 
of  those  parents  having  more  children. 

Hopefully  the  day  will  come  when  all  of  these  babies  can  be  diagnosed  in 
utero.  At  least,  it  does  not  need  to  happen  twice  in  the  same  family  at  the  pres- 
ent time  and  furthermore,  by  preventing  the  birth  of  a  defective  child,  that 
family  may  be  allowed  to  have  a  lively,  healthy  child  whereas  without  such 
studies  the  risk  of  a  recurrent  tragedy  may  well  have  prevented  another 
pregnancy.  Needless  to  say  to  obtain  this  result  both  prenatal  diagnostic  studies 
and  abortion  must  be  legally  permissible.  This  is  prohibited  by  S.J.  Resolufion 
No.  119. 

The  same  is  true  of  mongolism  and  Tay  Sach  disease.  Mongols  may  live  a 
long  time.  Our  homes  for  retarded  children  are  filled  with  them.  At  Rosewood 
it  is  estimated  that  these  children  on  the  average  cost  the  state  $6,000  a  year. 
This  figure  does  not  include  their  medical  care  or  education. 

The  baby  born  of  a  mother  who  had  the  misfortune  to  contract  German 
measles  during  the  first  trimester  is  another  sad  baby  as  the  rubella  virus  dam- 
ages the  brain  and  heart  and  often,  the  eyes  of  the  embryo.  Thus,  one  has  a 
mentally  retarded  child,  often  a  microcephalic  with  a  congenital  heart  and  con- 
genital cataracts.  Moreover,  these  babies  still  harbor  live  virus  when  they  are 
born  and  hence,  may  infect  the  nurses  or  other  babies.  Therefore,  they  require 
special  care  from   the  day   they  are  born.    Frequently,   they   require   cardiac 
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operation  and  operations  on  the  eyes.  Dr.  Janet  Hardy  and  her  associates,  who 
have  had  a  large  experience  in  the  long-term  observation  of  a  number  of  these 
babies  over  a  period  of  years,  have  estimated  that  custodial  care  for  these 
babies  cost  10-12,000  dollars  a  year  and  they  may  live  for  many  years.  More- 
over, this  cost  does  not  include  medical  care  and  many  of  these  children  have 
cardiac  abnormalities  which  require  heart  surgery  and  all  require  special  educa- 
tion. Tests  are  available  to  determine  whether  the  mother  has  had  German 
measles.  Almost  every  mother  would  prefer  to  have  her  child  born  a  year  later 
and  have  a  normal  child  than  to  bring  a  defective  child  into  the  world. 

The  defective  child  is  not  a  happy  child  and  brings  sorrow  and  pain  to  the 
entire  family,  alters  the  life  of  the  entire  family  and  may  be  the  basic  reason 
for  break-up  of  the  family.  I  am  sure  most  of  you  have  known  some  family  who 
has  had  the  misfortune  to  have  a  mentally  retarded  child  and  you  must  realize 
what  a  strain  and  burden  that  child  has  been  to  your  friend  or  relative. 

Of  equal  importance  to  these  cases  of  infected  or  defective  children  is  the 
problem  confronted  by  many  women  who  find  themselves  pregnant  again  by 
their  own  husbands  when  they  already  have  4,  5,  6  or  more  children,  so  many 
that  they  simply  cannot  face  aiiother  pregnancy.  They  know  they  will  be  unable 
to  feed  or  clothe  or  care  for  this  child.  If  they  do  go  through  the  pregnancy,  the 
entire  family  may  be  thrown  on  relief.  The  only  alternative  is  to  seek  an  abor- 
tion. The  women  are  desperate  and  risk  their  lives  and  have  an  illegal  abortion 
if  it  cannot  be  performed  legally.  A  legal  abortion  costs  society  far  less  than 
having  the  entire  family  on  welfare.  Since  the  Supreme  Court  decision  of  1968 
the  reduction  in  maternal  mortality  and  in  infant  mortality  rate  throughout 
the  country  has  been  gratifying.  In  Baltimore  City  alone  the  maternal  mortality 
rate  has  dropped  from  4.8  per  10,000  live  births  to  2.9  per  10,000  and  the  over- 
all infant  mortality  decreased  from  28.5%  to  21.0%  per  10,000  live  births.  The 
major  reduction  has  occurred  in  infant  mortality  rate  among  the  black  popula- 
tion. This  has  dropped  from  35.1%  to  22.6%  per  10,000  live  births.  Of  equal 
importance  is  that  the  number  of  women  who  are  brought  to  the  hospital  be- 
cause of  infections  from  illegal  abortions  have  dropped  dramatically,  nearly  to 
zero  in  Maryland. 

The  unmarried  girl,  especially  in  early  adolescence  presents  a  special  problem. 
When  these  young  girls  are  asked  "who  will  care  for  the  child",  the  usual 
answer  is  "my  mother"  and  asked  "who  will  pay  for  the  child",  the  answer  is 
"welfare".  True,  in  most  cases  society  pays  the  cost  of  the  care,  the  food,  the 
clothing  and  the  education  of  that  child. 

In  my  opinion  it  is  gross  sex  discrimination  to  pass  a  law  which  forces  a  girl 
to  go  through  an  unwanted  pregnancy  when  there  is  no  legislation  to  penalize 
the  boy.  If  the  law  required  vasectomy  on  one  side  for  the  first  offense  against 
an  unmarried  girl  and  a  vasectomy  on  the  other  side  for  a  second  offense,  the 
incidence  of  teenage  pregnancies  would  rapidly  approach  to  zero.  I  realize  no 
man  would  pass  such  legislation  against  other  men.  Therefore,  I  ask  you  what 
justification  is  there  for  passing  a  law  which  penalizes  the  woman  for  the 
man's  act.  Worse  than  that,  these  resolutions  do  not  even  allow  interruption 
of  a  pregnancy  in  case  of  rape.  What  sort  of  society  are  we  building  which 
forces  a  woman  who  has  been  raped,  to  carry  that  product  of  conception  to 
term?  Moreover,  bear  in  mind  the  man  who  raped  the  woman  may  have  infected 
her  with  syphilis  which  will  injure  the  baby  and  both  mother  and  baby  will 
need  medical  care.  If  the  man  has  a  herpes  infection  that  virus  can  injure  the 
baby  nearly  as  seriously  as  the  rubella  virus. 

These  resolutions  represent  the  religious  belief  of  a  relative  small  group  of 
people.  They  believe  that  life  is  sacred  from  the  moment  of  conception.  Cer- 
tainly these  people  are  entitled  to  their  own  beliefs.  They  are  not  forced  to 
have  an  abortion.  Furthermore  to  the  best  of  my  knowledge  every  state  and 
every  institution  where  abortions  are  performed  have  a  conscience  clause — 
similar  to  the  conscience  amendment  in  the  Kennedy  version  of  HR  7724,  i.e. 
stating  no  need  to  participate  in  any  operation,  procedure,  or  research  which 
is  against  their  moral  or  religious  convictions  and  no  one  can  be  penalized  in 
any  way  because  of  such  refusal.  That  is  right.  It  is  equal  right  that  the  con- 
science, and  the  moral  and  religious  convictions  of  other  people  should  be 
equally  respected.  Any  person  has  the  right  to  try  to  convert  other  people  to 
their  religious  opinions  but  it  is  fundamentally  icrong  to  pass  legislation  which 
forces  the  conviction  of  one  religion  on  persons  of  other  religions.  Freedom  to 
worship  God  according  to  the  individual's  belief  was  one  of  the  founding 
principles  of  our  forefathers.  We  have  always  believed  in  the  separation  of 
church  and  state.  Lincoln  in  his  second  inaugural  address  said,  "with  malice 
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i^<,^f°»^«^''?  ""^^"^^  ^'',^^"'  l^^  ^^""^  ""^  "^  <^°  ^^at  is  right  as  our  God  sees 
^5  '^  f^'J.P^^^T^^  ^^^  ^^^^  ^^^  every  citizen  of  this  United  States  be  per- 
mitted to  follow  his  or  her  own  conscience  and  moral  conviction  in  this  hieh 
personal  guestion  as  whether  the  right  to  life  begins  at  the  moment  of  concep- 

Furthermore,  if  these  resolutions  or  any  similar  resolutions  are  passed  thev 
will  not  prevent  interruptions  of  pregnancy  anymore  than  prohibition  prevented 
drinking.  Illegal  abortionists  will  flourish.  The  maternal  mortality  will  rise  and 
so  will  the  infant  mortality  rates.  Many  more  families  will  be  thrown  on  relief 
The  number  of  defective  children  will  increase  and  it  will  cost  the  taxpayer 
bilhons  of  dollars  in  the  payment  of  medical  and  custodial  care  as  well  in  wel- 
fare and  special  education.  Therefore,  I  beseech  you  not  to  pass  these  resolutions 


Stephan  N.  Schanzeb,  M.D.,  P.A., 

Obstetkics  and  Gynecology, 

TT^v,  T»T    T>  T^  T,  ^^^  Antonio,  Tex.,  June  7,  BJA. 

Hon.  Mr.  Biech  E.  Bayh,  »        -»• 

Senator, 

Senate  Office  Building, 

Washington,  D.C. 

Dear  Ses:  Since  legalizing  medical  termination  of  early  pregnancy  I  have 
performed  well  over  1500  such  procedures  in  a  free  standing  clinic.  The  young 
ladies  involved  come  from  all  walks  of  life,  high  and  low  social  strata  and 
representing  all  ethnic  groups.  This  procedure,  after  careful  psychological  coun- 
seling and  medical  examination  ruling  out  adverse  situations,  is  performed 
quickly,  painlessly  and  safely.  The  complication  rate  is  negligible  in  numbers 
and  severity.  The  relief  obtained  emotionally  and  the  knowledge  that  no  per- 
manent damage  for  future  childbearing  has  been  caused,  is  gratifying 

A  reversal  of  the  present  enlightened  legal  stand  toward  voluntary  abortion 
can  only  recreate  the  misery,  heartache  and  unsterile,  unhealthy  condition  that 
existed  m  the  past:  1.  high  numbers  of  infections  2.  suffering  and  3.  untold 
cases  of  permanently  damaged  reproductive  organs  incapable  of  future  child- 
bearing. 

It  is  obvious  that  the  same  number  of  women  will  become  pregnant  and  will 
obtain  abortions  after  "repeal".  Legislation  against  abortions  does  not  prevent 
unprotected  and  productive  sex !  Nor  will  it  stop  illegally  obtained  abortions. 
Iherefore,  I  urge  you  not  to  permit  a  return  to  the  "Dark  Ages  of  Medicine" 
Please  make  this  letter  a  matter  of  record. 
Sincerely, 

Stephan  N.  Schanzeb,  M.D.,  P.A., 

FACS  FACOG,  Clinical  Professor, 
University  of  Texas  School  of  Medicine  at  San  Antonio. 


c      ^     ^         ^  Anchorage,  Alaska,  July  5, 1974. 

Senator  Bibch  Bayh,  >       v    f       ^ 

U.S.  Senate, 

Washington,  D.C. 

Deae  Senator  Bayh  :  As  a  counselor  in  the  field  of  pregnancy,  birth  control 
and  abortion,  I  am  constantly  in  contact  with  women  desiring  for  personal/ 
socioeconomic  reasons  to  terminate  an  untimely  pregnancy.  I  feel  that  I  can 
speak  quite  knowledgeably  about  the  harmful  results  to  mother  and  child  if 
abortion  is  once  again  made  illegal.  I  am  enclosing  a  copy  of  a  letter  sent  last 
January  to  Alaska's  congressional  representatives,  signed  by  a  number  of  con- 
cerned professionals,  urging  the  Congress  to  oppose  amendments  to  the  Supreme 
Court  decision  of  1973  and  to  uphold  the  intent  and  purpose  of  the  decision. 

The  matter  that  is  at  stake  is  a  matter  of  freedom  of  choice,  and  abortion  is 
not  a  question  to  be  decided  by  lawmakers  but  by  the  individual.  In  your  posi- 
tion as  Chairman  of  the  Subcommittee  on  Constitutional  Amendments,  you  have 
the  influence  to  make  other  legislators  aware  of  this.  To  deprive  women  of  their 
right  to  make  decisions  concerning  their  own  bodies  is  a  clear  violation  of  the 
Constitutional  right  to  freedom  of  choice. 
Very  sincerely, 

Dede  Reed. 
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Anchorage,  Alaska,  January  21, 1974' 

Deab :  We  are  a  group  of  health  professionals  and  paraprofessionals 

working  in  the  fields  of  medicine,  family  planning,  social  services  and  pastoral 
care.  We  want  to  express  our  concern  regarding  the  lobbying  presently  taking 
place  in  Washington,  D.C.  by  Right-to-Life  groups  dedicated  to  overturning  the 
year-old  Supreme  Court  decision  on  women's  right  to  abortion  on  demand.  The 
lobbyists  are  backed  by  well-organized,  heavily-financed  groups  with  a  great 
deal  of  lobbying  power. 

We  feel  that  the  question  of  whether  to  terminate  a  pregnancy  should  be 
decided  by  the  individual  involved  and  the  persons  close  to  her,  and  not  legis- 
lated impersonally  by  a  body  of  predominantly  male  lawmakers. 

Before  the  abortion  issue  was  acted  upon  by  various  state  governments  and 
finally  the  Supreme  Court,  illegal  abortions  were  being  i)erformed  daily  in  all 
parts  of  the  country.  If  the  January  1973  decision  were  reversed,  abortions 
would  continue  to  be  performed,  although  the  women  seeking  them  and  the 
physicians  performing  them  would  no  longer  have  the  protection  of  the  law. 
Illegal  abortions  tend  to  be  done  under  haphazard  conditions  because  of  their 
essentially  clandestine  nature ;  in  addition  to  the  question  of  fetal  rights,  then, 
there  would  be  involved  the  issue  of  maternal  health  and  safety.  No  conscien- 
tious person  can  deny  that  a  legally  sanctioned  operation  performed  under 
sterile,  medically  sound  conditions  is  highly  preferable  to  the  same  procedure 
performed  illegally  in  a  back  room  under  cover  of  darkness. 

The  Supreme  Court  did  not  attempt  to  make  a  judgment  concerning  the 
"rights  and  wrongs"  of  the  abortion  question.  This  is  as  it  should  be — only  each 
individual  can  decide  what  is  right  and  wrong  for  her/him.  The  Court  stepped 
in  only  to  assure  freedom  of  choice  for  all  individuals,  laywomen,  and  physicians 
alike,  and  for  all  medical  institutions,  according  to  the  Constitution.  The  ques- 
tion of  whether  abortion  is  a  simple  surgical  removal  of  unwanted  fetal  cells 
or  an  emotionally-charged  moral  issue,  of  whether  or  not  abortion  is  morally 
and  ethically  acceptable,  must  be  decided  in  each  case  by  the  pregnant  woman 
and  her  physician,  according  to  their  convictions. 

Our  legislative  system  is  not  designed  to  legislate  morality  or  to  dictate  reli- 
gious and/or  moral  values  to  the  citizens  of  this  country.  It  is  designed  to  pro- 
vide freedom  for  each  individual  to  make  his/her  own  decisions  concerning 
his/her  values  and  beliefs,  and  to  protect  the  rights  of  each  citizen.  Whether 
or  not  an  unborn  fetus  under  24  weeks'  gestation  is  a  citizen,  entitled  to  the 
protection  of  this  system,  is  a  matter  for  its  mother  to  decide. 

We  ask  you,  as  representatives  of  one  of  the  first  states  to  grant  women 
freedom  of  choice  in  matters  relating  to  their  own  bodies,  to  support  the  avowed 
purposes  of  our  legislative  and  judicial  systems  and  uphold  the  intentions  and 
decision  of  the  Court. 

Enclosed  is  a  copy  of  the  original  letter  with  the  original  signatures. 

Barbara  E.  Hall,  RN;  Gretchen  Bjornton ;  Gilbert  B.  Dickie,  M.D. ; 
Mary  Pat  DeWitt,  RN ;  Jan  Swanson,  RN;  Dorothy  M.  Besh, 
RN ;  Dorothy  Cleere,  RN ;  DeDe  Reed,  Social  Services ;  C.  J.  Lit- 
tle, M.D..  Sherman  Beacham,  M.D. ;  Tonya  Bunch,  RN;  D.  Kay 
Barnum,  RN ;  Ellie  Lincoln,  RN ;  Robert  Bosveld.  M.D. ;  Neil 
Kellison ;  Gale  Armstrong,  C.P.T. ;  Mary  Friend,  RN ;  Richard 
W.  Stephan ;  Margo  Clark,  RN ;  Lila  McEwen,  RN ;  Gail  Fisher, 
Chief,  Social  Services ;  Michael  L.  McBain,  R.Ph. ;  Gary  Archer, 
M.D. ;  Sharon  Eastin ;  Jacqueline  Bressers,  Social  Services  Di- 
rector ;  Thorn  D.  Kimbel ;  Rev.  David  Solberg.  Chaplain ;  Eliza- 
beth Duquette;  J.  David  Williams,  M.D. ;  Dale  I.  Webb,  M.D.; 
William  Larson,  M.D. ;  Alan  Hendrickson,  M.D. ;  Susie  Moody, 
RN ;  Buff  B.  Burtis,  M.D. ;  Anne  Benjamin ;  Barry  B.  Brogan ; 
Danny  J.  Kelly,  Social  Worker,  U.S.  Army ;  April  K.  Hume,  So- 
cial Development  Center ;  Kate  Morris ;  Jeannine  Lyerly ;  Pat 
Young;  Arnie  Beltz;  Lillie  Kelly;  Ivy  Brooks;  Jean  Leary ;  Joan 
Rupert ;  Clementia  Florez ;  Valerie  Stonehawker ;  William  De'ak, 
M.D. ;  Carolyn  Brown,  M.D. ;  Frederick  L.  Wedel ;  Ruth  Adams, 
RN;  Pat  Burhey,  RN ;  Kay  Burtis;  Sam  DePalatis,  M.D. ;  Sue 
Pope;  Bonnie  Esch,  M.S.W. ;  Ruth  Harrison,  RN;  Bernd  Guet- 
schow ;  Paula  Guetschow ;  Douglas  Haggar ;  Frank  J.  Poplaw- 
ski ;  Mary  Girvan  ;  Linda  Post ;  Frances  B.  Lyons ;  W.  C.  Runner- 
strom ;  Florence  F.  Jetton,  RN ;  Mary  Osmar ;  Loretta  Braden ; 
Carolyn  Samson;  Mary  Jane  Beilke,  LPN;  Harold  W.  Kuehl, 
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Sr. ;  Barbara  Toddard ;  Danny  E.  Piper ;  Deanne  Ohrazda,  Psy- 
chologist; Dr.  Hal  Post;  Dorothy  Kohler;  Theresa  Tomarchio; 
Barbary  Jarrad ;  Bette  Wilde;  Frances  Butzke;  Anne  Terrell; 
Sandra  Mauer ;  Ruth  Koweluk ;  Juanita  Runnestad ;  Kay  Lahd- 
enpera;  Joseph  Marzucco,  Medex;  Ruthann  Saxton,  P.N.P  •  R. 
W.  Keller,  M.D. ;  P.  S.  McCann. 
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To  Medical  Students,  Physicians,  and  All  Others  Interested  in  Contraception: 

This  manual  was  written  with  two  objectives  in  mind.   First,  it  is  our  sincere  hope 
that  it  will  enable  medical  students,  physicians,  nurse  clinicians  and  employees 
of  family  planning  programs  to  better  understand  the  methods  of  birth  control  they 
provide.   Secondly,  and  this  purpose  cannot  be  emphasized  too  strongly,  we  feel  that 
every  physician's  office  should  be  a  family  planning  clinic,  or  at  least  should  be 
a  place  where  a  patient's  contraceptive  needs  are  discussed  and  referrals  for  these 
services  made. 

In  Che  last  six  years  125  college,  medical,  nursing,  and  public  health  students 
have  attended  the  summer  programs  held  by  the  Emory  University  Family  Planning 
Program  and  tlie  Department  of  Gynecology  and  Obstetrics.   Summer  students  have 
produced  a  variety  of  materilas  dealing  with  various  topics  in  family  planning. 
This  summer,  for  instance,  one  student  is  writing  a  manual  on  family  planning  for 
nursing  students.   Among  other  projects  are  a  revision  of  the  manual  Abortion  and 
Sterilization,  a  study  of  serum  copper  levels  in  women  with  Copper-7  devices,  a 
physician's  newsletter,  and  this  revised  edition  of  Contraceptive  Technology. 

In  keeping  up  with  the  constantly  changing  world  of  contraception,  we  have  made  many 
changes  in  the  1973-1974  edition.   Several  of  the  major  changes  include: 

1.  An  expanded  section  on  both  the  mlnlpill  and  the  morning-after  pill, 
both  of  which  have  been  approved  by  the  FDA  within  the  past  year. 

2.  A  description  of  the  Problem  Oriented  Record  System  (PORS)  forms 
used  by  Emory's  program  at  Grady  Memorial  Hospital. 

3.  A  description  of  the  health  benefits  of  family  planning  by 
Dr.  Helen  Wallace,  Director  of  the  Maternal  and  Child  Health 
Division  of  the  School  of  Public  Health  at  Berkeley. 

A.   An  expanded  section  on  the  menstrual  cycle. 

We  wish  to  acknowledge  Dr.  Edwin  Dale,  Dr.  Elizabeth  B.  Connell,  Dr.  Jules  Terry, 
Dr.  Anne  B.  Pierson,  Dr.  Linda  E.  Atkinson,  Dr.  Hugh  Davis,  and  Dr.  Henry  Kahn  for 
their  Invaluable  and  timely  help  in  preparing  this  edition  of  Contraceptive  Technology, 
A  complete  list  of  the  contributors  to  all  five  editions  of  the  manual  is  included 
on  the  opposite  page.   Finally  we  wish  to  acknowledge  the  Rockefeller  Foundation  for 
supporting  the  medical  students  Involved  in  developing  this  publication  over  the  past 
three  years  and  for  providing  some  of  the  publication  costs  for  producing  this  manual. 
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I.  PRINCIPLES  OF  FAMILY  PLANNING 

There  are  several  principles  which  guide  us  as  we  deliver  family 
planning  services.  The  same  principles  apply  whether  we  are 
nurses,  or  physicians,  or  aides,  or  counselors: 

1.  Voluntary  family  planning  is  an  important  health  measure. 
Each  physician,  regardless  of  his  specialty,  must  keep  family  plan- 
ning in  mind.  For  example,  the  psychiatrist  caring  for  a  patient  with 
a  postpartum  depression  must  be  sure  that  a  second  pregnancy  does 
not  follow  quickly  the  one  which  produced  such  a  negative  response. 
He  must  consider  the  contraceptive  status  of  his  patient  in  order  to 
treat  her  depression  adequately.  The  availability  of  information 
about  voluntary  family  planning  as  a  health  measure  must  be  im- 
proved. 

2.  Services  must  be  delivered  in  a  private  and  dignified  setting. 
Empathy  and  thoughtfulness  are  especially  important  when  deal- 
ing with  a  person's  sexuaUty  and  fertihty.  Family  planning  services 
require  pelvic  examinations  and  deal  with  a  patient's  sexuality. 
They  are  therefore  more  complicated  and  intimate  than  other 
preventive  medical  measures.  A  question  which  can  help  us  in  decid- 
ing how  each  procedure  should  be  performed  in  a  family  planning 
clinic  is  "How  would  I  want  my  spouse,  my  lover,  or  my  child  to 
receive  these  services?" 

3.  Avoid  referring  to  "good  methods  of  birth  control"  and  "bad 
methods  of  birth  control".  The  "best  method"  is  often  the  one  that 
makes  the  couple  feel  most  natural  and  most  comfortable. 

4.  Encourage  male  participation  in  the  family  planning 
program.  Family  planning  programs  can  offer  counseling,  con- 
doms, education  on  rhythm,  vasectomy  referrals,  infertility  services 
and  sex  education  for  men  and  can  encoiu-age  men  to  share 
responsibility  for  fertility  control. 

5.  Listen  to  your  patients.  The  patient's  feelings  will  influence 
her  or  his  effectiveness  as  a  contraceptor.  As  members  of  a  Patient 
Advisory  Council,  patients  can  help  us  make  important  decisions 
about  how  to  provide  services. 

6.  Family  planning  information  should  be  available  to  persons 
in  a  manner  which  preserves  their  anonymity.  Printed  materials, 
radio,  television  and  movies  should  all  be  used  more  effectively  to 
share  family  planning  information  in  a  way  which  would  guarantee 
patients'  anonymity. 

7.  Family     planning     clinics     can     provide     many     non- 
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contraceptive  services  to  patients.  Pap  smears,  urinalyses, 
hematocrits,  blood  pressures,  rubella  and  sickle  cell  screening, 
pregnancy  testing,  infertility  evaluation,  nutritional  counseling, 
and  follow-up  questions  on  past  medical  and  surgical  problems  with 
referrals  when  necessary,  and  other  materned  and  child  health 
services  are  among  the  non-contraceptive  services  a  clinic  can 
extend  to  patients.  Clinics  can  help  women  deaJ  more  effectively 
with  the  health  problems  of  their  children. 

8.  It  is  no  longer  a  mystery  how  teenagers  become  pregnant. 
Society  must  provide  family  planning  programs  with  a  clear  man- 
date to  communicate  with  teenagers  about  sexuality  and  to  extend 
family  planning  services  to  each  sexually  active  teenager  who 
wishes  to  avoid  unplanned,  unwanted  pregnancy. 

9.  Population  concerns  have  no  place  in  a  family  planning 
program.  Family  planning  programs  provide  services  to  patients 
desiring  to  control  their  own  fertility.  Our  patients  do  not  come  to 
our  clinics  because  of  any  concern  for  world  population.  Patients  are 
easily  antagonized  by  the  association  of  their  medical  clinic  with 
population  stabilization  ideas.  The  purpose  of  family  planning  is  to 
provide  a  health  service  to  those  who  voluntarily  choose  it. 

10.  Abortions  are  safer  when  done  early  in  pregnancy.  As  legal 
abortion  becomes  a  practical  reedity,  women  must  get  this  message: 
See  a  physician  quickly  if  you  suspect  an  unplanned,  unwanted 
pregnancy. 

11.  Abortion  and  sterilization  are  vital  parts  of  a 
comprehensive,  voluntary  family  planning  program. 
Contraceptives  are  the  first  line  of  defense  for  fertility  control,  but 
voluntary  sterilization  and  abortion  must  be  available  as  well. 

12.  Family  planning  services  should  be  available  to  every  in- 
dividual in  our  society.  Historically,  in  most  cities  and  in  most 
countries,  contraceptive  services,  sterilization  and  legal  abortions 
have  been  available  to  the  well-to-do  before  becoming  available  to 
the  poor. 

13.  Protection  of  information  on  individuals  in  data  systems 
must  be  provided  and  maintained  with  the  same  care  that  is  given  to 
confidential  medical  records. 
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II.  HEALTH  BENEFITS  OF  FAMILY  PLANNING 
Helen  M.  Wallace,  M.  D. 

There  is  considerable  evidence  that  family  size  plays  an 
important  role  in  the  individual  family  -  the  survival  of  its  family 
members  and  the  quality  of  their  Ufe. 

Family  Size  and  Morbidity 

A  longitudinal  study  by  Dingle  et  aP  in  Cleveland,  Ohio,  in 
1964  showed  that  there  was  an  association  between  family  size  and 
illness.  Their  data  in  regard  to  gastroenteritis  indicated  that  as  the 
family  size  increased,  there  was  an  increase  in  the  number  of 
illnesses  per  family  per  year,  and  in  the  number  of  illnesses  per 
person  per  year. 

In  a  study  of  malnutrition  in  preschool  children  in  the  rural 
town  of  Candelaria,  Columbia,  Wray  and  Aguirre^  found  that  chil- 
dren from  larger  families  were  more  likely  to  be  malnourished  than 
those  from  smaller  families. 

It  is  known^  that  there  is  a  relationship  between  childhood 
accidents  and  the  degree  of  parental  supervision.  Thus,  the  question 
might  be  raised  whether  the  number  of  children  per  family  plays  a 
role  in  the  incidence  of  accidents  among  infants  and  preschool 
children. 

The  evidence  seems  to  indicate  the  interrelationship  of  low 
socioeconomic  status,  crowding  in  •  the  home,  generally  poor 
sanitary  conditions,  and  the  need  for  more  maternal  care,  as  factors 
playing  a  role  in  morbidity  in  children. 

Family  Size  and  Mortality 

Long  term  studies  of  the  rural  population  in  villages  in  the 
Punjab  of  India  by  Gordon  and  Wyon''.  ^  in  1955-1958  showed  that 
mortality  in  infants  increased  with  family  size. 

A  study  by  Morris  et  al.  of  all  births  in  England  and  Wales  in 
1949  and  1950  showed  an  association  between  family  size  and 
infant  mortality.  Their  data  shows  a  clear  relationship  between  the 
mother's  parity  and  postneonatal  mortality,  especially  deaths  due 
to  infections.*^ "^2 

A  study  by  Chase^  ^  of  single  white  fetal  deaths  and  Live  births 
in  New  York  State  in  1950-1952  showed  that  fetal,  neonatal, 
postneonatal  and  early  childhood  mortality  increased  with  birth  or- 
der. 
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Family  Size  and  Physical  Growth 

The  data  presented  so  far  concern  the  effects  of  family  size  on 
very  young  children.  In  addition,  there  is  evidence  from 
longitudinal  studies  to  indicate  that  these  negative  effects  persist 
through  childhood  and  adolescence. 

A  longtitudinal  study  in  Great  Britain  of  5,386  children  found^^' 
i'^  an  association  between  gain  in  height  and  family  size  in  children 
between  the  sixth  and  tenth  birthdays. 

Sexual  maturation  is  also  associated  with  family  size' 5.  The 
larger  the  number  of  children,  the  later  the  menarche. 

Family  Size  and  Intelligence 

Several  studies  indicate  the  relationship  between  family  size 
and  intelligence. 

The  British  National  Survey  of  Hesdth  and  Development  found 
that  the  larger  the  family  size,  the  lower  the  average  intelligence  test 
score.  This  relationship  held  in  the  four  socioeconoinic  goups  stu- 
died. 

A  study  of  mental  retardation  in  Minnesota  covering  the  period 
1910-1960  by  Reed  and  Reed'^  showed  a  similar  relationship 
between  family  size  and  intelligence  quotient  of  the  children. 

Family  Size  and  Maternal  Health 

There  is  a  well-known  relationship  between  parity  and 
maternal  mortality.  The  increased  maternad  and  mortedity  among 
the  grand  multiparae  has  been  known  for  several  decades. 

The  "maternal  depletion  syndrome"  of  women  with  a  large 
number  of  pregnancies  is  also  well  known  in  developing  countries. 
The  picture  is  that  of  the  women  with  rep)eated  pregnancies,  fol- 
lowed by  a  prolonged  period  of  lactation  after  each,  and  a  large 
number  of  children  to  care  for,  if  they  survive.  Premature  aging  and 
premature  death  are  frequently  seen  in  these  women. 

Family  Size  and  Food  Expenditure 

Family  size  influences  the  average  amount  of  money  spent  per 
person  for  food  for  the  family.  As  the  family  size  increases,  the 
average  per  person  expenditure  for  food  decreases  significantly.  For 
example,  during  1960-1961,  families  of  one,  two,  three  and  four  or 
more  children  in  the  $4,000-4,999  income  class  spent  $5.93, 4.95, 4.48 
and  3.61  respectively  per  week,  per  person  for  food!^'* 
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THE  EFFECTS  OF  BIRTH  INTERVAL  ON  HEALTH  OF  THE 
FAMILY 

It  would  seem  reasonable  to  expect  that  the  mother  who  has 
children  at  frequent  intervals  is  likely  to  have  more  children  to  care 
for  at  any  one  time.  It  would  also  be  expected  that  the  mother  in  such 
a  family  would  have  greater  demands  to  provide  adequate  care  for 
each  child,  and  that  possibly  it  would  be  difficult  if  not  impossible 
for  her  to  do  so.  The  available  evidence  supports  the  belief  that  a 
short  birth  interval  is  disadvantageous  for  a  family. 

A  study  in  Baltimore,  Maryland  by  Woodbury^i  in  1925  showed 
that  the  infant  mortality  rate  was  higher  after  short  birth  intervals. 

Gordon  et  al.  also  found  an  association  between  birth  interval 
and  mortality  rates  in  their  studies  of  children  in  the  Punjab,  In- 

dia22. 

Wray2  in  Candelarai,  Colombia,  found  a  relationship  between 
birth  interval  and  the  frequency  of  malnutrition  in  children.  This  is 
of  course  related  to  the  basic  chain  of  epidemiological  events  in- 
volved in  the  etiology  of  kwashiorkor-  the  disease  of  the  displaced 
baby  when  the  next  one  is  born. 

Bishop  in  Philadelphia  found^^  a  relationship  between 
interpregnancy  interval  and  the  incidence  of  prematurity.  The 
significance  of  this  is  the  fact  that  infants  of  low  birth  weight  have  a 
higher  mortality  and  a  higher  frequency  of  brain  damage. 


608 


MENSTRUAL    CYCLE 

interrelations    among    pituitary,  ovary   and    uterus 
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III.  THE  MENSTRUAL  CYCLE 

The  average  menstrual  cycle  lasts  28  days.  If  one  considers  the 
changes  that  occur  in  the  uterus,  the  cycle  may  be  divided  into  three 
phases:  1)  the  menstrual  phase  2)  the  proliferative  phase  and  3)  the 
secretory  phase.  If  one  uses  the  ovary  as  a  reference,  two  phases  are 
evident:  1)  the  follicular  phase,  corresponding  to  the  menstrual  and 
proliferative  phase  in  the  uterus  and  2)  the  luteal  phase,  correspon- 
ding to  the  secretory  phase. 

The  menstrual  phase  begins  on  the  first  day  of  menstruation 
and  is  designated  day  one  of  the  cycle.  The  shedding  of  the  en- 
dometrial lining  is  the  result  of  declining  levels  of  estrogen  and 
progesterone  in  the  late  luteal  phase.  The  average  menstrual  phase 
lasts  five  days. 

As  these  changes  are  occurring  in  the  uterus,  several  folUcles  in 
the  ovary  under  the  influence  of  the  pituitary  hormone  FSH,  begin 
to  grow.  FSH  secretion,  hke  the  endometrial  shedding,  is  brought 
about  by  declining  progesterone  and  estrogen  levels  in  the  late 
luteal  phase.  Although  FSH  stimulates  growth  of  several  folUcles, 
usually  only  one  ruptures  (ovxilates)  and  forms  a  corpus  luteum.  The 
others  degenerate  and  become  atretic  follicles.  The  developing  fol- 
Ucles are  responsible  for  the  release  of  estrogen  (and  very  low  levels 
of  progesterone)  that  rebuild  the  endometrium  after  menstruation. 

As  a  result  of  increasing  levels  of  estrogen  from  the  developing 
folUcle,  the  uterus  enters  a  period  of  growth.  This  is  the  proliferative 
phase,  lasting  from  day  6-14.  This  phase  is  characterized  by  increas- 
ing levels  of  estrogen,  endometrial  thickening,  growth  of  uterine 
glands,  and  proliferation  of  uterine  vessels.  Although  the  pro- 
Uferative  phase  is  typically  given  as  lasting  from  day  6-14  of  the  cy- 
cle, there  is  a  great  deal  of  variation.  In  general,  it  may  be  said  that 
this  phase  begins  with  the  cessation  of  menstruation  and  ends  with 
ovulation. 

At  midcycle,  day  14,  a  large  amount  of  LH  is  released  fi'om  the 
pituitary  -  the  LH  surge.  The  LH  surge  is  responsible  for  three 
changes:  1)  a  final  stage  of  growth  of  the  follicle  2)  ovulation  and  3) 
formation  of  the  progesterone  and  estrogen  secreting  corpus  luteum 
from  the  ruptured  follicle. 

Ovulation  marks  the  end  of  the  follicular  (proliferative)  phase, 
an  estrogen  dominated  system,  and  the  beginning  of  the  luteal 
(secretory)  phase,  a  progesterone  dominated  system.  The  duration 
of  the  luteal  phase  is  more  constant  than  the  follicular  phase,  last- 
ing 13-14  days. 
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The  corpus  luteum  is  responsible  for  the  progesterone  and 
estrogen  secreted  during  the  luteal  (secretory)  phase.  Under  its  in- 
luence  the  endometrium  becomes  thicker,  the  uterine  glands  branch 
and  the  secretory  function  of  these  glands  begins.  The  secretory 
capacity  of  the  corpus  luteum  is  under  control  of  LH.  If  pregnancy 
does  not  occur,  the  corpus  luteum  begins  to  degenerate  around  day 
22.  This  is  followed  by  a  drop  in  progesterone  and  estrogen  levels 
that  cause  the  endometrial  shedding.  Menstruation  occurs  and  the 
cycle  is  repeated. 

Recent  evidence  indicates  that  the  pituitary  itself  is  under  the 
control  of  the  hypothalamus.  Some  of  the  exciting  practical  imp- 
lications of  this  to  family  planning  programs  aire  dealt  with  in  the 
section  on  contraceptives  of  the  future. 
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IV.  PREGNANCY  TESTING 

The  blastocyst  or  fertilized  egg  travels  through  the  fallopian 
tube  to  the  uterus.  The  outer  part  or  syncytiotrophoblast  invades  the 
endometrium  and  when  contact  with  the  maternal  circulation  is 
made,  this  region  of  contact  is  the  site  of  subsequent  placental 
development.  The  placenta  is  a  versatile  organ.  It  can  secrete  both 
steriod  and  peptide  hormones.  At  about  the  third  or  fourth  week 
after  ovulation  the  placenta  starts  secreting  Human  Chorionic 
Gonadotropin  (HCG),  a  high  molecular  weight  protein,  which  is 
found  in  the  urine.  The  absence  or  presence  of  HCG  in  the  urine  is 
what  is  determined  in  a  pregnancy  test.  Early  morning  specimens 
are  desirable  because  they  are  more  concentrated  than  other 
specimens. 

Two  different  types  of  rapid  immunological  tests  are  available 
for  the  detection  of  pregnancy.  These  are  simple  procedures  which 
yield  a  relatively  high  degree  of  accuracy  within  2-5  minutes.  Most 
manufacturers  claim  that  rising  levels  of  HCG  can  be  detected  42-43 
days  after  day  one  of  the  last  menstrual  period. 

Indirect  tests  (Gravindex,  Pregnosticon,  Pregnosis)  show  ag- 
glutination when  there  is  no  HCG  present  in  the  urine  signifying 
that  the  patient  is  not  pregnant.  However,  if  agglutination  does  not 
occur,  this  signifies  that  the  patient  is  pregnant.  When  using  direct 
tests  (DAP)  agglutination  and  non-agglutination  readings  are 
reversed.  If  HCG  is  present  in  the  urine  agglutination  occurs  and  the 
test  shows  that  the  patient  is  pregnant.  A  Study  by  Howard  Strom 
for  the  Emory  University  Family  Planning  Program  showed  that 
Pregnosticon  Dri-Dot  had  an  overall  accuracy  of  96%,  while  DAP 
had  an  accuracy  of  only  83.3%. 

It  is  very  important  to  keep  the  difference  in  these  tests  in  mind 
since  the  most  common  error  made  in  pregnancy  tests  is  interpre- 
ting the  results.  Tests  come  with  instructions  which  shotdd  be  used 
each  time  a  pregnancy  test  is  performed. 

Should  the  results  of  these  tests  contradict  other  information 
such  as  the  patient's  history  or  the  pelvic  examination,  careful 
repeat  determinations  should  be  made. 

Early  diagnosis  of  pregnancy  enables  the  patient  to  plan  for  the 
birth  of  her  child  well  in  advance  or  to  have  an  early  and  safe 
abortion  if  she  so  desires. 
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Some  causes  of  false  tests  are  listed  below: 


False  Negatives 


False  Positives 


Error  in  reading 

Too  early  or  too  late  in 

pregnancy 
Urine  too  dilute 
Urine  stored  too  long  at 

room  temperature 
Threatened  abortion 
Ectopic  pregnancy 
Too  much  anti-serum 


Error  in  reading 

Proteinuria 

Hematuria 

Hydatidiform  mole 

Chorionepithelioma 

Premature  menopause 

Mixed  epithelioma  (testicular) 

Undifferentiated  lung  cancer 

Ovarian  teratoma 

Persistant  corpus  luteum  cysts 

Thyrotoxicosis 

Tubo-ovarian  abcesses 

Drugs: 

Aldomet        Marijuana 

Thorazine      Methadone 

Stelazine        Oral  contraceptives 

Mellaril  Aspirin  in  large  doses 

Perimenopausal  women 


PRINCIPLE:    ABORTIONS    ARE    SAFER    WHEN    DONE 
EARLY  IN  PREGNANCY. 
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V.  THE  CONCEPT  OF  CONTRACEPTIVE  EFFECTIVENESS 

"How  effective  is  my  method  of  birth  control?" 

As  a  physician,  medical  student  or  family  planning  nurse 
clinician,  you  will  be  asked  this  question  concerning  numerous 
contraceptive  techniques.  You  should  be  aware  that  there  are  two 
ways  of  determining  contraceptive  effectiveness. 

Much  material,  including  that  from  pharmaceutical  developers, 
stresses  the  effectiveness  of  each  method  of  birth  control  when  it  is 
used  exactly  as  prescribed.  This  is  called  the  theoretical 
effectiveness,  i.  e.,  the  effectiveness  of  the  method  in  consistent, 
perfect  or  constant  users.  A  second,  more  pertinent  parameter  is  use- 
effectiveness,  i.  e.,  the  effectiveness  of  the  method  in  actual  use. 
Theoretical  effectiveness  is  indicative  of  how  effective  the  method 
itself  is,  while  use-effectiveness  depends  upon  both  the  method  and 
patient  error.  For  example,  rupture  of  a  condom  is  a  failure  of  the 
method  but  failure  to  take  the  pill  as  directed  is  a  patient  error.  The 
greater  the  likelihood  of  patient  error,  the  greater  the  differences 
between  contraceptive  effectiveness  in  constant  users  and  actual 
users.  Consistency  of  contraceptive  use  will  depend  upon  why  the 
patient  wants  contraception,  how  long  the  patient  plans  to  use  a 
method,  the  degree  to  which  a  couple  discusses  use  of  contraception 
together,  and  the  quality  of  instructions  provided  to  the  patient.  Fai- 
lure rates  will  clearly  increase  among  inconsistent  users  of 
contraceptive  methods. 

Often  in  this  booklet  two  methods  of  contraception  are 
recommended.  This  derives  from  the  increased  protection  obtained. 
The  statistical  probabilities  of  protection  provided  by  each  single 
method  are  multiplied  together  when  two  or  more  birth  control 
methods  are  used.  The  U.  S.  Space  Program  has  provided  an  exam- 
ple of  improved  probabilities  of  effectiveness  by  using  back-up 
systems.  They  often  have  triple  back-up  systems  to  decrease  the 
chances  of  failure. 

The  following  chart  gives  the  failure  rate,  in  pregnancies/ 100 
women  years,  of  the  various  methods  of  contraception.  The  Pearl 
formula  (pregnancies/women  years=  1300  X  Total  number  of  fail- 
ures/Total number  of  cycles)  was  used  to  calculate  and  standardize 
the  contraceptive  failure  rates  found  below. 
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FAILURE  RATE  (Pregnancies/lOO  Women  Years) 

Constant  Users  Actual  Users 


Abortion  0  0 

Abstinence  0  ? 

Chance  (sexually  active)  80  80 

Coitus  Interruptus  15.63  22. 5^ 

Condom  2.6b  1 1 .1  c  .  12.3a  -  17.1  a  -  28.3^ 

Diaphragm  2-}'^  8.8C  -  I3.6a  -  14.8a  -  33.6^ 

Douche  -  33.6 -60.7a 


lUD 


1.0- 2. 7e  6.1'" 

Oral  Contraceptive  0.1  -1.0^  16.5*" 

l.M.  Long-Acting  Progestin  0.238  5  -  10^ 

Rhythm  (calendar)  14'  38.5J  -  40' 

Spermicidal  Foam  3.05^.3.14'  29'ti 

Condom  +  Spermicidal  Agent  1  5 

Vasectomy  Less  than  0.15"  0.15" 

Tubal  Ligation  0.04"  0.04" 

Hysterectomy  -0001  .0001 

a.  Westoff,  C,  Potter,  Sagi,  Mishler.  Family  Growth  in  Metropolitan  America. 
1961,  p:  363. 

b.  Tietze,  Christopher.  Manual  of  Family  Planning  and  Contraceptive 
Practice.  Mary  Calderone,  Ed.  2nd  edition,  1970,  pp.  269-271. 

c.  Riser.  Research  in  Family  Planning.  Princeton  University  Press,  1962.  p. 
362. 

d.  "Methods  of  Contraception  in  the  United  States."  Planned  Parenthood 
— World  Population  publication,  1968. 

e.  Tietze,  op.  cit.,  p.  271. 

f.  Tietze,  C.  and  Lewis,  S.  "The  lUD  and  Pill.  Extended  Use-Effectiveness." 
Family  Planning  Perspectives.  Vol.  3,  No.  2, 1971,  pp.  53-54.  The  figures  in 
this  table  are  "short-term  use  effectiveness"  figures.  Extended  use 
effectiveness  rates  gives  a  failure  rate  of  12.3  for  lUD's  and  25.4  for  oral 
contraceptives. 

g.  Scutchfield,  Douglas;  Long,  W.  Newton;  Corey,  Betty;  Tyler,  Carl  W.,  Jr. 
"Medroxyprogesterone  Acetate  as  an  Injectable  Female  Contraceptive." 
Contraception,  January,  1971,  p.  25. 

h.  Estimation  on  basis  of  less  than  100%  continuation  rate.  Scutchfield,  ibid. 

notes  56.8%  continuation  rate  after  first  year.  This  improves  over  time, 

however, 
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—World  Population  publication,  1968. 
j.  Riser,  op.  cit.,  p.  367. 
k.  Bernstein,    Gerald    S.    "Clinical    Effectiveness    of   an    Aerosol    Foam." 

Contraception  3:37-43.  1971. 
1-  Carpenter,  Gary  and  Martin,  John.  "Clinical  Evaluation  of  a  Vaginal 

ContraceptiveFoam."  Advances  inPlanned  Parenthood,'Vo\6, 1970, p.  172. 
m.  Southam,  Anna.  "Contraceptive  Methods:  Use,  Safety,  anfl  Effectiveness." 

In  Family  Planning  and  Population  Programs.  Berelson,  Ed.  1966;  p.  386. 
n.  Tietze,  Christopher.  "Ranking  of  Contraceptive  Methods  by  Levels  of 

^iieciiveness."  Advances  in  Planned  Parenthood,\o\.Q,  1970,  pp.  117-126. 


PRINCIPLE:  THE  "BEST  METHOD"  OF  BIRTH  CONTROL 
IS  OFTEN  THE  ONE  THAT  MAKES  A  COUPLE  FEEL  MOST 
NATURAL  AND  MOST  COMFORTABLE. 
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VI.  METHODS  OF  CONTRACEPTION  NOT  REQUIRING 
A  PHYSICIAN 

A.  Abstinence 

Mechanism  of  Action:  Abstention  from  intercourse 
Use-Effectiveness:    A  serious  drawback  to  this  method  of  birth 
control  is  in  the  patient's  inability  to  carry  out  his  or  her  resolve  to 
abstain. 

Instructions  to  Patients:  Patients  should  not  be  discouraged  from 
using  this  method  of  birth  control  if  they  are  really  convinced  that 
they  are  not  going  to  be  having  sexual  relations.  A  mother  will 
occasionally  encourage  her  daughter  who  is  not  sexually  active  to 
use  a  method  of  birth  control  and  this  is,  at  times,  unfortunate. 
Daughters  in  this  situation  sometimes  come  to  live  up  to  their 
mother's  expectation  of  them  .  .  .  i.e.,  to  have  sexual  intercourse 
when  they  are  not  really  interested  in  so  doing.  Since  young 
teenagers  are  often  notoriously  poor  contraceptors  (especially  when 
using  oral  contraceptives),  this  often  leads  to  unplanned  and 
unwanted  pregnancies. 

Side-Effects:  None 

Other  Clinical  Uses:  None. 

Contraindications:  None.  The  presence  of  any  type  of  sexual 
activity  probably  indicates  less  chance  of  successfully  using  this 
method. 

Cost:  None. 

B.  Coitus  Interruptus  (Withdrawal  or  "The  French  Method") 

Mechanism  of  Action:  Coitus  interruptus  is  an  ancient  technique.  It 
has  particular  advantages:  it  requires  no  devices  or  chemicals,  and 
is  thus  available  under  all  circumstances  and  at  no  cost. 

The  couple  proceeds  with  coitus  in  any  manner  acceptable  to 
both  partners  until  the  moment  of  ejaculation,  when  the  male 
withdraws  so  that  ei^ission  takes  place  completely  away  from  the 
vagina  or  the  external  genitalia.  Many  couples  using  this  method 
are  able  to  develop  their  own  technique  so  that  the  woman  as  well  as 
the  man  derives  full  satisfaction.  Withdrawal  obviously  requires  a 
good  deal  of  self  control  and  even  then  some  preliminary  ejaculatory 
fluid  (often  said  to  be  semen  stored  in  Cowper's  Glands)  can  escape 
prior  to  the  withdrawal  of  the  penis.  Since  this  preliminary  ejacu- 
latory fluid  may  contain  a  large  number  of  sp)erm,  pregnancy  may 
ensue. 

Use-effectiveness:  Some  couples  are  unable  to  use  coitus  interruptus 
at  all;  others  find  it  entirely  satisfactory  and  preferable;  still  others 
use  the  method  sporadically;  another  group  of  patients  uses  coitus 
interruptus  as  a  back-up  to  their  primary  method  of  birth  control. 


616 


Coitus  interruptus  has  a  failure  rate  of  15.6  pregnancies  per  100 
women  years  in  constant  users,  and  a  rate  of  22.5  in  actugd  users. 

While  coitus  interruptus  has  been  responsible  for  many  failures  of 
family  planning,  it  is  also  the  principal  method  by  which  the 
historical  decline  of  the  birth  rate  in  Western  Europe  was  achieved 
from  the  late  18th  century  onward. 

Instructions  to  Patients: 

1.  Physicians  will  rarely  have  occasion  to  recommend  coitus 
interruptus,  but  if  the  method  has  been  practiced  successfully  for  a 
number  of  years,  with  full  sexual  satisfaction  for  husband  and  wife, 
it  would  be  unwise  to  insist  that  a  couple  switch  to  another  method  of 
birth  control. 

2.  Couples  should  be  encouraged  to  use  a  second  method  of  birth 
control  in  addition  to  withdrawal. 

3.  Particularly  in  talking  about  methods  of  birth  control  to 
young  couples  who  are  unmarried  (i.e.,  the  college  and  high  school 
populations),  it  is  wise  to  mention  that  withdrawal  is  always  avail- 
able and  is  a  good  example  of  the  adage  "any  method  of  birth  control 
is  better  than  no  method  at  all." 

Side  Effects:  In  some  couples  this  method  leads  to  unfulfilled  sexual 
satisfaction. 

Other  Clinical  Uses:  None. 

Contraindications:  Premature  ejaculation. 

Cost:  None. 

C.  Rhythm 

Mechanism  of  Action:  Abstinence  is  practiced  during  the  period 
when  viable  sperm  can  come  into  contact  with  a  viable  egg,  the  fer- 
tile period.  Three  assumptions  that  are  made  when  calculating  the 
fertile  period  and  used  in  the  table  that  follows  are  1)  ovulation 
occurs  14+2  days  prior  to  the  onset  of  menses,  2)  sperm  remain  viable 
for  48  hours,  and  3)  the  ovum  will  survive  for  24  hours  (some  people 
maintain  that  the  ovum  can  survive  for  48  hours). 

Using  the  calendar  method  of  rhythm,  a  woman  records  the 
length  of  her  cycle  over  a  12-month  period.  Then,  counting  the 
length  of  the  shortest  cycle  as  the  earliest  likely  day  of  menstruation 
and  the  length  of  the  longest  cycle  as  the  latest  likely  day  of 
menstruation,  she  calculates  her  fertile  period  by  subtracting  18 
days  from  the  earliest  and  11  days  from  the  latest  likely  day  of 
menstruation.  The  two  resulting  figures  provide  a  range  for  her  fer- 
tile period,  during  which  she  must  avoid  intercourse. 
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The  following  table  may  also  be  used  to  calculate  the  interval  of 
fertility: 
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If  for  example,  the  woman's  menstrual  records  show  that  her 
shortest  period  has  been  25  days  and  her  longest  period  has  been  30 
days,  her  first  fertile  day  is  day  7  of  her  cycle  and  her  last  fertile  day 
is  day  19.  The  woman  should  therefore  avoid  intercourse  on  days  7 
through  19  of  her  cycle.  Generally,  the  more  regular  a  woman's  cycle 
is,  the  lower  the  failure  rate  of  this  method. 

Immediately  preceding  ovulation,  the  body  temperatiure  of  the 
woman  drops.  Then  about  24  hours  after  ovulation,  there  is 
a  noticeable  rise  in  body  temperature.  This  method  of  determining 
ovulation  is  known  as  calculation  by  basal  body  temperature.  To  use 
this  method,  one  must  keep  an  accurate  daily  record  of  basal  body 
temperatiu"e,  or  temperature  immediately  on  awakening  in  the 
morning.  The  following  chart  illustrates  the  variations  in  basal 
body  temperature  during  the  menstrual  cycle. 
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Unfortunately,  infections  and  tension  can  also  cause  elevations 
in  the  basal  temperature.  The  woman  must  avoid  intercourse  until 
the  temperature  has  remained  elevated  for  three  consecutive 
mornings.  Since  the  cycles  of  younger  women  and  women  of 
menopausal  age  vary  considerably,  the  abstinence  period  required 
may  be  extremely  long.  For  this  reason,  most  doctors  recommend 
that  the  rhythm  method  not  be  used  by  these  women. 

Use  Effectiveness:  In  constant  users  of  the  rhythm  method  of  birth 
control,  failure  rates  of  as  low  as  15  pregnancies  per  100  women 
years  have  been  obtained.  Among  total  users  of  the  method,  rates 
as  high  as  25-40  pregnancies  per  100  women  years  have  occurred. 
Use  effectiveness  rates  vary  widely  from  couple  to  couple  who  use 
this  method  due  to  the  fact  that  only  8%  of  women  of  childbearing 
age  have  regular  menstrual  cycles.  Ovulation  has  been  reported  at 
all  stages  of  the  menstrual  cycle,  and  Clark  &  Zarrow  have  postu- 
lated that  coitus-induced  ovulation  may  be  a  cause  for  the  notorious 
inadequacy  of  the  rhythm  method.^^ 

A  comment  on  the  use  of  the  rhythm  method  of  birth  control  by 
Catholic  couples  in  the  United  States:  Although  the  rhythm  method 
of  birth  control  is  used  extensively  in  Catholic  couples  before  they 
reach  their  desired  family  size,  80-85  per  cent  of  Catholic  couples  will 
use  methods  of  birth  control  other  than  rhythm  i.e.,  methods  of 
birth  control  censured  by  the  Catholic  Church,  once  they  have 
reached  their  desired  family  size. 

Instructions  for  Patients:  The  effectiveness  of  the  rhythm  method  of 
birth  control  can  be  improved  by  telling  the  patient  to: 

1.  Calculate  her  periods  over  a  one-year  span  of  time. 

2.  Use  the  above  table  to  calculate  the  fertile  period  during 
which  the  risk  of  pregnancy  is  greatest. 

3.  If  the  rhythm  method  has  been  practiced  successfully  lor  a 
number  of  years  by  couples,  it  would  be  unwise  to  insist  that  a  couple 
switch  to  a  method  of  birth  control  felt  by  the  physician  to  be  more 
effective. 

4.  As  mentioned  several  times,  the  use  of  two  methods  of  birth 
control  is  always  advisable. 


Side  Effects: 

1.  Frustration  due  to  long  periods  of  abstinence. 

2.  An  extremely  difficult  method  of  birth  control  to  use  in  the 
premenopausal  period  when  menses  begin  to  occur  irregtilarly,  and 
in  adolescence  when  periods  also  tend  to  be  irregular. 
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Other  Clinical  Uses:  None. 

Contraindications:  Irregxilar  periods. 

Cost:  Basal  body  thermometer,  if  used 

Charts  for  recording  menstrual  history:  Usually  obtainable 
at  Family  Planning  Clinics  at  little  or  no  cost. 


NOTE:  Teenagers  often  have  intercourse  very  sporadically  and 
quite  infrequently. 

A  teenager  can  use  rhythm  in  a  more  simplified  and  effective 
manner  if  she  has  (a)  regular  cycles,  (b)  cycles  in  the  28  to  30  day 
range,  (c)  definite  premenstrual  symptoms  which  she  knows  preceed 
menses  in  a  definite  and  predictable  manner  for  her,  and  (d)  menses 
not  lasting  more  than  4  to  5  days.  She  can  limit  intercourse  to  the 
first  2  to  3  days  after  menses  and  the  3  to  4  days  during  which 
definite  premenstrual  symptoms  are  occurring. 


PRINCIPLE:  AVOID  REFERRING  TO  "GOOD  METHODS" 
AND  "BAD  METHODS"  BIRTH  CONTROL. 


D.  The  Condom  (The  Rubber) 

Mechanism  of  Action:  Condoms  are  rubber  or  processed  collagenous 
tissue  (lamb  caecum)  sheaths  that  fit  over  the  erect  penis  and  act  as 
a  barrier  to  transmission  of  sperm  into  the  vagina.  In  India,  con- 
doms have  been  produced  for  as  low  a  cost  as  2<f  for  three  condoms. 

Use-Effectiveness:  Condoms  have  definite  advantages  in  the  teen- 
age population  since  they  can  be  obtained  without  a  prescription.  In 
Durham,  N.C.,  24,000  condoms  were  distributed  within  four  months 
to  teenagers  via  pool  halls,  gas  stations,  a  neighborhood  youth  corps 
project,  and  the  health  department  venereal  disease  cHnic. 
We  have  only  begun  to  recognize  the  potential  for  condoms  in  family 
planning  programs  in  the  United  States.  In  constant  users  or 
patients  who  use  the  condom  exactly  as  prescribed  and  with  each 
act  of  intercourse,  the  failure  rate  is  five  pregnancies  per  100  couple 
years. 

In  actual  use  the  failure  rate  is  15  pregnancies  per  100  couple  years. 
Effectiveness  of  the  condom  can  be  improved  if  it  is  one  of  two 
methods  of  birth  control  being  used. 
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Instructions  for  Patients: 

1.  Use  a  lubricated  condom  which  is  less  likely  to  tear.  A  person 
should  never  use  vaseline  because  vaseline  can  decompose  the 
rubber. 

2.  For  best  effectiveness  the  condom  should  be  put  on  prior  to 
the  first  insertion  of  the  penis  into  the  vagina.  The  male  must  hold 
the  rim  of  the  condom  during  removal  of  the  penis  firom  the  vagina, 
following  ejaculation. 

3.  The  penis  should  be  removed  very  soon  after  ejaculation. 

4.  A  person  who  is  depending  upon  the  condom  should  always 
have  one  available  (probably  in  multiple  locations).  However,  con- 
doms in  wallets  may  deteriorate  due  to  heat. 

5.  If  the  female  is  encouraged  to  put  the  condom  on  for  the  male, 
as  part  of  the  loveplay,  this  may  avoid  the  criticisms  patients  have 
in  using  the  condom,  that  it  is  unnatural  and  interrupts  the  act  of 
intercourse.  Condoms  in  bright  colors  (yellow,  red,  green,  blue)  are 
presently  being  marketed  and  maybe  more  aestheticEdly  pleasing  to 
users  than  the  current  non-colored  ones. 

Side  Effects:  A  very  small  number  of  people  are  allergic  to  the  rubber 
used  in  condoms.  The  major  complaint  that  patients  have  is  that  the 
use  of  the  condom  has  been  compared  to  making  love  with  a  raincoat 
on.  Others  claim  that  interrupting  the  act  of  intercourse  to  place  the 
condom  on  is  unnatural. 

Other  clinical  uses:  Condoms  have  a  major  role  to  play  in  the 
prevention  of  venereal  disease  if  properly  used.  They  can  substan- 
tially reduce  the  risk  of  transmitting  gonorrhea  and  syphilis.  Con- 
doms or  other  contraceptive  methods  must  be  used  post-vasectomy 
until  the  ejaculate  is  free  of  sperm.  Sex  therapists  occasionally 
recommend  using  condoms  for  premature  ejaculation  because  they 
tend  to  dull  the  sensation  of  the  penis  during  intercourse.^^  Some 
women  make  antibodies  capable  of  agglutinating  sperm.  This  may 
result  in  infertility.  Condoms  have  been  used  for  6-1 2  months  in  such 
infertile  couples  so  that  the  woman's  antibody  titre  against  her 
partner's  sperm  falls.  Subsequent  conception  may  occur  when  the 
condom  is  not  used. 

Contraindications:  None. 

Cost:  Packages  of  3  rubber  condoms  vary  from  $.65  to  $1.25. 

Packages  of  12  rubber  condoms  vary  fi-om  $1.00  to  $3.75. 
Packages  of  3  natural  skin  condoms  vary  from  $1.50  to  $2.25. 
Packages  of  12  natural  skin  condoms  vary  from  $5.00  to  $8.50. 


PRINCIPLE:    ENCOURAGE    MALE    PARTICIPATION   IN 
FAMILY  PLANNING  PROGRAMS. 
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E.  Spermicidal  Preparations  (Foam) 

Mechanism  of  Action:  Spermicidal  preparations  consist  of  two 
components:  an  inert  base  which  is  a  medium  used  to  hold  the 
spermicidal  agent  in  the  vagina  against  the  cervix,  usually  foam, 
cream,  or  jelly;  and  a  spermicidal  chemical,  usually 
nonylphenoxypolyethoxyethanol,  which  kills  the  sperm.  The  foam 
or  jelly  is  placed  deep  in  the  vagina  in  the  vicinity  of  the  cervix. 
Coital  movements  spread  the  foam  over  the  cervix  mechanically 
blocking  the  os  and  preventing  entry  of  sperm  into  the  uterine 
cavity.  Also,  the  chemical  effect  of  the  spermicidal  agent  is  to  im- 
mobilize and  kill  the  sperm. 

Use-Effectiveness:  In  constant  users  the  failvire  rate  is  about  5 
pregnancies  per  100  woman  years.  However,  there  are  a  number  of 
mistakes  which  can  be  made  using  the  foam:  not  using  enough, 
failing  to  have  the  foam  available,  failing  to  use  the  foam  which  is 
available  because  of  a  desire  not  to  interrupt  the  act  of  intercourse, 
douching  after  the  act  of  intercourse  within  six  to  eight  hours,  etc. 
Thus  the  failure  rate  of  foam  among  actual  users  is  15-25 
pregnancies  per  100  woman  years. 

Instructions  for  Patients:  The  effectiveness  of  foam  can  be 
improved  by  telling  the  patient  to: 

1.  Be  sure  to  shake  the  container  well  before  use  (at  least  20 
times). 

2.  Be  sure  that  the  applicator  is  full  before  inserting  into  the 
vagina. 

3.  The  applicator  must  be  pushed  into  the  vagina  near  the 
cervix. 

4.  In  our  clinic,  we  instruct  patients  with  0, 1  or  2  children  to  use 
two  applicators  of  foam.  Women  with  3  or  more  children  are 
instructed  to  use  three  applicators  of  foam. 

5.  A  woman  must  never  douche  within  the  eight  hours  after 
intercourse  if  she  is  counting  upon  foam  as  her  contraceptive. 

6.  Foam  should  not  be  applied  more  than  30  minutes  before 
relations.  Reapply  foam  if  intercoiu-se  occurs  within  eight  hours 
after  original  application. 

Side  Effects: 

1.  Rare  allergic  reactions. 

2.  Many  couples  complain  that  it  is  aesthetically  unpleasing. 

3.  It  may  cause  penile  or  vaginal  irritation. 

4.  With  some  of  the  older  spermicidal  preparations,  patients 
had  complained  about  the  unpleasant  odor  of  the  preparation.  This 
odor  has  been  eliminated  to  a  large  extent  now. 

Other  Clinical  Uses:  None. 

Contraindications:  None. 

Cost:  Foam  costs  approximately  $2.00-$3.00  per  20  applications 

depending  on  the  brand  purchased. 

NONYLPHENOXYPOLYETHOXYETHANOL— BETTER 

LIVING  THROUGH  MODERN  CHEMISTRY. 
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VII.  METHODS  OF  CONTRACEPTION  REQUIRING  A 
PHYSICIAN 

A.  Hormonal  Contraception 

1.  Oral  Contraceptives  —  "The  Pill" 

The  estimated  users  of  oral  contraceptives  throughout  the  world 
now  number  approximately  150-200  million  women  (including  ap- 
proximately 18  million  now  in  the  U.S.A.).  Individual  patient  re- 
sponse to  hormonal  preparations  varies  considerably.  The  clinical 
and  experimental  literature  dealing  with  "the  pill"  has  proliferated 
in  the  last  decade.  It  is  the  aim  of  this  manual  to  provide  a  brief 
clinical  overview  of  oral  contraceptive  therapy  and  also  to  provide  a 
list  of  references  for  deeper  study. 

Types  of  Oral  Contraceptives  Available 

The  three  major  types  of  oral  contraceptives  are  the  sequential, 
the  combined,  and  the  progestational.  The  sequential  and  the  com- 
bined are  regimens  containing  both  estrogen  and  progesterone. 
Classically,  the  sequential  orals  contain  only  estrogen  for  the  first 
14  pills  and  estrogen  and  progesterone  together  for  the  remaining 
six  or  seven  pills.  Combined  orals  have  both  estrogen  and 
progesterone  throughout  the  cycle.  The  progestational  oral  con- 
traceptives contain  a  low  dose  progestin  (norethindrone)  without  an 
estrogen  component.  This  eliminates  some  of  the  estrogenic  side 
effects  often  observed  with  the  other  two  types  of  oral  con- 
traceptives. An  active  hormonal  agent  is  provided  to  the  patient 
every  day  including  days  of  menses.  The  oral  contraceptives  on 
the  market  today  contain  different  synthetic  estrogens  and  proges- 
tins. The  synthetic  compounds  vairy  in  their  potency,  their 
hormonal  effects,  and  the  side  effects.  These  variations  may  be 
clinically  important  in  certain  patients.  (See  References  50  and  51.) 

Mechanism  of  Action:  All  mechanisms  of  action  of  the  oral  con- 
traceptives are  not  fully  delineated.  Oral  contraceptives  have  effects 
on  the  following  areas: 

1.  Hypothalamus  and  Pituitary.  It  is  generally  presumed  that 
the  oral  contraceptives  prevent  pregnancy  by  inhibiting  pituitary 
gonadotropin  release  required  for  ovulation.  The  inhibition  of 
release  is  probably  in  part  due  to  a  direct  hormonal  action  on  the 
hypothalamus. 

2.  Endometrium.  The  endometrium  is  definitely  affected  by 
oral  contraception.  Combined  therapy,  for  instance,  can  produce 
predecidual  changes  in  the  stroma  and  regression  of  the  glands  of 
the  endometrium.  This  change  may  prevent  implantation  of  the 
blastocyst. 

3.  Cervical  Mucus.  Progestins  increase  the  viscosity  of  the 
cervical  mucus  thereby  decreasing  sperm  penetration. 
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4.  Gamete  Viability.  Projestins  may  inhibit  capacitation  of  the 
sperm  and  decrease  the  viability  of  the  blastocyst. 

Use-Effectiveness.  The  theoretical  effectiveness  of  the  oral  con- 
traceptives is  close  to  100%.  According  to  the  Second  FDA  Report  on 
Oral  Contraceptives,  the  combined  oral  contraceptives  had  a 
method  failure  rate  of  only  0.1  pregnancies/ 100  woman  years,  and 
the  sequential  oral  contraceptives  had  a  method  failure  rate  of  0.5 
pregnancies/woman  years.^e  The  progestational  oral  con- 
traceptives, while  eliminating  estrogenic  side  effects,  have  a 
slightly  higher  failure  rate.  The  manufacturers  of  the  proges- 
tational pills  currently  available  state  that  the  theoretical  effec- 
tiveness is  2.54  pregnancies  per  100  women  years.  (The  remainder  of 
the  remarks  in  this  section  pertain  to  progestin-estrogen  oral  con- 
traceptives. See  the  section  titled  "Mini-Pills-Once-A-Day-Pills"  for 
more  information  on  purely  progestational  oral  contraceptives.) 

However,  theoretical  effectiveness  does  not  take  into  account  such 
factors  as  patient  motivation,  patient  instruction,  sociological 
stresses,  and  availability,  accessibility,  and  acceptibihty  of  health 
services  which  are  so  vital  to  the  correct  use  of  oral  contraceptives. 
Tietze  found  this  in  his  Atlanta  study  of  use  effectiveness  (which  in- 
cludes pregnancies  due  to  patient  errors).-^ 

Pregnancies  per 

100  woman  yeairs 
Short  Term  Use  Effectiveness 
lUD  6.0 

Pill  161 

Extended  Use  Effectiveness 
lUD  10.1 

Pill  24.3 

Thus  oral  contraceptives  have  extremely  high  theoretical  effec- 
tiveness (when  no  errors  are  made  in  their  use)  but  may  have  far 
lower  use-effectiveness  than  lUDs  when  patient  errors  are  included 
in  the  effectiveness  rate. 

Instructions  for  Patients:  It  is  important  to  know  the  four  symptoms 
which  the  physician  must  always  warn  a  patient  on  oral  con- 
traception to  watch  for. 
The  symptoms  with  potential  serious  implications  are: 

1.  severe  leg  cramps 

2.  severe  headaches 

3.  sudden   blurring  or  loss  of  vision,  sensation  of  flashing 
lights^^ 

4.  chest  pain 

Every  patient  should  be  told  to  call  the  family  planning  cUnic  for  an 
emergency  appointment  if  she  has  any  of  the  above  sjnnptoms. 


624 


The  physician  may  improve  the  effectiveness  of  oral  con- 
traceptives by  telling  the  patient: 

1.  Take  your  pill  at  the  same  time  each  day  and  try  to  relate  this 
to  something  which  you  do  each  day.  Some  people  take  the  pill  in  the 
evening  to  try  to  decrease  the  amount  of  nausea. 

2.  If  you  miss  one  pill,  take  two  the  next  day.  You  do  not  need  to 
call  the  clinic  if  you  miss  one  pill. 

3.  If  you  miss  two  pills,  take  two  the  first  day  after  you  notice 
this,  and  two  the  following  day.  Use  another  method  of  birth  control, 
such  as  foam  and  condoms,  for  the  rest  of  the  cycle.  You  do  not  need 
to  call  your  physician  if  you  have  missed  two  birth  control  pills. 

4.  If  you  miss  three  pills,  begin  immediately  using  another 
method  of  birth  control.  Wait  one  week  from  your  last  pill  and  start  a 
new  package  of  pills.  Use  the  other  method  of  birth  control  for  the 
week  you  are  not  taking  pills  and  for  the  first  2  weeks  of  your  new 
package  of  pills. 

5.  Have  a  second  method  of  birth  control  available  at  home  at 
all  times. 

6.  If  you  miss  your  period  once,  you  should  continue  on  the  pills. 
It  is  most  unlikely  that  you  are  pregnant.  If  you  miss  two  periods, 
call  the  clinic  for  an  appointment  to  find  out  if  you  are  pregnant. 
Use  another  method  of  birth  control  until  your  examination  and  lab 
test. 

7.  Lest  you  become  too  confused  by  all  the  instructions  you 
may  have  heard  about  different  ways  to  take  pills  -  your  basic  plan 
will  be  three  weeks  on,  one  week  off.  (Before  you  give  these  instruc- 
tions to  a  patient,  you  must  make  sure  she  is  taking  a  21  day  pill 
regimen,  not  a  28  day  pill  regimen.) 

8.  During  the  first  few  cycles  on  the  pills  you  may  have  minor 
side  effects  (weight  gain  or  nausea).  After  three  months  the  side- 
effects  subside  in  most  women.  If  you  have  a  severe  problem  with 
nausea,  you  should  return  to  the  clinic.  We  may  be  able  to  switch  you 
to  another  type  of  pill. 

9.  No  method  of  birth  control  is  100%  effective.  The  most  im- 
portant thing  to  remember  about  the  pills  is  to  take  them  each  day 
that  you  are  supposed  to. 

10.  If  you  have  spotting,  double  the  dosage  of  pills.  If  this  occurs 
ask  the  physician  or  nurse  for  an  extra  package  of  pills  for  this 
purpose.  If  you  have  spotting  a  second  cycle,  contact  the  clinic. 

11.  For  the  first  two  weeks  after  starting  oral  contraceptives  use 
another  method  of  birth  control. 

Other  Clinical  Uses:  See  "Non-Contraceptive  Side  Benefits  Of  Oral 
Contraceptives,"  p.  25. 

Side  effects:  Inhibition  of  fertility  is  only  one  of  the  many  effects  of 
exogenous  estrogens  and  progestins.  The  possible  effects  of  oral  con- 
traceptives on  various  organ  systems  occupy  much  of  the  literature 
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of  reproductive  biology.  Following  is  a  brief  overview  of  the  most  im- 
portant clinical  side  effects,  both  advantageous  and  disad- 
vantageous, of  "the  pill." 

Harmful  Side  Effects  of  Oral  Contraceptives: 
Reproductive  System 

1)  Prolonged  amenorrhea  with  infertility.  This  is  rare. 

2)  SusceptibiUty  to  Candida  albicans  vaginitis. 

3)  Carcinogenic  effects.  The  epidemiologic  studies  that 
demonstrated  some  association  with  cancer  and  the  oral  con- 
traceptives are  open  to  question.  The  FDA,  in  evaluating  the 
evidence,  has  decided  upon  the  following  statement  for  inclusion  in 
oral  contraceptive  package  inserts.  "The  pre-treatment  and 
periodic  physical  examinations  shoxild  include  special  reference  to 
the  breasts  and  pelvic  organs,  including  a  Papanicolaou  smear, 
since  estrogens  have  been  known  to  produce  tumors,  some  of  them 
malignant,  in  five  species  of  subprimate  animals." 

4)  Breakthrough  bleeding.  This  is  more  common  in  low  es- 
trogen, low  progestin  regimens. 

5)  Decreased  lactation  or  termination  of  lactation. 

6)  Leiomyomata  enlargement. 

7)  Breast  tenderness  and  enlargement.  However,  there  is  no 
evidence  relating  breast  cancer  to  the  use  of  oral  contraceptives.  A 
recent  study  suggests  that  the  pill  has  a  protective  effect  with  regard 
to  the  development  of  benign  breast  tumors.^^ 

Cardiovascular  System 

1)  Thromboembolism.  Epidemiologic  studies  have 
demonstrated  that  oral  contraceptives  are  associated  with  in- 
creased mortality  from  thromboembolism;  however,  the  throm- 
boembolic mortality  rate  of  contraceptors  is  much  less  than  the 
thromboembolic  mortality  rate  from  pregnancy. 

Comparative  Mortality  Figures  from  Pulmonary  Embolism  or 
Cerebral  Thromboembolic  Disease  and  Pregnancy  Among  Women 
of  Age  20-44  in  Britain  per  100,000  Woman  Years: 
Category 


Mortality 

Age 

Age 

20-34 

35-49 

1.5 

3.9 

0.2 

0.5 

22.8 

57.6 

Users  of  oral  contraceptives 

Non-users  of  oral  contraceptives 

Pregnant  -  all  causes 
Morbidity  (hospitalization)  due  to  venous  thromboembolism  has  an 
incidence  of  6  per  100,000  women  in  non-users  of  oral  contraceptives 
aged  20-44  years.  Users  of  oral  contraceptives  have  an  incidence  of 
66  per  100,000.  Therefore,  a  rate  of  60  per  100,000  women  for 
morbidity  due  to  venous  thromboembolism  may  be  directly  at- 
tributed to  oral  contraceptives.  As  a  rule  of  thumb  we  often  say  that 
one  of  every  two  thousand  women  on  oral  contraceptives  is  hos- 
pitalized for  thromboembolic  disease. 

.23 
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2)  Hypertension.  In  some  users,  oral  contraceptives  may  be  the 
cause  of  high  blood  pressure,  and  this  effect  is  probably  due  to  the 
failure  of  renin  suppression  in  the  face  of  elevated  angiotensinogen 
caused  by  the  estrogenic  component. 


Central  Nervous  System 

1)  Headaches. 

2)  Depression  or  anxiety. 

3)  Nausea.  This  is  one  of  the  most  important  estrogen-related 
dose  dependent  effects  of  oral  contraceptives.  The  incidence  is 
greatest  in  the  first  few  cycles  and  subsides  in  later  cycles. 

4)  Decreased  libido.  The  changes  in  libido  do  not  seem  to  be 
related  in  any  consistent  way  with  either  progestogen  excess  or  es- 
trogen deficiency. 


Effects  on  other  Organ  Systems 

1)  Acne  may  be  worsened 

2)  Chloasma,  the  mask  of  pregnancy,  may  occur.  Chloasma 
probably  occurs  in  about  5%  of  women  using  oral  contraceptives  and 
has  been  found  to  be  more  common  in  women  who  previously  had  it 
during  pregnancy.-^^  However,  chloasma  produced  by  oral  con- 
traceptives may  be  irreversible. 

3)  Alopecia 

4)  Rare  cases  of  jaundice  and  decreased  BSP  excretion 

5)  Diabetogenic  effect.  Oral  contraceptives  produce  a  decrease 
in  glucose  tolerance.  However,  insulin  requirements  are  not  in- 
creased or  decreased  on  the  oral  contraceptives.  In  general,  it  is  ad- 
visable to  find  a  method  of  birth  control  other  than  oral  con- 
traceptives for  the  diabetic  or  pre-diabetic.  If  it  is  necessary  to 
provide  oral  contraceptives  to  a  pre-diabetic  woman,  there  is  some 
evidence  that  it  would  be  less  harmful  to  provide  an  oral  con- 
traceptive with  ethinyl  estradiol  than  to  provide  an  oral  con- 
traceptive with  mestranol.  Ethinyl  estradiol  does  not  appear  to 
produce  hyperglycemia  as  readily  in  man  as  its  3-methyl  ether,  mes- 
tranol.32. 

6)  Alteration  in  thyroid  function  tests.  Estrogens  increase 
thin-oxine  binding  globulins. 

7)  Fluid  retention 

8)  Weight  gain 

9)  Gall  bladder  disease.  This  is  more  common  in  women  of 
childbearing  age  than  in  men.  Hormonal  differences  between  men 
and  women  may  account  for  the  difference  in  the  incidence  of  gall 
bladder  disease.  A  recent  study  in  the  Boston  area  suggests  that  oral 
contraceptives  may  potentiate  this  risk.  The  study  showed  that  the 
incidence  of  gall  bladder  disease  in  non-users  of  oral  contraceptives 
is  79  per  100,000  woman  years  and  158  per  100,000  woman  years  in 
users  of  oral  contraceptives,  ^s 
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10)  Corneal  edema.  Users  of  contact  lenses  may  note  irritation 
secondary  to  corneal  edema  when  oral  contraceptives  are  initiated. 

11)  Retinal  vein  thrombosis  has  been  reported  secondary  to 
oral  contraceptive  use. 

Contraindications: 

The  absolute  contraindications  to  the  use  of  oral  contraceptives  are: 

1)  thrombophlebitis,  thromboembolic  disorders,  cerebral 
apoplexy,  or  a  past  history  of  these  conditions 

2)  malignancy  of  the  breast  or  reproductive  system 

3)  pregnancy 

There  are  a  number  of  relative  contraindications  to  the  oral  con- 
traceptives, including: 

1)  undiagnosed  vaginal  bleeding 

2)  history  or  presence  of  liver  disease  or  history  of  cholestasis  in 
pregnancy 

3)  pre-diabetic  state  or  strong  family  history  of  diabetes 

4)  mental  retardation 

5)  sociological  factors,  such  as  inability  of  patient  to  return 
easily  to  the  source  of  oral  contraception 

6)  Systolic  blood  pressure  of  90  or  above  (on  several  occasions) 
Cost: 

The  oral  hormonal  preparations  have  become  quite  inexpen- 
sive. Large  government  programs  can  now  purchase  oral  con- 
traceptives for  as  low  as  18<f-20<r  per  cycle.  In  pharmacies,  on  an  in- 
dividual basis,  the  cost  of  a  month's  supply  is  approximately  $1.80 
(as  low  as  $1.00  or  as  high  as  $3.00). 

2.  Non-Contraceptive  Side  Benefits  of  Oral  Contraceptives: 

Birth  control  pills  are  useful  in  a  number  of  cUnical  situations. 

The  side  benefits  of   oral  contraceptives  often  weigh  heavily  in  a 

patient's  decision  to  choose  "the  pill"  over  another  method  of  birth 

control. 

Among  the  situations  in  which  oral  contraceptives  have  been 

used  for  non-contraceptive  purposes  are  the  following: 

1 .  Dysmenorrhea— For  reasons  which  are  not  fully  understood, 
anovulatory  cycles  are  often  associated  with  painless  menses.  Oral 
contraceptives  produce  anovulatory  cycles  and  usually  minimize 
menstrual  cramps. 

2.  Menstrual  Flow  Diminished— Most  women  note  a 
diminution  both  in  the  number  of  days  of  menstrual  bleeding  and  in 
the  amount  of  bleeding  per  day.  Although  some  women  are  made 
anxious  by  a  decrease  in  menstrual  flow  from  five  or  six  days  to  two 
or  three  days,  most  women  like  this  effect  of  orals. 

3.  Hormone  Replacement  in  Menopause.  Women  in  their  forties 
are  (1)  eager  to  avoid  unwanted  pregnancies  (2)  beginning  to  have 
symptoms  associated  with  diminished  endogenous  ovarian 
hormone  production  and  (3)  more  susceptible  to  thrombophlebitis 
and  neoplastic  disease.  If  the  desire  to  avoid  pregnancy  were  the 
only  problem,  the  contraceptive  of  choice  would  be  either  an  lUD. 
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diaphragm  or  sterilization  by  tubal  ligation.  However,  the  oral  con- 
traceptives, while  providing  excellent  protection  from  pregnancy, 
also  provide  these  women  with  cycHcal  estrogen  and  progesterone 
which  can  reduce  menopausal  symptoms  in  a  striking  manner.  As 
with  most  medications  the  potential  risks  should  be  weighed 
against  the  benefits. 

4.  Acne  is  occasionally  improved  in  women  on  oral  con- 
traceptives, especially  when  an  oral  contraceptive  with  a  progestin 
component  which  does  not  have  strong  androgenic  effects  is  em- 
ployed. Sequential  oral  contraceptives  which  avoid  progesterone  for 
the  first  14  pills  may  be  indicated  if  one  is  looking  for  a  beneficial 
effect  on  acne. 

5.  Premenstrual  Tension,  Anxiety,  or  Depression  maybe  either 
diminished  or  increased  in  a  woman  using  orals.  These  symptoms 
must  be  taken  seriously  in  users  of  orals,  and  evaluated  quite 
carefully  in  each  individual  case. 

6.  Increase  in  Libido— A  number  of  observers  have  noted  in- 
creased sexual  activity,  satisfaction  or  improved  sexual  adjustment 
in  oral  contraceptive  users.  This  may  be  a  result  of  diminished  fear 
of  pregnancy  because  of  the  almost  100%  effectiveness  of  pills  (when 
used  correctly)  or  separation  of  the  contraceptive  act  from  the  sexual 
act. 

7.  Weight  gain— Although  most  women  in  oxu-  society  consider 
weight  gain  a  negative  side  effect  when  it  occiu-s  on  pills,  this  is  not 
always  the  case.  We  have  seen  situations  in  which  patients  chose  to 
use  orals  specifically  because  they  hoped  there  wovild  be  a  con- 
comitant weight  gain. 

8.  Breast  Enlargement — Although  not  a  dependable  oc- 
currence (and  not  always  looked  upon  favorably  when  it  does  occur), 
some  women  are  pleased  to  note  an  increase  in  breast  size  on  oral 
contraceptives. 

9.  Regularity  of  Menses— Some  women  are  relieved  to  know 
just  when  their  period  will  occur  each  month. 

10.  Altering  the  Cycle— Using  combined  oral  contraceptive 
preparations  a  woman  can  plan  her  cycle  to  avoid  menses  on  a 
honeymoon,  to  avoid  menses  on  weekends,  (e.g.  start  on  Sunday 
regimen,  sometimes  called  SOS  regimen),  or  to  produce  prolonged 
duration  of  the  intermenstrual  period.  Institutions  caring  for 
retarded  girls  can  use  orals  to  produce  menses  in  a  female  ward  at 
the  same  time  of  the  month. 

1 1 .  Other— Other  side  benefits  or  non-contraceptive  uses  of  oral 
contraceptives  which  have  been  noted  by  authors  in  one  or  more 
users  of  these  compounds  have  been: 

To  eliminate  the  pain  and  breakthrough  bleeding  of 
mittelschmerz,  the  treatment  of  endometriosis,  replacement 
therapy  (gonadal  dysgenesis,  young  castrate,  etc.),  ITP  (idiopathic 
thrombocytopenic  purpura),  hirsutism,  and  replacement  therapy  in 
vulvar  dystrophies.33 

26 


629 


Oral  contraceptives  available  in  the  U.S.A.,  July, 

AGENT  ESTROGEN  PROGESTIN 


MANUFACTURER 


COMBINATION  ORAL  CONTRACEPTIVES 

Demulen 

Ethinyl  estradiol 

Ethynodjol 

Searle 

50  meg 

diaeetate  1.0  mg 

Enovid-E 

Mestranol 

Norethynodrel 

Searle 

(Conovid-E) 

100  meg 

5.0  mg 

Enovid-5 

Mestranol 

Norethynodrel 

Searle 

(Conovid,  Enadrel) 

75  meg 

5.0  mg 

Loestrin  1/20 

Ethinyl  estradiol 

Norethindrone 

Parke- 

(21  t  7  Fe) 

20  meg 

Acetate  1.0  mg 

Davis 

Norinyl-l 

Mestranol 

Norethindrone 

Syntex 

Noriday 

50  meg 

1.0  mg 

(21  +  7  placebo) 

Norinyl-2 

Mestranol 

Norethindrone 

Syntex 

100  meg 

2mg 

Norlestrin-l 

Ethinyl  estradiol 

Norethindrone 

Parke- 

Norle8trin-(21) 

50  meg 

acetate  1.0  mg 

Davis 

Norlestrin-(28) 

(21  +  7  placebo) 

Norle8trin-(Fe)- 

(21  +  7  Fe) 

Norlestrin  2.5 

Ethinyl  estradiol 

Norethindrone 

Parke- 

(Etalontin,    OrleBtrin, 

50  meg 

acetate  2.5  mg 

Davis 

Prolestrin) 

Ortho-No  vum-l 

Mestranol 

Norethindrone 

Ortho 

50  meg 

1.0  mg 

Ovral 

Ethinyl  estradiol 

Norgestrel 

Wyeth 

50  meg 

0.5  mg 

SEQUENTIAL  ORAL  CONTRACEPTIVES 

Norquen 

14:Mestranol 
80  meg 

Syntex 

6:  Mestranol 

Norethindrone 

80  meg 

2  mg 

Oracon 

16:  Ethinyl  estradiol 

Mead 

(Ovin) 

100  meg 

Johnson 

5:  Ethinyl  estradiol 

Dimesthisterone 

100  meg 

25  mg 

Ortho-Novum  Sq. 

14:  Mestranol 

Ortho 

(OrthoNovin  Sq. 

80  meg 

Novulum  S) 

6:  Mestranol 

Norethindrone 

80  meg 

2  mg 

PROGESTATIONAL  ORAL  CONTRACEPTIVES 

Micronor 

Norethindrone 
0.:i5  mg 

Ortho 

Nor-QD 

Norethindrone 
II  .i5  mg 

Syntex 

POSTCOITAL  -MORNING  AFTER"  REr.IMEN 
Diethystilbestrol        25  mg  BID  x  5  days 
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ESTROGEN 
EXCESS 


PROGESTIN 
EXCESS 


Nausea  Increased  appetite 

Edema  &  leg  cramps  and  weight  gain 


Vertigo 
Leukorrhea 
Increase  in 
leiomyoma  size 
Chloasma 
Uterine  cramps 


Tiredness  and 
fatigue 
Depression,  change 

in  libido 
Oily  scalp,  acne 
Loss  of  hair 
Cholestatic 

jaundice 
Decreased  -length 

of  menstrual  flow 


ESTROGEN 
DEFICIENCY 


PROGESTIN 
DEFICIENCY 


Irritability, 

nervousness 
Hot  flushes 
Uterine  prolapse 
Monilia  Vaginitis 
Early  and  midcycle 

bleeding 
Decreased       amount 

of  menstrual  flow 


Late  breakthrough 

bleeding 
Heavy  menstrual 

flow  and  clots 
Delayed  onset  of 

menses 


SYMPTOMS  WITH  MULTIPLE  CAUSES 

Headache: 
During  medication  cycle:  estrogen  excess 
Between  medication  cycles:  progestin  excess 
Migraine  and  visual  disturbances:  unknown 

Mastalgia: 

With  fluid  retention:  same  as  headache 
Without  fluid  retention:  progestin  excess 

Spotting  and  breakthrough  bleeding: 
Early  and  midcycle:  estrogen  deficiency 
Late  cycle:  progestin  deficiency 

Androgenic  Potencies  of  Pills:  The  progestins  norethynodrel  and 
norethindrone,  ethnodiol  diacetate,  medroxyprogesterone  acetate, 
norgestrel,  clormadinone,  and  dimesthisterone  are  all  used  in  one  or 
several  of  the  oral  contraceptives.  Only  norethindrone  is  kno\^  n  to 
have  any  androgenic  effect  as  measured  by  sebum  productions^  and 
fetal  masculinization.36  However,  the  amounts  of  norethindrone  in 
oral  contraceptives  are  too  small  to  produce  these  effects.  In  fact, 
these  studies  used  overdoses  of  10-40  times  as  much  as  in  any  of  the 
oral  contraceptives. 
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3.  Choosing  an  Oral  Contraceptive  for  a  Patient 

The  choice  of  an  oral  contraceptive  in  the  Emory  University 
Family   Planning   Program   is   based  on  two  assumptions: 

1)  In  addition  to  providing  excellent  contraception,  an  oral 
contraceptive  should  minimize  both  the  possibility  of  major  side 
effects  of  oral  contraceptives  (thromboembolic  phenomena  and 
hypertension)  and  the  minor  side  effects  of  oral  contraceptives 
(nausea,  weight  gain,  breast  tenderness,  spotting,  chloasma,  etc.) 

2)  Estrogens  are  more  important  than  progestins  in  making  a 
patient  susceptible  to  or  producing  thromboembolic  phenomena, 
hypertension,  nausea,  weight  gain,  breast  tenderness  and  chlo- 
asma, i.e.  most  of  both  major  and  the  minor  side  effects  of  the  oral 
contraceptives. 

Based  on  these  assumptions  our  initial  choice  of  an  oral 
contraceptive  is  Norinyl  1-50  or  Ortho  1-50.  Both  of  these 
preparations  contain  the  same  dose  of  the  same  progestin  and 
estrogen,  i.e.  1  mg  of  norethindrone  and  50  meg  mestranol 
respectively.  When  breakthrough  bleeding  or  amenorrhea  are 
encountered  we  usually  change  the  patient  to  an  oral  contraceptive 
with  greater  estrogenic  strength  and  greater  progestational 
strength. 

Although  the  new  Loestrin  series  from  Parke  Davis  (Loestrin  1- 
20  with  1  mg  norethindrone  acetate  and  20  meg  ethinyl  estradiol; 
Loestrin  1.5-30  with  1.5  norethindrone  acetate  and  30  meg  ethinyl 
estradiol)  has  a  lower  estrogenic  potency  than  our  initial  choice, 
they  have  an  increased  incidence  of  two  side  effects  that  are  the  re- 
sult of  providing  patients  with  low  doses  of  estrogen.  These  are  1) 
irregular  bleeding  noted  in  an  average  of  26.84%  of  all  cycles  over  an 
18  month  study  by  Parke  Davis  and  2)  amenorrhea  noted  in  an 
average  of  3.96%  of  all  cycles  in  the  same  study.  The  discontinuance 
rate  was  10%.  We  feel  that  more  studies  in  actual  clinical  situations 
need  to  be  done  to  show  its  use-effectiveness  and  patient  acceptance. 


Situations  in  which  physicians  in  our  program  or  in  programs 
elsewhere  have  found  other  preparations  of  value: 

Sequentials:  acne;  young  patients  who  have  never  been 
pregnant  in  whom  anovulatory  cycles  are  suspected  prior  to  the  use 
of  oral  contraceptives;  hirsute  patients. 

High  Dose  Pills:  patients  with  midcycle  spotting  or  occasional 
episodes  of  amenorrhea  on  lower  dose  pills;  patients  desiring  weight 
gain  or  breast  fullness;  endometriosis. 

Norlestrin  with  Iron:  patients  for  whom  physicians  wish  to 
provide  a  monthly  iron  supplement. 
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RELATIVE  POTENCY  OF  ESTROGENS  AND  PROGESTINS  IN 

CURRENTLY 

AVAILABLE  "LOW-DOSAGE"  CONTRACEPTIVES^^ 


Progestins  (mg) 

Estrogens  (meg) 

.3 

Norethindrone  .35  mg 

NOR-QD 
Micronor 

2 

Norethindrone 
Acetate  1  mg 

Loestrin  1/20 

Ethinyl 
Estradiol  20  meg 

.7- 

.8 

1 

Norethindrone  1  mg 

Ortho-Novum  1/50 
Norinyl  1/50 

Mestranol 
50  meg 

1 

1 

Norethindrone  1  mg 

Ortho-Novum  1/80 
Norinyl  1/80 

Mestranol  80  meg 

1.6 

2 

Norethindrone 
Acetate  1  mg 

Norlestrin  1 

Ethinyl 
Estradiol  50  meg 

1.72 

2 

Norethindrone  2  mg 

Ortho-Novum  2  mg 

Norinyl  2 

Mestranol 
100  meg 

2 

2.7 

Norethynodrel  2.5  mg 

Enovid-E 

Mestranol 
100  meg 

2 

5 

Norethindrone 
Acetate  2.5  mg 

Norlestrin-2.5 

Ethinyl 
Estradiol  50  meg 

17-2 

15 

Norgestrel  0.5  mg 

Ovral 

Ethinyl 
Estradiol  50  meg 

1.7-2 

15 

Ethnodiol 
Diacetate  1  mg 

Demulen 

Ethinyl 
Estradiol  .50  meg 

1  7-2 

15 

Ethnodiol 
Diacetate  1  mg 

Ovulen 

Mestranol  100  meg 

2 

15       10        5         0 
Potency  Units 


0 


Potency  Units 


The  relative  potency  of  progestins  expressed  in  this  table  is  based  on 
a  "delay  of  menses"  test.  (See  Greenblatt,  R.B.:  "Progestational 
Agents  in  Clinical  Practice,"  Med.  Sci.  18:37, 1967).  Other  measures 
of  potency  can  be  used  but  these  give  different  relative  strengths 
than  show  here. 
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4.  "Mini  Pills"  "Once-A-Day"  Pills 

Oral  contraceptives  with  progestin  alone  received  FDA  approval  in 
January  1973.  Mini  pills  or  once-a-day  pills  provide  daily,  very  small 
doses  (.35  mg)  of  the  synthetic  progestin,  norethindrone.  This  is  1/3 
of  the  amount  of  the  same  progestin  in  Norinyl  1-50  and  Ortho  1-50 
(see  section  on  the  relative  strength  of  progestins  in  oral 
contraceptives-page  30). 

Mechanism  of  Action: 

Research  is  ongoing  to  determine  the  mechanism  of  action  of  this 
type  of  contraceptive  and  currently,  four  mechanisms  have  been 
postulated: 

1)  Changes  in  the  hypothalamic  nuclei  or  higher  neural  centers 
affecting  the  synthesis  or  release  of  luteinizing  hormone  releasing 
factor.  This  may  result  in  suppression  of  the  mid-cycle  luteinizing 
hormone  surge  preventing  ovulation  and  corpus  luteum  formation 
in  approximately  1/3  of  cycles. 

2)  Alteration  in  the  histological  and  possibly  biochemical  nature 
of  the  endometrium  resulting  in  an  unfavorable  site  for  im- 
plantation. 

3)  Changes  in  the  cervical  mucus  which  adversely  affect  sperm 
viability  and/or  motility  (production  of  a  cervical  mucus  "hostile" 
to  sperm.) 

4)  Changes  in  cervical  and  uterine  environment  which  may  affect 
sperm  capatitaion. 


Effectiveness: 

The  effectiveness  of  progestin-alone  oral  contraceptives  is  lower 
than  that  of  the  sequential  or  combination  oral  contraceptives 
containing  both  estrogen  and  progestin.  Drug  company  reports  on 
the  use  of  .35  mg  of  norethindrone  as  an  oral  contraceptive  show  an 
average  pregnancy  rate  of  2.54  per  100  woman  years.  Important 
Note:  A  higher  pregnancy  rate  of  3.72  per  100  woman  years  was 
recorded  in  patients  who  had  never  taken  oral  contraceptives  prior 
to  starting  mini  pill  therapy.  This  compares  to  the  lower  rate  of  1.95 
pregnancies  per  100  woman  years  recorded  in  patients  who  switch- 
ed from  estrogen-progestin  contraceptives.  This  difference  was  most 
notable  during  the  first  six  months  of  therapy,  possibly  stemming 
from  incorrect  pill  intake.  Furthermore,  the  dropout  rate  for  medical 
reasons  observed  in  clinical  trials  appears  to  be  considerably  higher 
than  that  observed  with  estrogen-progestin  contraceptives. 
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Instructions  to  Patients: 

Mini  pills  are  administered  on  a  continuous  daily  dosage  regimen 
starting  on  the  first  day  of  menstruation,  i.e.  one  pill  each  day,  every 
day,  of  the  year. 

1)  Take  one  pill  each  day  even  during  your  menstrual  period. 
You  don't  have  to  remember  to  start  or  stop  your  pills  each  month. 

2)  If  you  miss  one  pill,  take  it  as  soon  as  you  remember  and  take 
your  next  pill  at  the  regular  time. 

3)  If  you  miss  two  pills,  take  one  of  the  missed  pills  as  soon  as 
you  remember,  as  well  as  taking  your  regular  pill  for  that  day.  Use  a 
second  method  of  birth  control  in  addition  to  taking  your  mini  pills 
until  your  next  period. 

4)  If  you  do  not  have  a  period  within  45  days  of  your  last  period, 
go  to  a  physician  quickly  and  determine  if  you  are  pregnant. 

5)  Expect  changes  in  the  time  between  periods  and  the  amount 
and  duration  of  your  periods.  The  average  menstrual  cycle  is  28  days 
using  the  mini  pill  but  many  women  will  have  cycles  varying  a  good 
deal  from  this  norm.  If  prolonged  bleeding  occurs,  return  to  the 
clinic. 

6)  Mini  pills  are  not  as  effective  as  combination  oral  con- 
traceptives. To  improve  their  effectiveness  we  recommend  the  use  of 
condoms  or  foam  on  days  10-18  of  cycle  (presuming  that  the 
patient's  cycle  is  approximately  28  days  in  duration). 


Side  Effects: 

The  following  adverse  reactions  are  most  frequently  encountered  in 

women  taking  mini  pills: 

1)  Reproductive  system: 

Breakthrough  bleeding,  spotting,  change  in  menstrual  flow, 
amenorrhea,  irregular  cycles. 

2)  Central  nervous  system: 

Headaches  (not  as  common  a  complaint  with  low  dose  proges- 
tins as  with  combined  oral  contraceptives) 

3)  Effects  on  other  organ  systems  which  are  noted  in  the  drug 
circular  include: 

Edema,  increase  in  weight,  cholestatic  jaundice,  chloasma, 
G.I.  disturbance,  hirsutism,  alterations  in  hepatic  function  tests, 
metyrapone  tests  and  pregnagediol  determination 
4.  Cardiovascular  system: 

An  increased  risk  of  thromboembolic  disease  has  been  reported 
with  estrogen-progestin  oral  contraceptives.  It  is  not  known  at  this 
time  whether  such  increased  risk  is  applicable  to  oral  contraceptives 
containing  progestin  alone.  Many  adverse  reactions  which  have 
been  reported  in  users  of  estrogen-progestin  oral  contraceptives 
have  neither  been  confirmed  nor  refuted  in  association  with  proges- 
tin-alone  contraceptives.  Patients  on  progestin-alone  therapy 
should  be  carefully  observed  for  early  manifestations  of  throm- 
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boembolic  disorders,  i.e.  severe  leg  cramps,  severe  headaches, 
blurred  vision  and  chest  pains.  Caution  is  advised  to  the  physician 
prescribing  this  form  of  birth  control,  although  most  investigators 
feel  that  the  increased  incidence  of  thromboembolic  disease  with 
oral  contraceptives  is  due  to  their  estrogenic  effects  rather  than  their 
progestational  effects. 


Other  clinical  uses: 

Dysmenorrhea  is  diminished  in  some  users  (though  not  as  predic- 
tably as  with  combined  oral  contraceptives). 


Contraindications: 

1)  Due  to  irregular  bleeding  produced  by  mini  pills,  un- 
diagnosed abnormal  genital  bleeding  is  one  of  the  most  important 
contraindications  to  their  use. 

2)  Known  or  suspected  carcinoma  of  the  breast 

3)  Impaired  liver  function 

4)  Thrombophlebitis,  thromboemboUc  disorders,  cerebral 
apoplexy  or  past  history  of  these  conditions.. .see  note  immediately 
above  on  cardiovascvdar  system. 


Cost: 
NOR-QD 

Micronor 


approximately   the   same   as   combined   oral   con- 
traceptives ($1.50-3.00/cycle) 


Profile  of  patient  who  might  choose  Mini  Pills 

1)  Patientwithahistoryofcomplicationson  oral  contraceptives 

a.  nausea 

b.  weight  gain 

c.  estrogen  related  effects 

d.  breast  fullness  or  tenderness 

e.  chloasma 

f.  anxiety  or  depression 

2)  Patient  afraid  of  present  oral  contraceptives 


For  additional  information  on  combined,  sequential,  andprogestin- 
only  oral  contraceptives,  see  the  prescribing  information  available 
from  the  drug  companies  or  contained  in  the  Physician's  Desk 
Reference.  Also,  see  references  at  the  back  of  this  book. 
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5.  Post-Coital  "Morning  After"  Pills 

Diethystilbestrol  (DES)  a  nonsteroidal  synthetic  estrogen  has 
recently  received  FDA  approval  as  a  post-coital  contraceptive  agent 
in  mid-cycle  sexual  exposvire.  DES  should  be  used  as  an  emergency 
measure  only;  it  should  not  be  considered  for  continuous  or  frequent 
use  for  birth  control  because  it  may  be  harmful  to  the  fetus  if 
conception  has  already  occurred.  The  FDA  emphasizes  that 
therapeutic  abortion  should  be  considered  when  DES  fails  due  to  the 
possibiHty  of  teratogenic  and  other  adverse  effects  on  the  fetus. 

Mechanism  of  Action: 

The  exact  mechanism  of  action  of  DES  is  unknown  but  it  has  been 
postulated  that  the  drug  may:  1)  interfere  with  blastocyst  implan- 
tation by  altering  biochemical  or  other  functions  unique  to  the 
blastocyst  and  necessary  for  implantation  or  2)  alter  the  his- 
tological and  possibly  biochemical  nature  of  the  endometrium 
resulting  in  an  unfavorable  site  for  implantation. 

Effectiveness: 

DES  is  an  effective  post-coital  contraceptive  but  treatment  failure 
can  occur.  These  failures  could  result  from:  1)  an  already  established 
pregnancy  2)  excessive  lapse  of  time  between  unprotected 
intercourse  and  DES  ingestion  3)  inadequate  dosage  4)  vomiting  the 
pills  5)  a  second  sexual  exposvu-e  or  6)  failure  of  the  drug.  Reports 
from  several  series  indicate  that  26  pregnancies  occurred  among 
5,593  women  treated  with  DES  or  other  estrogens  in  varied  doses  at 
reported  mid-cycle  exposure.  ^2 ,  53,   54 


Instructions  to  Patients: 

The  effectiveness  of  this  method  depends  on  its  proper  use.  It  must 
be  taken  in  the  correct  dosage  and  must  be  started  as  soon  as  pos- 
sible after  the  unprotected  intercourse.  It  must  be  started  within  72 
hours  to  be  effective.  The  recommended  treatment  schedule  is  25  mg 
of  DES  twice  a  day  for  5  consecutive  days  initiated  within  72  hours 
after  sexual  exposure. 

1.  Take  one  25  mg  pill  twice  a  day  for  5  days. 

2.  If  you  experience  severe  nausea  or  vomiting  return  to  the 
clinic.  It  is  important  that  you  take  the  full  course  of  the  drug  in  spite 
of  nausea  and  vomiting  which  may  occur.  (Since  vomiting  may  re- 
sult in  expulsion  of  medication  physicians  might  prescribe  an  an- 
tiemetic simultaneously.) 

3.  Use  a  second  method  of  birth  control  if  intercourse  occurs 
during  therapy. 

4.  If  this  method  fails  and  you  become  pregnant,  it  is  advisable 
that  you  seriously  consider  terminating  the  pregnancy  because  of 
possible  effects  of  the  drug  on  the  fetus.  (See  discussion  below). 
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Side  Effects: 

1.  Nausea  and  vomiting, 

2.  Headache 

3.  Menstrual  irregularities 

4.  Breast  tenderness 

At  present  there  is  no  positive  evidence  that  the  restricted  post-coital 
use  of  DES  carries  a  significant  carcinogenic  risk  to  either  the 
mother  or  fetus.  However,  a  statistical  association  has  been 
demonstrated  between  DES  taken  by  women  later  in  pregnancy  to 
prevent  spontaneous  abortion  and  the  appearance  of 
adenocarcinoma  of  the  vagina  or  cervix  in  their  daughters  at  any 
early  age.^^-as  In  a  study  of  patients  with  adenocarcinoma  of  the 
vagina  or  cervix,  A.L.  Herbst  found  that  one  patient's  mother 
received  at  most  10  mg  daily  for  a  period  of  only  12  days  during  the 
first  trimester  of  pregnancy  ."o  This  is  approximately  one-half  of  the 
total  dosage  of  DES  prescribed  for  use  as  a  post-coital  contraceptive. 
Since  the  fetal  vagina  is  formed  between  the  first  and  twelfth  week 
of  pregnancy,  female  fetuses  are  probably  most  at  risk  if  a  pregnant 
woman  takes  DES  during  this  interval.  The  possibiUty  of 
teratogenic  and  other  adverse  effects  on  the  fetus  with  very  early  ad- 
ministration of  DES  warrants  further  investigation.  Until  these 
investigations  are  complete,  voluntary  termination  of  pregnancy 
should  be  carefully  considered  when  pregnancy  occurs  in  spite  of  the 
use  of  DES.  Patients  should  be  informed  of  this  possible  risk  and  the 
choice  they  would  face  in  the  event  of  treatment  failure,  before  the 
"morning  after"  treatment  is  started. 


Other  Clinical  Uses: 

In  other  doses  DES  has  been  used  to  control  menopausal  symptoms, 

vaginitis  and  to  produce  suppression  of  lactation. 


Contraindications: 

Established  pregnancy  should  be  ruled  out  by  history,  examination 
and/or  by  pregnancy  tests  so  that  unnecessary  exposure  of  an 
already  existing  fetus  to  DES  does  not  occvur. 


Cost: 

A  prescription  for  25mg  B.I.D.  x  5  days  would  cost  approximately 

$4.50. 
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6.  Silastic  Capsules 

Like  the  mini-pill,  the  silastic  capsule  provides  a  low-dose 
progestin  for  fertility  control.  The  progestin  is  sealed  within  silastic 
tubing  which  is  inserted  subdermally.  Thus,  the  subject  need  only 
visit  the  clinic  at  approximately  yearly  intervals  for  insertion  and 
removal.  The  contraceptive  effectiveness  and  acceptability  of  sub- 
cutaneous silastic  capsules  containing  megestrol  acetate  were 
evaluated  in  313  women  for  3,493  cycles.  The  pregnancy  rate  in 
these  women  who  had  five  20  mm  capsules  was  6.5.  With  six  such 
capsules  seven  pregnancies  have  been  reported  for  294  women  in 
3,971  cycles,  giving  a  Pearl  Index  pregnancy  rate  of  2.1.  This 
delivery  system  of  a  mini-dose  is  beginning  clinical  trials  in  the 
United  States  but  it  is  not  yet  FDA  approved.^ ^"^'^ 

7.  Long  Acting  Progesterone  Injections— "The  Shot" 

This  drug  is  no  longer  experimental,  receiving  FDA  approval  in 
October,  1973.  Patients  on  this  regimen  must  sign  a  consent  form 
instructing  them  about  the  use  and  side  effects  of  DMPA. 

Mechanism  of  Action.  Medroxyprogesterone  acetate  (DMPA) 
or  Depo  Pro  vera  is  a  low-dose  long- acting  injectable  progesterone. 
One  hundred  and  fifty  milligrams  are  given  I.M.  every  three 
months.  This  compound  has  three  contraceptive  effects. 

1 .  The  continuous  release  of  progesterone  inhibits  the  mid-cycle 
surge  of  luteinizing  hormone  (LH),  thereby  preventing  ovulation. 

2.  The  compound  also  alters  the  cervical  mucus,  making  it  less 
penetrable  to  spermatozoa. 

3.  Endometrial  changes  occur  under  the  influence  of  DMPA.  As 
the  duration  of  use  increases,  the  uterine  Uning  develops  atrophic 
changes.  While  breakthrough  ovulation  probably  does  occur,  the 
changes  in  cervical  mucus  and  in  the  endometrium  can  either 
inhibit  fertilization  or  prevent  implantation. 

Use-Effectiveness.  The  theoretical  effectiveness  of  DMPA  is 
0.3-0.5  pregnancies/ 100  woman  years.  As  with  every  contraceptive 
the  effectiveness  in  total  users  is  somewhat  less  than  in  constant 
users  and  may  approach  5-10  pregnancies/100  woman  years. 


Side  Effects: 

1.  Excessive  endometrial  bleeding.  Metrorrhagia  or 
menorrhagia  occur  most  frequently  during  the  first  six  months  of 
use  of  the  compound.  In  the  maj  ority  of  the  clinic  trials  of  DMPA,  ex- 
cessive bleeding  was  the  most  frequent  reason  for  discontinuation  of 
DMPA  injections.  Breakthrough  bleeding  may  be  treated  with  0.5 
mg.  oral  diethystilbestrol  daily  or  with  the  estrogen  portions  of  a  se- 
quential oral  contraceptive. 

2.  Amenorrhea.  Cessation  of  menses  may  occur  more  fi"equen- 
tly  with  prolonged  duration  of  treatment.  Many  women  find  this  a 
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desirable    side  effect.  Pregnancy  may  result  when  some  women 
misinterpret  this  as  menopause  and  discontinue  contraception. 

3.  Potential  sterility.  The  extent  of  this  problem  has  not  been 
adequately  studied  yet.  It  is  probably  not  any  more  important  a 
problem  with  DMPA  than  it  is  with  combined  oral  contraceptives. 

4.  Decreased  libido 

5.  Headaches  or  dizziness 

6.  Weight  gain 


Contraindications: 

1.  Desire  for  future  pregnancies 

2.  Now  pregnant 

3.  History  of  cholestasis  in  pregnancy 

4.  Tumors  of  reproductive  organs,  including  breasts 

5.  Menorrhagia  or  amenorrhea. 

Profile  of  a  Patient  who  might  be  converted  to  Depo  Provera: 

1 .  Patient  desires  no  future  pregnancies  or  for  whom  pregnancy 
is  contraindicated. 

2.  Two  previously  attempted  methods  of  contraception  have 
failed. 

3.  Patient  with  a  history  of  complications  of  oral  contraceptives 
or  for  whom  oral  contraceptives  are  contraindicated. 

a)  Diabetes 

b)  Hypertension 

c)  Phlebitis/Embolism 

d)  Cardiac  Disease 

e)  Neurovascular  symptoms  (headaches,  fuzzy  vision) 

f)  Seizures 

g)  Nausea 
h)  Chloasma 

Mini  pills  might  also  be  considered  for  these  patients.  This 
suggestion  of  progestin-only  contraception  is  based  on  a  clinical 
judgement  that  exogenous  estrogen  is  the  factor  to  be  eliminated  in 
these  cases. 


37 


640 

B.  INTRAUTERINE  CONTRACEPTIVE  DEVICES 

1.  Currently  Available  Devices 

Mechanism  of  Action  of  lUD's:  lUD's  are  steel  or  polyethylene 
foreign  bodies  which  are  placed  into  the  uterine  cavity  and  which 
usually  have  a  nylon  "tail"  (strings)  which  can  be  felt  by  the  patient 
at  the  cervical  os.  Closed  devices  include  the  bow  and  the  Hall-Stone 
ring.  In  the  event  of  uterine  perforation,  closed  devices  have  a  higher 
incidence  of  intestinal  obstruction  dueto  the  entrapment  of  intestine 
within  the  closed  structure  of  the  ring.  Because  of  the  gravity  of  this 
complication  closed  devices  are  not  recommended.  Open  devices  in- 
clude Lippes  Loops  of  various  sizes,  coils,  spirals,  and  the  recently 
developed  Dalkon  Shield.  It  was  formerly  thought  that  lUD's 
worked  by  producing  tubal  motility.  Presently,  the  evidence  favors 
the  explanation  that  a  local  inflammatory  response  occurs  in  which 
polymorphonuclear  leukocytes  are  mobilized  and  produce  lysis  of 
either  the  sperm  or  the  blastocyst. 

Use-Effectiveness:  Combined  studies  of  numerous  institutions 
using  the  Lippes  Loop  D  indicate  that  after  one  year  78.5%  of  the 
women  initiating  this  method  of  birth  control  will  still  be  using  the 
Loop.  This  figure  includes  those  patients  who  have  had  removals 
or  expulsions  and  then  reinsertions  during  the  year.  Another  10.8% 
will  have  discontinued  the  method  for  pain  or  bleeding,  another  9.6% 
will  have  expulsions  leading  to  discontinuation  of  the  method;  and 
2.6%  will  be  pregnant.  Pregnancy  rates  fell  sharply  after  several 
years  of  use  of  the  lUD  so  that  by  the  fourth  and  fifth  years  the 
pregnancy  rate  is  well  under  10  per  hundred  women  years  of  use.  Ex- 
pulsions decrease  more  rapidly  with  prolonged  use  of  an  lUD,  the 
rate  being  almost  8  times  higher  in  the  first  month  than  it  is  in  the 
twelfth  month.  In  our  experience,  the  smaller  Lippes  Loop  A  has 
been  tolerated  well  by  some  patients  who  have  had  to  have  the 
Lippes  Loop  D  removed  for  pain  or  bleeding. 

The  Dalkon  Shield  is  the  most  recent  of  the  lUD's  available  on 
the  market.  The  smaller  Dalkon  Shield  may  have  definite  ad- 
vantages in  nulliparous  patients.  The  Dalkon  Shield  has  low  ex- 
pulsion rates  and  may  be  used  for  patients  who  have  had  Loop  ex- 
pulsions. Experience  to  date  with  the  Dalkon  Shield  indicates  ex- 
cellent patient  continuation  and  a  low  pregnancy  rate. 
Insertion  of  the  lUD: 

Physicians  instructions  for  lUD  insertion  are  found  in  the  in- 
dividual package  containing  each  lUD.  In  order  to  reduce  the  risk  of 
uterine  perforation  the  following  two  steps  have  been  found  to  be  im- 
portant. 

1 .  Always  use  a  tenaculum.  The  uterus  may  be  pulled  into  more 
of  a  mid-place  position  for  easier  insertion.  It  also  allows 
countertraction  during  the  insertion. 
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2.  Always  sound  the  uterus  prior  to  insertion  to  determine  depth 
and  direction.  This  is  especially  important  with  the  Dalkon  Shield 
in  order  to  estimate  the  placement  high  in  the  fundus.  It  is  also 
recommended  that  the  cervix  be  swabbed  with  an  antiseptic  in  order 
to  reduce  the  risk  of  contamination. 

Some  of  the  procedures  used  in  a  family  planning  clinic  are 
painful,  and  some  type  of  anesthesia  may  be  used.  A  paracervical 
block  using  xylocaine,  lidocaine  or  a  similar  drug  is  recommended 
for  some  Dalkon  Shield  insertions,  cervical  dilation  and  the  like. 

1.  The  physician  visualizes  the  cervix  using  a  speculum.  He 
then  cleans  it  with  betadine. 

2.  Different  physicians  use  different  placements  of  injections 
around  the  cervix.  One  technique,  possibly  the  preferable  technique, 
is  to  inject  10  cc  of  1%  xylocaine  at  4  and  8  o'clock  on  the  cervix.  A 
common  procedure  is  five  injections  of  a  total  of  2.5cc  of  a  two  per 
cent  solution  of  anesthetic.  The  injections  are  given  at  twelve 
o'clock,  nine  o'clock,  three  o'clock,  five  o'clock  and  seven  o'clock  in 
that  order.  Aspirate  lightly  with  each  injection.  Anesthesia  occurs 
in  about  two  minutes. 

3.  The  needle  is  inserted  just  under  the  mucosa  in  the  connec- 
tive tissue.  Since  most  of  the  smaller  blood  vessels  and  capillaries  oc- 
cur in  this  region,  this  assures  rapid  and  adequate  distribution  of  the 
anesthetic. 

Family  planning  programs  have  found  laminaria  tents  of  value  in 
the  difficult  removal  of  lUDs  and  occasionally  in  the  insertion  of 
lUDs.  Laminaria  tents,  used  extensively  by  Japanese  physicians  to 
dilate  the  cervix  during  induced  abortions  are  made  of  compressed 
seaweed.  These  two-inch  long  pegs  of  variable  thicknesses  are 
available  to  facilitate  removal.  When  correctly  placed  within 
the  cervical  canal,  the  laminaria  will  expand  up  to  five  times  its 
original  size  by  absorbing  cervical  secretions.''^  A  laminaria  was 
recently  used  in  the  difficult  removal  of  a  Dalkon  Shield  and  allowed 
to  remain  in  the  cervical  canal  for  two  hours.  During  this  two  hour 
period  the  laminaria  doubled  in  size,  and  slowly  dilated  the  cervical 
canal. 

Instructions  to  Patients: 

One  of  the  major  advantages  of  the  lUD  is  that  there  are  very  few 
mistakes  the  patient  can  make  using  the  method.  However,  the 
patient  should  be  given  the  following  information. 

1.  Check  to  feel  the  strings  of  the  lUD  at  weekly  intervals  dur- 
ing the  first  month  of  use  and  especially  after  the  first  menstrual 
period  with  the  lUD  in  place;  If  the  lUD  strings  cannot  be  felt  or  the 
device  itself  can  be  felt,  the  family  planning  clinic  should  be  con- 
tacted immediately. 

2.  Be  sure  to  check  the  lUD  strings  after  each  menstrual  period 
during  the  first  six  months  of  use. 

39 


642 


3.  Some  cramping  may  occur  for  twenty-foxir  to  forty-eight 
hours  after  insertion.  If  this  is  severe,  the  family  planning  clinic 
should  be  contacted  immediately.  Your  first  two  or  three  menstrual 
periods  may  be  somewhat  heavier.  The  menstrual  flow  will  usually 
decrease  after  this,  but  will  most  likely  still  be  heavier  than  a  normal 
period  without  an  lUD.  Aspirin  often  relieves  cramping  pain  post 
lUD  insertion. 

4.  Nulliparous  patients  should  be  particularly  encouraged  to 
come  to  the  family  planning  clinic  during  or  immediately  after  their 
period  for  insertion.  Insertion  is  easier  at  this  time  because  the 
cervical  os  is  larger  than  at  other  times. 

5.  To  improve  the  effectiveness  of  the  lUD,  we  recommend  the 
use  of  condoms  or  foam  on  days  10-18  of  the  cycle  (presuming  that 
the  patient's  cycle  is  approximately  28  days  in  duration).  A.H.  Rob- 
bins,  manufacturers  of  the  Dalkon  Shield,  has  come  out  with  Dalkon 
contraceptive  foam.  Hopefully  this  name  identification  between 
foam  and  lUD  will  increase  patient  acceptance  of  foam  during  mid- 
cycle. 

6.  Reassure  the  patient  that  men  usually  do  not  feel  the  strings 
during  intercourse. 

7.  With  the  exception  of  the  copper  devices,  which  must  be 
replaced  every  24  months,  most  programs  tell  patients  that  lUD's 
may  be  left  in  place  through  menopause  provided  they  are  causing 
no  problems. 

Other  Clinical  Uses:  None. 

Side  Effects: 

1.  Dysmenorrhea  and  menorrhagia.  Particularly  for  the  first 
one,  two  or  three  months  following  insertion,  the  menstrual  period 
may  be  somewhat  more  painful,  and  the  menstrual  flow  is 
somewhat  heavier. 

2.  Pelvic  Inflammatory  Disease.  There  is  some  evidence  that 
the  use  of  unsterile  devices  and  of  unsterile  insertion  techniques  has 
resulted  in  significant  pelvic  infection  appearing  12  hours  after 
insertion.  In  most  cases  the  uterine  cavity  becomes  sterile  within  48 
hours  after  an  lUD  insertion.  It  is  often  possible  to  treat  pelvic  in- 
flammatory disease  in  lUD  users  without  removing  the  lUD.  Most 
pelvic  infections  seen  months  after  insertion  are  coincidental  in 
nature  and  quite  unrelated  to  lUD  usage.  More  studies  need  to  be 
done  to  define  the  association  of  lUD  usage  and  pelvic  infection. 

3.  Expulsion.  The  patient  should  be  told  to  check  after  her 
menstrual  period  for  explusion  of  the  lUD  and  to  feel  for  the  plastic 
of  the  lUD  at  the  os  of  the  cervix.  If  plastic  is  felt  by  the  patient,  this 
is  a  partial  expulsion  and  she  should  go  to  her  physician  at  once. 

4.  Uterine  perforation.  The  placing  of  a  tenaculum  on  the 
anterior  lip  of  the  cervix  and  sounding  the  uterus  with  each 
insertion  of  an  lUD  will  decrease  the  possibility  of  uterine 
perforation.  If  a  patient  comes  to  the  clinic  and  the  strings  are  not 
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visible,  the  following  techniques  should  be  employed: 

a.  Pregnancy  should  be  ruled  out  by  physical  examination 
and/or  pregnancy  test. 

b.  A  marker  lUD  of  different  shape  than  the  original  lUD 
should  be  inserted  once  pregnancy  has  been  eliminated  as  a  pos- 
sibility. 

c.  An  antero-posterior  and  obUque  x-ray  should  be  taken-re- 
quest  soft-tissue  technique. 

d.  If  X-ray  reveals  both  lUD's  in  the  same  plane,  the  second 
lUD  should  be  removed. 

e.  If  lUD's  are  both  seen  in  the  pelvis  but  are  in  different 
planes  on  the  A.P.  and  Oblique  views,  the  tentative  diagnosis  of 
perforation  of  the  uterus  with  the  original  lUD  can  be  made. 

5.  Removals.  If  removal  is  difficult  due  to  broken  lUD  strings  or 
retraction  of  the  strings  within  the  uterus,  removal  can  be  facilitated 
by  hooks  of  various  sizes  or  alligator  forceps  which  enable  the 
physician  to  grasp  the  strings  or  the  device  within  the  cervical  canal 
or  the  uterine  canal.  Laminaria  tents  may  also  be  used  to  dilate  the 
cervical  canal. 


Contraindications: 

Pregnancy  and  active  inflammatory  disease  are  the  two  ab- 
solute contraindications  for  the  use  of  the  intrauterine  device. 
Among  the  relative  contraindications  to  the  lUD  are  distortion  of 
the  uterine  cavity  due  to  myomata,  congenital  malformation  and 
recent  history  of  undiagnosed  vaginal  bleeding. 


Cost: 

Lippes  Loops  now  cost  the  cUnic  $1.50  while  the  Dalkon  Shield 
costs  the  family  planning  clinic  $3.05. 
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2.  Experimental  lUD's 

a.  The  Copper  Devices 

In  1966,  Dr.  Howard  J.  Tatum  of  the  Population  Council  designed  a 
T-shaped  device  which  had  lower  rates  of  medical  removal  than  the 
Lippes  Loop.  The  Tatum  "T",  however,  was  found  to  have  a  high 
failure  rate  (18  pregnancies  per  100  woman  years)  until  its  efficiency 
was  enhanced  by  winding  a  fine  copper  wire  around  the  shaft  of  the 
device.  The  Copper  "7"  is  a  variation  of  this  device  shaped  like  a  "7" 
with  thin  copper  wire  wound  around  its  shaft.  Currently  the 
function  of  the  copper  is  unknown,  but  it  may  be  an  enzyme 
inhibitor  and  it  is  believed  that  it  acts  by  either  preventing  sperm 
capacitation  or  blocking  implantation  of  the  blastocyst. 
Use-Effectiveness:  A  pregnancy  rate  of  between  0.5  and  1 .5  per  one 
hundred  woman  years  of  use  has  been  achieved  with  the  TC  u-200  or 
Copper  "T".  The  continuation  rate  after  one  year  of  use  is  over 
ninety  percent. 

Side  Effects:  None  due  to  the  copper.  It  has  been  found  that  the 
patient  experiences  less  cramping  and  bleeding  than  with  loops  and 
coils. 

b.  The  Progesterone  T. 

The  progesterone  T  is  an  adaptation  of  the  Tatum  T.  The  device  is  a 
hollow  polyethylene  T  which  contains  25mg  of  progesterone.  After 
one  year  of  use,  the  device  is  removed  and  a  new  one  inserted.  During 
the  year  the  progesterone  T  is  in  place,  it  releases  50  meg 
progesterone  per  day.  It  is  hoped  that  the  local  presence  of 
progesterone  will  decrease  uterine  muscular  contractions  (cram- 
ping). 

c.  The  LEM  or  Petal.  The  search  for  an  lUD  with  low  expulsion 
rates  which  can  be  inserted  immediately  post-delivery  goes  on!  A 
new  lUD,  the  LEM  or  petal  (see  photo)  was  developed  by  John 
Marco  of  Marco  and  Son.  It  was  designed  to  change  its  dimensions 
and  contours  as  the  uterus  involuted  and  hence,  could  be  used  post 
abortion  and  in  particular  postpartum.*^  In  a  recent  study,  the 
failure  of  this  lUD  has  been  found  to  be  3.0  per  hundred  women 
years  of  use.  The  overall  expulsion  rate  was  5.9  per  cent  but  the  rate 
declined  as  the  inserters  became  more  experienced.  The  removal 
rate  was  16.3  per  cent.''^ 

Presently  the  LEM  is  being  studied  by  Searle  Laboratories. 
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C.  The  Diaphragm  and  Jelly /Cream 

Mechanism  of  Action:  The  diaphragm  is  a  dome-shaped  rubber  cup 
which  arises  from  a  circular  metal  spring.  It  ranges  from  55  to  100 
mm  in  diameter  in  size.  It  is  inserted  into  the  vagina  and  covers  the 
cervix.  A  spermicidal  jelly  or  cream  is  placed  within  the  rubber  dome 
and  around  the  rim  of  the  diaphragm  in  order  to  keep  as  much  of  the 
spermicidal  agent  as  possible  in  the  proximity  of  the  cervical  os.  It 
has  been  shown  that  the  diaphragm  is  moved  about  during  coitus, 
and  its  primary  mechanism  of  action  is  to  hold  the  spermicidal 
agent  near  the  cervical  os. 

Use-Effectiveness:  When  the  diaphragm  is  used  properly,  a  failure 
rate  of  2  to  3  pregnancies  per  hundred  women  years  of  use  will  be 
observed.  In  total  users  the  failure  rate  varies  from  9  to  34  per  hun- 
dred women  years  of  use. 

Instructions  to  Patients:  Selection  of  the  proper  size  of  diaphragm 
is  of  paramount  importance.  Before  the  pelvic  examination,  the 
patient  should  be  given  a  thorough  explanation  of  pel  vie  anatomy, 
preferably  with  charts  and  models.  The  patient  should  be  taught  to 
feel  both  the  pubic  bone  and  the  cervix.  The  largest  size  diaphragm 
which  can  be  worn  without  discomfort  should  be  chosen.  Vaginal 
expansion  occurs  during  female  orgasm,  and  this  affects  the  "fit"  of 
the  diaphragm. 
The  diaphragm  should  be  used  properly  according  to  instructions: 

1)  With  the  dome  down  apply  one  teaspoonful  of  spermicidal 
foam,  jelly,  or  cream  to  the  inside  of  the  diaphragm  and  around  the 
rim. 

2)  Insert  the  diaphragm  not  more  than  six  to  eight  hours  before 
intercourse. 

a.  Squeeze  opposite  points  on  the  rim  of  the  diaphragm 
together,  making  the  diaphragm  take  the  shape  of  an  arc. 

b.  With  one  leg  raised  and  supported  on  the  seat  of  a  chair,  the 
diaphragm  is  directed  along  the  posterior  wall  of  the  vagina  as  far 
as  it  will  go. 

c.  The  rim  of  the  diaphragm  is  pushed  upward  behind  the 
pubic  bone. 

3)  It  is  very  important  to  feel  the  cervix  through  the  diaphragm 
as  this  is  the  only  sure  way  to  know  whether  it  is  in  the  correct 
position. 

4)  To  remove  the  diaphragm,  hook  the  finger  behind  the  rim 
and  pull  it  out. 

5)  It  is  important  to  insert  an  additional  teaspoonful  of 
spemicidal  jelly  or  foam  into  the  vagina  before  each  act  of  coitus 
if  the  diaphragm  has  not  been  removed  between  acts  of  coitus. 

6)  The  diaphragm  should  not  be  worn  continuously  but  should 
be  removed  eight  to  sixteen  hours  after  coitus.  The  diaphragm 
should  then  be  washed  thoroughly  with  soap  and  water,  rinsed, 
dried  with  a  towel  and  coated  with  talcum  powder  or  corn  starch. 
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The  rim  of  the  diaphragm  may  be  a  coil  spring,  a  flat  spring  or 
an  arc  spring.  Many  physicians  feel  that,  practically  speaking,  all 
patients  can  use  the  arc  spring  type  comfortably. 
Other  Clinical  Uses:  None. 

Side  Effects:  None  except  possible  allergic  reactions  to  rubber  and/ 
or      spermicidal    agent    or    growth    of   microorganisms    if   the 
diaphragm  is  left  in  place  for  too  long. 
Contraindications: 

1)  Complete  uterine  prolapse 

2)  Vesico-vaginal  fistula 

3)  Recto-vaginal  fistula 

4)  Severe  cystocele 

5)  Severe  retroversion  or  ante  version  of  the  uterus. 

Cost:  The  diaphragm  itself  costs  about  $1.50  to  $3.00  and  con- 
traceptive jelly  costs  about  $1.50  per  tube.  One  tube  of  jelly  contains 
about  3^4  ounces,  enough  for  about  ten  applications. 

VIII.  QUESTIONS  FOR  REVIEW 
If  examination  of  the  ovaries  during  an  operation  on  a  woman 
revealed  the  absence  of  newly  formed  corpus  lutea,  what  type(s)  of 
contraceptive  method(s)  might  she  be  using? 

Describe  the  effect  of  oral  contraceptives  containing  both  estrogen 
and  progesterone  on  the  following  areas:  a)  hypothalamus  and 
pituitary  b)  endometrium  c)  cervical  mucus. 

What  are  the  four  potential  serious  side  effects  of  oral  contraceptives 
that  physicians  should  always  warn  their  patients  about? 

A  patient  has  missed  two  of  her  oral  contraceptive  pills.  What  are 
your  instructions  to  her? 

Discuss  some  of  the  advantages  and  disadvantages  of  providing  a 
perimenopausal  woman  hormone  replacement  by  putting  her  on 
oral  contraceptives. 

Would  you  increase  or  decrease  the  estrogenic  or  progestational 
component  of  oral  contraceptives  in  each  of  the  following  cases:  a) 
depression  b)  spotting  c)  acne  d)  heavy  menstrual  bleeding? 

What  are  the  advantages  of  providing  women  with  low  dose  es- 
trogen oral  contraception? 

What  are  the  advantages  of  using  two  methods  of  birth  control,  such 
as  foam  and  condoms,  or  foam  and  lUD's,  on  days  10  to  18  of  a  28 
day  cycle? 

Discuss  Pelvic  Inflammatory  Disease  (PID)  and  its  relation  to  lUD 
users. 

During  what  part  of  the  cycle  is  an  lUD  most  likely  to  be  expelled? 

What  are  the  advantages  of  lUD  insertion  in  a)  postpartum 
patients  b)  nulliparous  patients  during  menstruation? 
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Two  pills  are  available:  one  with  50  meg  of  mestranol,  the  other  with 
50  meg  of  ethinyl  estradiol.  Whieh  of  these  two  pills  has  the  greater 
estrogenie  potency? 

A  woman  eomes  to  you  requesting  your  help  in  using  the  rhythm 
method  of  birth  control.  She  says  that  she  has  had  menstrual  cycles 
from  25-29  days  in  length  over  the  past  year.  How  would  you 
counsel  her? 

The  Emory  University  Family  Planning  Clinic  at  Grady  is  thinking 
of  giving  patients  colored  condoms  (yellow,  blue,  black,  red,  etc.) 
when  condoms  are  requested.  What  are  the  possible  ad- 
vantages/disadvantages of  the  colored  condom  program? 

IX.  CONTRACEPTIVE  TECHNIQUES  OF  THE  FUTURE 

A.  The  immediate  future  of  contraceptive  development  appears  to 
rely  on  innovations  and  modifications  of  presently  used  systems. 
These  are: 

1.  New  designs  of  intrauterine  devices  which  will  reduce  ex- 
pulsion, removals  for  pain  or  bleeding,  and  pregnancy  rates. 
Another  category  of  lUD  being  tested  is  one  which  contains  a 
progestin  which,  when  released  in  the  uterus,  acts  locally  upon  the 
endometrium  to  alter  it  in  such  a  way  as  to  prevent  implanation. 
(See  photo  of  lUDs) 

2.  New  delivery  systems  for  steroid  contraceptive  therapy  may 
soon  be  available.  These  include  a  silastic  ring  containing  progestin 
which  is  worn  in  the  vagina  similar  to  the  way  a  diaphragm  is  worn. 
Another  delivery  system  is  that  of  subdermal  silastic  materials  con- 
taining progestin.  (See  "Silastic  Capsules") 

3.  New  methods  of  sterilization,  both  reversible  and  irreversible, 
are  being  developed.  Intrauterine  or  transvaginal  installation  of 
various  chemicals  which  will  occlude  the  fallopian  tubes  is  being 
studied.  The  advantage  to  this  method  of  sterilization  is  that  it 
avoids  abdominal  surgery.  With  the  increase  in  popularity  of  vasec- 
tomies for  men,  research  has  been  pointed  towards  ways  of  making 
vasectomy  reversible.  This  has  its  difficulties,  in  that  in  some  cases 
an  open  lumen  can  be  re-established,  but  adequate  numbers  of 
healthy,  potent  sperm  cannot  be  obtained.  One  possible  technique 
uses  clips  which  only  occlude  the  vas  but  do  not  cut  it.  Theoretically, 
the  clips  may  be  removed  at  a  later  date  to  restore  fertility. 

4.  There  is  growing  interest,  particularly  in  the  women's  self-help 
movement,  in  the  performance  of  menses  extraction  on,  just  after  or 
just  prior  to  the  expected  date  of  menses.  Menses  extraction  involves 
placing  a  small  plastic  catheter  up  through  the  cervical  canal  into 
the  endometrial  cavity  and  subsequent  application  of  a  negative 
pressure.  This  negative  pressure  is  applied  with  something  as  sim- 
ple as  a  small  syringe.  The  numerous  potential  hazards  of  this 
procedure  deserve  careful  study  before  it  is  utilized  on  a  wide  scale. 
In  certain  instances,  menses  extraction  may  be  used  by  physicians 
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in  their  offices  with  minimal  complications.  Some  clinics  use  this  as 
an  "early  abortion"  technique,  although  it  is  done  before  a  positive 
diagnosis  of  pregnancy  can  be  established.  The  Association  of 
Planned  Parenthood  Physicians  is  in  the  process  of  developing 
standards  for  menstrual  extraction  and  these  should  be  made 
available  in  the  near  future. 

B.    In  the  more  distant  future,  work  is  preceding  in  several  areas: 

1.  In  the  area  of  male  contraception,  reports  are  being  published 
about  the  use  of  steroids  to  produce  azoospermia.  This  is  a  potential 
lead  for  future  clinical  trials. 

2.  In  recent  years  much  attention  has  been  focused  on  the 
hypothalamic  control  of  gonadotropic  secretion  by  the  pituitary. 
Releasing  factors  (hormones)  from  the  hypothalamus  have  been 
found  which  control  follicular  growth  and  ovulation.  When 
clinically  available  these  releasing  factors  might  be  of  future  im- 
portance in  the  control  of  fertihty.  By  injecting  LH  releasing  factor 
(LRF),  ovulation  has  been  induced  in  normal  women  and  in  women 
whose  amenorrhea  is  of  hypothalamic  origin.  The  cyclic  use  of  this 
releasing  factor  could  be  of  future  importance  in  maintaining  or  re- 
storing normal  cyclic  ovulation.  In  addition  a  type  of  competitive 
inhibition  may  be  used  to  suppress  ovulation.  Inactive  LRF 
analogues  (slightly  altered  molecules  of  LRF)  are  used  to  flood 
pituitary  receptors.  When  true  LRF  is  released  by  the 
hypothalamus,  there  are  no  receptor  sites  available  and  thus  no 
stimulation  of  pituitary  secretion  of  LH. 

3.  There  are  many  areas  of  reproductive  biology  which  are  be- 
ing examined  for  their  usefulness  in  contraceptive  development. 
Some  of  these  projects  include  the  search  for  chemicals  which  will 
modify  the  endometrium  to  prevent  implantation  of  the  fertilized 
ovum,  chemical  means  of  inducing  menstruation  early  in  pregnan- 
cy, and  the  search  for  safe  and  specific  antigens  to  interfere  with 
events  in  the  reproductive  chain  both  in  males  and  females. 

X.  PROBLEM  ORIENTED  RECORD  SYSTEM  (PORS) 

In  an  effort  to  provide  better,  more  uniform  patient  care  and  to 
facilitate  better  recordkeeping,  Emory  University  Family  Planning 
Program  at  Grady  Memorial  Hospital  in  Atlanta  has  adopted  the 
Problem  Oriented  Record  System  for  use  in  its  clinic.  The  patient 
questionnaire,  or  form  080,  and  the  Entry  Data  Base,  or  form  081, 
are  the  primary  concern  of  this  section. 

The  patient  questionnaire  is  a  list  of  subjective  questions  relative  to 
the  proper  evaluation  of  a  patient  seeking  contraception  and  is 
written  in  a  style  that  the  patient  can  readily  understand.  Usually  a 
yes  or  no  answer  is  the  only  response  that  is  required. 

When  the  patient  enters  the  examination  room,  the  questionnaire, 
along  with  the  Entry  Data  Base,  are  presented  to  the  attending 
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physician  or  nurse  clinician  along  wdth  the  medical  records  of  the 
patient.  The  physician  then  proceeds  to  interview  the  patient  pay- 
ing special  attention  to  those  questions  answered  in  the  affirmative. 

In  getting  more  detailed  responses  on  the  yes  responses  on  the 
patient  questionnaire,  the  physician  can  determine  if  this  area 
represents  a  contraindication  to  some  method  of  birth  control.  For 
instance,  in  evaluating  a  positive  response  to  question  15b  "Have 
you  ever  had  migraine  or  sick  headaches?",  it  is  necessary  to 
determine  if  this  is  possibly  a  neurovascular  condition  or  simple 
nervous  tension. 

The  question  number  on  the  patient  questionnaire  corresponds  to 
the  subjective  items  found  under  Medical  History  on  the  Entry  Data 
Base.  In  eliciting  a  history,  the  physician  will  mark  (X)  in  the  (NO) 
column  if  the  patient  has  a  negative  history  for  the  particular  sub- 
jective item  in  question.  To  the  right  of  the  (NO)  column  is  a  set  of 
columns  headed  by  the  different  contraceptive  methods.  If  the 
patient  gives  a  positive  history  for  any  of  the  subjective  items,  a 
horizontal  line  is  drawn  through  all  five  columns  and  the  different 
contraceptive  methods.  The  white  blocks  indicate  a  relative  or  ab- 
solute contraindication  to  the  method  of  contraception  heading  that 
particular  column.  Grey  blocks  indicate  no  contraindication. 

The  relative  contraindications  are  not  listed  to  inhibit  independent 
thinking  on  the  part  of  the  physician,  but  rather  to  guide  him  in 
making  the  best  possible  choice  of  contraception  for  his  patient. 

After  obtaining  the  patient's  history,  the  physician  proceeds  with 
the  physical  examination.  Under  "Physical  Examination"  a  Ust  of 
objective  items  are  listed.  If  the  item  is  indicated  as  normal,  an  (x)  is 
placed  under  the  normal  column.  If  the  item  is  found  to  be  abnormal 
in  the  patient  a  horizontal  line  is  drawn  through  all  five  columns 
under  the  different  contraceptive  methods.  The  interpretations  of 
grey  and  white  boxes  is  the  same  as  the  section  on  patient  history. 

The  next  section  is  a  listing  of  results  fi-om  laboratory  tests 
performed  before  the  patient  is  brought  into  the  examination  room, 
either  at  that  visit  or  a  recent  prior  visit.  Entry  and  interpretation  is 
done  as  before. 

The  section  on  assessment  is  an  evaluation  of  the  sections  on 
Patient  History,  Physical  Examination  and  Laboratory.  If  there  are 
any  contraindication  to  a  method  of  contraception,  the  (YES)  box 
under  that  method  is  circled.  The  presence  of  a  noted  con- 
traindication there  requires  the  doctor  to  use  his  evaluative 
judgement.  The  decision  about  use  of  this  particular  method  of  con- 
traception and  the  reasons  for  the  conclusions  reached  are  recorded 
in  the  patient's  chart.  It  is  an  opportunity  for  the  decision-making 
logic  to  be  placed  into  the  record. 
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PATIENT    QUESTIONNAIRE 

Family  Planning  Clinic 
Grady  Memorial  Hospital 


080 


Please    Print^ —  i         ^y\  J 

Your   Name:       rro.r\k.g-        i->      >  '  \oorV\  e-0>  d 
Today's  <^    /  ,  5  /^-jl  Your   Date     3/   \a_/    5> 
Date         Mo^ayAr        of   Birth    Mo/Pay  /  Yr 


This   questionnaire    is   designed    to   halp   your   doctor    and    the    staff    in    the 
Family   Planning    Clinic    find   the   best   way   to  help   you   plan    your    family. 
If   you  have    trouble    answering   any  of    the   questions,     the    interviewer   will 
be   glad    to   help   you.       If   you  have    filled    out   this    form  within    the    last 
12   months,    please    return    it    to    the    interviewer. 

For    each   question   write    an   X    in    the   box    that   most    closely    fits    your 
answer    to    the   question.      Where    there    is    a  blank    space    at    the   end   of    a 
ques-tion,    fill    in   the  blank  with   your  written   answer. 


1.      What   method   of   birth    control   would    you    like    to   use?     (X   one) 

t-.  r— I        Device        r-\  r    Condoms      r— 1   -,    Pulling      (—1      „   Sterili- 

g]  1. Pills  U   3.  (lUD)  U   5-  (Rubbers)U   7-Out  1-1      ^-zation 

□  2.DiaphragmQ  4.  Foam  \J  6.  Rhythm        Q  8.  None  D   ^°  •  g^j^^Q^^'^ 


2.      What  methods   of   birth   control   have   you   used    in   the   past? {X   each   used) 
Dl.Pills  \j3.Tl^r        K!5.'l8Sg82ls)|^7.gS^^^"^      D      ^-^o^^^lror 

D  2  .  D  iaphr  agmg]  4 .  Foam  D  6  .  Rhythm        D  8    None  D   10 -Unknown 


3.      What  methods    of  birth   control   used   by   you  have   caused   you    trouble? (X 

□  I — I        Device  r — 1   ^    Condoms      1 — 1   .,   Pulling  1     1      „   f,^„^ 

1. Pills  n  3.  (lUD)  n  5-1  Rubber s)LJ   7 . Out  [_]      ^-None 

' — '  rr  f—,  I — I    ,_    other   or 

□  2  . D iaphr agmD  4 . Foam  [J  6. Rhythm        I^S.None  U    10- 


Unknown 


4.   Do  you  ever  want  more  (or  any)  children?  (X)         | — |  No 


Did  you  ever  have  yellow  jaundice  or  liver  [2  "o      [  |  Yes 

disease  while  you  were  pregnant" 


Have  you  ever  had  diabetes  or  sugar  in  your  urine?  [^  No      Q  Yes 


7.   Does  anyone  in  your  family  have  diabetes?  1X1^°      D  ^^- 


Have  you  ever  had  high  blood  pressure?  [Zl  No 


g    Does  anyone  in  your  family  have  high  j— j  pj^ 

blood  pressure? 


Have  you  ever  had  pains  or  clots  in  your  legs?      □  No 


Have  you  ever  had  bad  chest  pains  or  unusual        ^  No      [D '^^- 


shortness  of  breath? 


12.   Have  you  ever  had  heart  disease?  El  ^°      d  "^^ 


13.   Have  you  ever  had  anemia  or  low  blood? 


•I  .    Does  anyone  in  your  family  have  anemia 
or  low  blood? 


or  low  Dxooa  . . . ___^ 

Have  you  ever  lost  your  sight  or  had  temporary      g]  No      [J  Yes 

fuzzy  vision?  ^^-^^^^^^^— 
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15b. 

Have  you  ever  had  migraine  or  sick  headaches? 

Qno 

El  Yes 

ISb 

16. 

Have  you  ever  had  lumps  in  your  breast  or 
breast  discharge? 

[^No 

Dves 

16 

17. 

Have  you  had  liver  disease  within  the  past  year? 

0N° 

Dve. 

17 

18. 

Have  you  ever  had  seizures  or  convulsions? 

0NO 

□  Yes 

ie 

19. 

Have  you  ever  attempted  suicide? 

IZ1n° 

□  Yes 

19 

^0. 

Have  you  ever  had  asthma? 

El  No 

□  Yes 

20 

21. 

Are  you  allergic  to  penicillin  or  any  other  drug? 

g]No 

□  Yes 

21 

22a. 

Have  you  ever  had  an  infection  in  your 
birth  canal? 

0No 

□  Yes 

22a 

22b. 

Have  you  ever  had  an  infection  in  your  tubes 
or  womb  ? 

g]  No 

□  Yes 

22b 

23a. 

Have  you  ever  had  cancer  of  your  womb? 

KIn° 

□  Yes 

23a 

2  3b. 

Have  you  ever  had  a  tumor  or  fibroid  in  your  womb 

?Hno 

□  Yes 

23b 

24. 

Does  anyone  in  your  family  have  breast  cancer? 

K|no 

□  Yes 

24 

25. 

Do  you  have  severe  cramping  wit)-  your  periods? 

Kno 

□  Yes 

25 

26a. 

Do  your  periods  usually  last  more  than  7  days  or 
do  you  soak  more  than  5  pads  per  day? 

g)  No 

□  Ye. 

26a 

26b. 

Have  you  ever  had  bleeding  between  periods? 

Hno 

□  Yes 

26b 

27. 

Was  your  last  period  more  than  3  months  ago? 

gl  NO 

□  Yes 

27 

28. 

Are  your  periods  often  more  than  a  month  apart? 

K  No 

□  Yes 

2S 

29a. 

Do  you  think  you  might  be  pregnant  now? 

K  N° 

□  Ye 

29a 

2  9b. 

Have  your  breasts  felt  unusually  sore  or  large 
recently? 

Kl ''" 

□  Yes 

29b 

2  9c. 

Have  you  recently  felt  nauseated  or  sick  to 
your  stomach? 

IE  «° 

□  Ye. 

29e 

30a. 

When  was  your  O  /  "^  /  H  'i 
last  period?  Mo   Day   Yr 

30b.  When  was  the  p 
before  that? 

eriod  §  /  C,  /r,^ 
Mo   Day'  Y) 

30a 
30b 

31a. 

How  many  babies  have  you  had  that  weighed 
5^  pounds  or  more  at  birth? 

31a 

1    1   1 

31b. 

How  many  babies  have  you  had  that  weighed 
less  that  5^-i   pounds  at  birth? 

31b 

1     o| 

31c. 

How  many  abortions  or  miscarriages  have  you  had? 

31c 

1     o| 

31d. 

How  many  living  children  do  you  have? 

31d 

1     \  1 

32. 

How  old  were  you  when  you  first  started  having 
periods? 

32 

i  >^l 

33. 

If  vou  want  more  children,  how  many?  ^ 

How  soon?   less  than  1  year]  I,  1-2  yearsn,   more  than  2  ) 

•earsia 

33 
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CASE  EXAMPLE: 


The  Evaluation  of  a  Patient  Seeking  Contraceptive  Services  Using 
the  Problem  Oriented  Record  System 

Before  the  patient  is  introduced  to  the  doctor  or  nurse  clinician  in  the 
examining  room  she  has  1)  been  counseled  by  clinic  personel  about 
the  different  methods  of  birth  control  with  special  attention  paid  to 
the  particular  method(s)  the  patient  is  seeking  2)  filled  out  the 
patient  questionaire  (form  080)  3)  had  preliminary  lab  workup  (e.g. 
blood,  urine,  pregnancy  test  if  indicated). 

The  patient  then  enters  the  examination  room  and  is  introduced  to 
the  physician  or  nurse  clinician.  It  is  noted  that  the  patient  would 
hke  to  use  oral  contraceptives,  has  used  only  those  methods  of  birth 
control  that  do  not  require  a  physician,  and  has  had  no  previous 
problems  with  birth  control  in  the  past. 

The  following  questions  were  answered  yes  by  the  patient  on  the 
Patient  Questionnaire  and  are  discussed  with  the  patient  as  they 
may  represent  a  contraindication  to  the  method  of  birth  control 
that  she  has  chosen. 

Question  #4  "Do  you  ever  want  more  (or  any)  children?"  The  patient 
wishes  to  have  two  more  children  but  does  not  desire  to  get  pregnant 
for  at  least  four  more  years.  A  horizontal  line  is  drawn  through  all 
five  columns  under  the  different  contraceptive  methods  on  the  En- 
try Data  Base.  The  presence  of  white  boxes  under  the  injection 
column  and  sterilization  column  indicate  that  these  methods  are 
contraindicated  for  this  patient. 

Question  #8  "Have  you  ever  had  high  blood  pressure?"  The  patient 
is  six  weeks  postpartum.  She  had  high  blood  pressure  during  her 
recent  pregnancy  (170/110).  Her  blood  pressure  is  150/100  at  the 
time  of  examination.  A  similar  line  is  drawn  through  the  boxes  for 
item  8.  Hypertension  is  a  contraindication  to  oral  contraceptives 
only. 

Question  #9  "Does  anyone  in  your  family  have  high  blood  pres- 
sure?" The  patient's  parents,  it  is  learned,  are  both  hypertensive 
and  both  are  currently  on  medication.  Again  a  line  is  drawn  and 
again  orals  are  contraindicated. 

Question  #10  "Have  you  ever  had  pains  or  clots  in  your  legs?"  Dur- 
ing her  last  pregnancy  the  patient  was  diagnosed  by  her 
obstetrician  as  having  phlebitis  during  the  second  trimester.  A  line 
is  drawn  through  the  method  boxes.  Oral  contraceptives  with  es- 
trogen are  contraindicated. 
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PHYSICAL  EXAMINATION 

The  only  abnormal  finding  during  the  physical  examination  was  a 

high  blood  pressure,  150/100.  X's  are  placed  in  the  "X  if  norm"  box 

for  all  the  items  except  #34  Blood  Pressure.  Here  a  line  is  drawn 

through  the  boxes  of  item  #34  under  the  columns  of  contraceptive 

methods. 

LABORATORY 

Laboratory  results  are  all  normal  and  Xs  are  placed  in  the  boxes 

under  "X  if  norm." 

ASSESSMENT 

Reviewing  the  findings  from  The  Medical  History,  Physical  Ex- 
amination, and  Laboratory  the  physician  or  nurse  clinician  must 
evaluate  the  contraindications  found  for  each  method.  Oral  con- 
traceptives are  contraindicated  by  items  8,9,10  and  34.  The  lUD  has 
no  contraindications. 

Injection  (Depo  Provera)  is  contraindicated  by  item  4  (given  the 
guidelines  used  in  this  clinic).  Other  methods,  such  as  foam  and  con- 
doms, diaphragm  and  jelly/cream,  are  not  contraindicated. 
PLAN 

The  patient  is  told  that  it  is  not  medically  sound  for  her  to  use  the  pill 
(her  first  choice  of  contraception)  because  of  the  possibility  of  poten- 
tiating her  hypertension  and  the  increased  risk  of  phlebitis. 
The  physician  or  nurse  clinician  then  explains  what  alternative 
methods  are  available  for  the  patient  to  use. 

The  patient  decides  that  an  lUD  would  be  the  best  method  of  con- 
traception for  her.  The  patient  chooses  a  Lippes  loop  because  her 
sister-in-law  has  one  and  has  had  much  success  with  it.  (When  more 
than  one  type  of  lUD  may  be  usted  by  a  patient  it  is  often  advisable  to 
give  her  a  choice  or  ask  her  if  anyone  she  knows  has  a  device  that 
they  are  pleased  with.  This  may  increase  patient  acceptance  and 
motivation.) 

A  Lippes  loop  "D"  is  inserted  and  foam  is  also  supplied  to  the 
patient.  She  should  be  told  that  use  of  another  method  of  birth  con- 
trol (such  as  foam  or  condoms)  during  midcycle  (days  10  to  18  of  a  28 
day  cycle)  will  increase  the  effectiveness  of  the  method. 
The  patient  is  referred  to  the  walk-in  hypertension  clinic  for 
evaluation  and  treatment  of  the  elevated  blood  pressure. 
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IF  YOU  WOULD  LIKE  TO  BE  A  PART  OF  THIS  GROUP  - 
during  the  summer  of  1974  .  .  . 

The  summer  program  entitled  "Family  Planning  and  Human  Sexuality"  is 
sponsored  by  the  Emory  University  Family  Planning  Program.  Students  from 
medical  schools  and  colleges  all  over  the  country  have  participated  in  this 
summer  program.  Students  complete  individual  projects  under  the  aid  and 
supervision  of  the  faculty  and  staff  of  the  Family  Planning  Program.  Medical 
students  also  gain  clinical  experienceinthedeUvery  of  family  planning  services. 
For  apphcation  or  further  information  write: 
Sheryl  Richardson 

Emory  University  Family  Planning  Program 
Training  Section 
69  Butler  Street,  S.E. 
Atlanta,  Georgia  30303 
If  you  should  want  a  copy  of  Contraceptive  Technology  1973-74,  you  can 
obtain  it  by  writing  to: 

Emory  University  Family  Planning  Program 
69  Butler  Street,  S.E. 
Atlanta,  Georgia  30303 
They  are  available  at  the  price  of  $.75  per  single  copy  or  can  be  bought  at 
$.50  per  copy  for  orders  of  50  or  more. 

Other  publications  available  from  our  Family  Planning  Program  in- 
clude (prices  available  upon  request): 
Abortion  and  Sterilization  Manual 

This  manual  describes  the  dehvery  of  abortion  and  sterilization 
services  primarily  within  the  framework  of  a  large  metropolitan  hos- 
pital. It  considers  the  total  processes  which  patients  electing  these 
operations  undergo,  including  the  importance  of  proper  counseling  and 
support,  as  well  as  the  medical  and  surgical  aspects  of  the  procedures. 
Some  attention  is  also  given  to  more  general  issues  surrounding 
abortion  and  steriUzation,  such  as  economic  problems,  contraception 
and  availability.  It  is  vin-itten  primarily  for  medical  students,  but  is  not 
overly  technical. 

Nurses  in  Family  Planning— A  Manual  for  Expanding  Roles  in 
Counseling  and  Clinical  Practice  is  directed  to  nursing  faculty  and 
students  to  introduce  family  planning  into  the  baccalaureate 
curriculum.  The  manual  discusses  the  nvirse's  role  as  case  finder, 
counselor  and  teacher  of  family  planning  and  related  services  in 
providing  comprehensive  health  care.  It  summarizes  and  organizes 
existing  information  on  contraceptive  and  non-contraceptive 
services  such  as  abortion,  sterilization,  infertility  counseling, 
venereal  disease  screening  and  treatment,  and  genetic  counseling. 

Case  Histories  is  unique  in  that  it  deals  with  family  planning  problems 
by  medical  specialty.  It  is  hoped  that  by  dealing  with  family  planning 
in  this  manner  every  physician's  office  can  become  concerned  with 
the  contraceptive  needs  of  the  patient.  The  problem  oriented  ap- 
proach is  utilized  in  presenting  the  case  histories.  The  manual  also 
includes  a  series  of  reference  tables  dealing  with  the  con- 
traindications and  effectiveness  of  the  different  methods  as  well  as 
a  table  of  estrogenic  and  progestational  potencies  of  the  oral  con- 
traceptives available. 
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St.  Louis  Pabk  Medical  Centeb,  March  6, 197A. 
Senator  James  O.  Eastland, 
Senate  Office  Building, 
Washington,  D.C. 

Deae  Senatoe  Eastland  :  A  milestone  in  social  progress— the  supreme  court 
ruling  that  a  woman  may  decide  with  her  doctor  whether  to  terminate  her 
pregnancy— is  over  one  year  old.  Studies  in  Sweden,  Yugoslavia,  Hungary  and 
New  York  have  demonstrated  the  humanity  and  social  good  in  providing  women 
with  the  freedom  to  choose  whether  they  shall  bear  children.  These  studies 
indicate  that : 

Children  born  of  women  who  were  refused  an  abortion  are  more  likely  to  be 
delinquent,  in  need  of  psychiatric  care,  to  become  criminals  and  to  require  wel- 
fare aid.  Abortion,  particularly  in  the  first  11  weeks  of  pregnancy,  is  far  safer 
than  carrying  a  pregnancy  to  term— another  compelling  reason  for'giving  women 
freedom  in  the  matter.  Voluntary  abortion  has  prevented  considerable  remorse 
and  depression  among  women  with  unwanted  pregnancies.  Indeed,  studies  have 
shown  that  neurotic  women  who  were  allowed  to  terminate  pregnancies  are 
then,  on  the  average,  psychiatrically  healthier  than  women  who  were  refused 
abortions.  Lower  birth  rates,  lower  rates  of  illigitimacy,  fewer  premature  births, 
fewer  deaths  from  illegal  "back  alley"  abortions,  fewer  maternal  deaths  and 
fewer  out  of  wedlock  births  are  other  social  benefits  gained  as  a  result  of  pro- 
viding women  with  more  control  over  their  reproduction. 

Please  submit  this  letter  as  a  written  testimony  regarding  any  attempts  to 
amend  our  constitution  with  regard  to  women's  rights. 
Sincerely  yours, 

Robeet  B.  Benjamin,  M.D., 
Chairman,  Medical  Advisory  Committee, 

Planned  Parenthood  of  Minnesota. 


Pbesidential  Plaza  Medical  Building, 

Syracuse,  N.Y.,  May  3,  1974. 
Senator  Biech  Bath, 
Senate  Office  Building, 
Washington,  D.C. 

Deae  Sie:  This  is  to  voice  my  opposition  to  the  constitutional  amendments 
to  nullify  the  Supreme  Court  decision  of  January  22,  1973  permitting  abortions. 

I  am  engaged  in  the  private  practice  of  Internal  Medicine  in  a  community 
of  a  population  of  200,000.  It  has  been  my  experience  through  the  past  ten  years 
that  for  various  reasons  an  abortion  is  indicated  in  the  opinion  of  the  pregnant 
woman.  Such  abortions  have,  and  will  be,  obtained  despite  their  legality.  Prior 
to  the  legalization  of  abortions  in  New  York  State  women  of  means  were  able 
to  obtain  abortions  in  clinics  in  Europe  and  Mexico.  Women  of  the  lower  socio- 
economic group  would  obtain  these  abortions  through  the  "black  market."  The 
morbidity  and  mortality  of  these  later  cases  is  notorious.  This  method  of  obtain- 
ing abortion  also  obviates  the  necessary  patient-doctor  consultation  which  often 
is  productive  of  an  alternative  solution.  The  pregnant  woman  does  not  consult 
a  physician  when  she  knows  that  he  is  legally  unable  to  recommend  the  desired 
termination  of  her  pregnancy.  On  the  other  hand,  if  the  physician  is  legally 
able  to  recommend  abortion  and  referral  to  a  specialist  for  the  same,  the  de- 
sired consultation  with  the  physician  is  usually  effected.  This  often  will  produce 
a  mutually  acceptable  solution  for  the  patient  other  than  abortion. 

I  do  not  contend  that  abortion  is  an  acceptable  method  of  population  control, 
or  contraception,  but  do  contend. that  it. is  an  acceptable  and  often  desirable 
means  of  dealing  with  certain  situations.  Its  legality  aids  the  concept  of  total 
patient  care. 

I  would  request  that  this  letter  be  read  into  the  proceedings  of  your  Subcom- 
mittee on  Constitutional  Amendments. 

Thank  you. 
Sincerely, 

A.  Albebt  Tbipodi,  M.D. 
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JAPAN'S  22  YEAR  EXPERIENCE  WITH  A  LIBERAL  ABORTIOH  LAW 
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XII  INTERNATIONAL  CONGRESS  OF  FIAMC  ,  International  Federation  of  Catholic 
Medical  Associations,  October  U-W,  1970,  Shorehan,  Hotel,  Washington,  D.C. 

The  Jananese  press  carried  a  statement  recently  that  we  should  reflect  on  respon- 
libiSies  towards  tL   50,000,000  fetuses  which  have  been  aborted  in  the  last  two 
decades   The  statement  w^s  made  by  Father  Pedro  Arrupe  ,  S-Penor  General  of  the 
Society  of  Jesus,  who  was  formerly  a  missionary  in  Japan.   The  ^"ention  of  the 
press  to  this  statement  is  one  of  many  signs  that  our  nation  is  n,oving  towards  a 
stricter  policy  in  regard  to  abortion. 

A  liberal  abortion  law  was  passed  by  the  Diet  in  1948;  it  was  f  ^"f  f,  ^"  J^f  l^f 
elii^inate  the  requirement  that  the  reasons  for  performing  an  induced  abortion  be 
eialined,  thus  permitting  the  "designated"  physician  to  perform  the  operation  at 
his  own  discretion.  The  stated  conditions  are  that  the  fetus  "is  unable  to 
teep  Its  life  outside  of  the  mother's  body"  (Art. 2)  and  that  the  physician  :udges 
\Zl  '"he  mother's  health  may  be  affected  seriously  by  continuation  of  P-gn  cy 
or  by  delivery  fro,,  the  physical  or  economic  viewpoint'  Art  14,4).  The  consent 
of  the  person  in  question  or  of  the  spouse  is  required  (Art. 14). 

demographic  growth-. 

Phvsicians  can  receive  a  "designation"  to  perform  the  operation  from  the  Medical 

'a  ^:  i^Uon^^hich  is  a  corporate  juridical  body  established  ^^ ^^^^ Jj^^TT.e 

district  as  a  unit  (Art. 14);  a  two  V-r  apprenticeship  is  normally  required   The 

designated  physicians  file  reports  on  the  operations  on  the  10th  °f  "^^  "^°"^^' 

the  report  states  the  nu^er  of  operations  performed,  the  reason,  the  month  of 

pr  gnancy  et^!   It  is  presented  lo   the  Prefectural  Governor  Art  2   who  f°™ards 

It  to  the  Welfare  Minister.   The  designation  of  physicians  and  the  filing  of  reports 

is  therefore  not  under  control  of  a  public  agency. 

There  was  a  Cabinet  Decision  on  October  26,  1951  calling  attention  to  the  increase 
of  abortions  and  possible  damage  to  health: 

The  nuni^er  of  abortions  is  increasing  each  year.   These  are  °f^^"  "^^"/^^^^^^^,3 
to  prxjtect  the  life  and  health  of  the  mother.   Occasional  damage  to  the  mother  s 
health,  however,  makes  the  dissemination  of  the  knowledge  of  contraception     ^^ 
desirable  to  eliminate  the  bad  influence  of  abortions  on  the  mother  s  health 
(See  Minoru  MURAMATSU  "Some  Facts  about  Family  Planning  m  Japan   The  Mainichi 
Newspapers,  Tokyo,  1955,  p.  35). 

There  was  another  warning  about  danger  to  health  by  the  Advisory  Council  on  Popula- 
tion Problems,  Ministry  of  Welfare,  on  August  24,  1954: 

Induced  abortion,  which  is  widely  prevalent  today,  very  often  is  followed  by 
another  pregnancy.   Therefore,  the  operation  usually  must  ^^/^P^^^f  „f^^-_ 
quently  if  it  is  to  be  effective  for  the  limitation  of^births.   ^his  neces 
sarily  incurs  undesirable  effects  upon  the  health  of  the  mother.  (M. MURAMATSU, 
op.cit ■  ,  p.  38. ) 
The  Council  recommended  populariz-ation  of  the  practice  of  conception  control  in 
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order  to  prevent  abortions,  and  in  order  to  help  decrease  the  birth  rate. 

One  must  say,  however,  that  government  opposition  against  abortion  has  never  reach- 
ed a  high  decible  level.   Propaganda  for  birth  control  fairly  saturated  the  nation, 
but  opposition  to  abortion  was  weak.   The  fact  that  physicians  were  controlling  the 
practice  rather  than  government  officials  made  it  all  the  more  difficult  for  the 
government  to  launch  effective  counter-measures  against  abortion. 

The  masses,  on  the  grass  roots  level,  appear  to  have  gotten  the  message  that  they 
should  not  have  many  babies;  but  it  was  not  so  clear  to  them  that  the  method  should 
be  conception  control  rather  than  induced  abortion.   One  person  expressed  the  ap- 
parently prevalent  mood  at  the  times  as  follows: 

Unless  we  are  given  more  space  or  food,  we  are  forced  to  control  birth. 
Every  man  or  woman  loves  to  see  the  smiling  babies.   We  are  compelled  to 
resort  to  abortion  or  contraception  against  our  will. 

I  write  this  opposition  against  Mr.  Hyatt  (Father  Hyatt,  M.M.)  with  tears. 
Give  us  more  space.   Give  us  more  food.   Or  give  us  grant  to  abortion  or 
contraception.   Malthus'  theory  is  the  truth  in  the  case  of  Japan.  (Letter 
of  T.  Omori,  Mainichi  Newspaper,  Aug.  10,  1956.) 

Mr.  Ryo  OMURA ,  a  popular  writer,  expressed  the  thinking  of  villagers  as  follows: 

Villagers  are  also  saying:  "Over  there,  in  that  house,  they  are  having  one 
baby  after  another,  though  the  family  is  poor,  and  despite  all  that  the 
higher-ups  have  been  telling  us;  we  have  been  told  exactly  what  not  to  do; 
what  do  they  mean  by  disregarding  such  orders?"  (Mono  iwanu  Nomin,  p.  195). 

In  retrospect,  it  is  not  surprising  that  abortions  have  become  a  major  problem  in 
our  nation.   There  were  perhaps  100,000  a  year  before  World  War  II,  and  50,000 
during  the  later  war  years.   Following  armistice,  the  families  were  reunited,  and 
many  new  families  were  formed;  this  created  the  famous  baby  boom  of  1945-48.   By 
that  time  propaganda  for  birth  control  was  becoming  strong,  since  the  nation  was 
in  very  desparate  straits  in  regard  to  food,  clothing,  fuel,  shelter.   When  the 
liberal  abortion  law  was  passed  in  1948,  it  had  almost  the  effect  of  detonating  an 
explosion  of  abortions.   Drawing  on  information  which  is  presented  in  the  Appendices, 
and  on  experience,  we  believe  that  the  following  observations  can  be  made  about  the 
working  of  the  liberal  abortion  law  in  Japan. 

1.  THE  PRACTICE  OF  INDUCED  ABORTION  SPREAD  VERY  RAPIDLY  AFTER  IT  BECAME  LEGAL. 

One  year  after  passage  of  the  law,  245,104  legal  operations  were  reported;  five  years 
after  passage,  1,058,056  were  reported.   The  actual  count  was  probably  at  least 
twice  as  high.   (See  Appendix  I, 

National  surveys  made  every  two  years  by  the  Mainichi  Newspapers  indicated  that 
15.4%  of  the  wives  in  child  bearing  ages  had  experienced  abortion  by  1951,  25.5% 
by  1955,  40.8%  by  1961 ,  and,  decreasing  slightly,  37.4%  in  1969.    Not  included  is 
a  further  percentage  to  be  added  for  those  who  did  not  answer,  so  that  the  answers 
look  more  like  50%.   When  we  compensate  for  the  well  known  fact  that  women  under- 
report  because  of  bashfulness,  even  in  the  anonymous  surveys,  we  get  an  even  higher 
figure.   The  Womens'  Association  got  a  figure  of  62%  in  the  Nagoya  area;  gynecol- 
ogists got  a  figure  of  62%  in  the  Nagoya  area  among  non-patients,  63%  among  clients 
of  other  medical  departments,  and  72%  among  their  own  customers,  an  average  of  67%. 
But  among  women  with  at  least  4  children,  80%  had  at  least  one  abortion.  (See  Ap- 
pendix 1, 3, p. 13.)  We  may  also  note  that  statistics  indicate  that  women  in  the  35- 
39  age  bracket  abort  2  out  of  3  pregnancies,  those  in  the  40-44  age  bracket  abort 
7  out  of  8,  and  those  age  45-49  abort  14  out  of  every  15  pregnancies.   (See  Appendix 
1,1,  p. 11.) 
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We  do  not  know  how  many  abortions  are  performed  annually,  as  the  reported  figures 
are  not  very  helpful.   (See  Appendix  1,2,  p. 12.) 

At  any  rate,  there  are  entirely  too  many.   Once  our  people  were  deprived  of  the 
support  of  a  solid  law  prohibiting  abortion,  which  is  supported  by  police,  courts, 
and  public  opinion,  they  fell  victim  to  the  vicious  habit. 

2.  LEGAL  ABORTION  BECAME  A  SUBSTITUTE  FOR  CONCEPTION  CONTROL. 

Public  opinion  surveys  indicate  that  approximately  half  of  those  who  resort  to 
induced  abortion  were  not  attempting  to  prevent  the  pregnancy.   (See  Appendix  II, 
p. 14.)  Apparently  easy  access  to  legal  abortion  has  become  a  substitute  for  efforts 
at  conception  control  for  them. 

Furthermore,  the  failure  rate  of  those  employing  rhythm  and  contraception  is  ab- 
normally high;  the  1965  Mainichi  survey  indicates  43.1%  failure  of  the  Ogino  rhythm 
method,  34.9%  of  the  basal  temperature  rhythm  method,  40.6%  failure  among  those  de- 
pending on  the  condom,  47.5%  among  those  using  the  pessary.   Easy  availability  of 
legal  abortion  has  perhaps  made  them  careless;  their  "backs  are  not  against  the  wall" 
and  they  take  chances.  (See  Appendix  II,  p. 14.) 

Dr.  Tatsuo  HONDA,  Institute  of  Population  Problems,  Ministry  of  Welfare,  has  esti- 
mated that  abortion  accounted  for  3/4  of  the  births  prevented  in  1950,  contracep- 
tion for  only  1/4;  the  rate  changed  to  2/3  by  abortion  and  1/3  by  contraception  by 
1955.   (Honda,  "Population  Problems  in  Post  War  Japan"  Ministry  of  Welfare,  1957, 
p. 19).   We  have  no  good  estimate  of  the  comparative  values  today. 

Incidentally,  oral  contraceptives  and  intra-uterine  devices  are  not  permitted  as 
contraceptives   in  Japan  except  for  research  purposes.   Several  medicines  on  the 
market  are  being  sold  for  the  advertised  purpose  of  controlling  the  menstrual  cycle 
and  can  actually  be  used  as  contraceptives,  but  their  use  is  certainly  not  as  ex- 
tensive as  t'lat  of  the  oral  contraceptives  in  America.   The  Japan  Family  Planning 
Association  went  oif  record  as  opposed  to  the  legalization  of  the  sale  of  oral  con- 
traceptives in  1954,  and  remains  opposed  today.   The  reasons  given  are  medical,  so- 
cial, and  demographic.   Medical,  because  too  much  remains  unknown  about  the  effects 
of  their  usage;  social,  because  it  would  invite  easy  sex  among  the  young;  demographic, 
because  the  birth  rate  is  too  low  even  now  in  the  country  and  the  government  will 
have  to  do  something  to  raise  it  for  the  welfare  of  the  nation  (See  Appendix  V,p.l9). 

Apparently  the  legalization  of  abortion  has  weakened  incentives  to  employ  effec- 
tive measures  to  prevent  conception  in  our  nation. 

3.  INDUCED  ABORTION  HAS  BECOME  QUASI-COMPULSORY  FOR  MANY  PEOPLE  AT  THE  GRASS  ROOTS 
LEVEL. 

Not-very-subtle-pressures  to  visit  the  abortionist  weigh  so  heavily  upon  many  ordi- 
nary housewives  in  Japan  that  they  feel  "it  cannot  be  helped."   Apartment  managers 
frequently  enforce  a  policy  of  no  more  than  two  children.   Company  apartments  are 
tailored  for  the  small  size  family.   Neighboring  women  offer  "help"  and  "advice"  to 
a  mother  who  is  pregnant  too  soon  or  too  often.   Pregnant  mothers  who  visit  the 
gynecologist  are  asked  casually  "Umimasu  ka?"  (are  you  intending  to  bear  it?).  Wives 
can  find  jobs  to  increase  family  income  if  they  finish  bearing  children  early,  get 
their  two  or  three  children  into  the  niirsery,  kindergarten,  and  school,  and  so  be 
free.   The  national  economy  has  hardened  its  cast  around  the  small  size  family  -  in 
contrast  to  prewar  years  -  and  public  opinion  simply  demands  it.   Support  of  large 
families  in  the  form  of  family  allowances,  birth  allowances,  housing,  etc.  is  non- 
existent for  most.   Once  the  law  permitted  the  Japanese  woman  to  abort  her  child, 
she  did  not  find  herself  very  free  not  to  abort  it. 

The  extent  to  which  the  small  size  family  has  become  standardized  can  be  judged 
from  these  figures:  in  1950,  17.8%  of  the  children  born  were  number  four  or  above 
in  the  family;  but  in  1968  the  figure  had  dropped  to  3.1%.  (NIHON  NO  JINKO  KAKUMEI , 
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Japan's  Deiriographic  Revolution,  Mainichi  Newspapers,  1970,  page  243.    The  1950 
figure  is  for  children  already  born  and  for  pregnancies  in  their  sixth  month  or 
above;  the  1968  figure  is  for  children  actually  born.   Apparently  the  census  takers 
are  not  taking  chances  on  counting  pregnancies  any  more.) 

One  might  say  that  there  are  not  enough  large  families  around  to  exert  pressure  for 
legislation  in  their  favor;  and  because  legislation  is  not  favorable,  large  families 
do  not  come  into  existence;  it  is  a  vicious  circle.   If  pregnant  mothers  had  no 
choice  except  to  bear  their  children,  this  circle  would  probably  be  broken,  and  leg- 
islation in  favor  of  large  families,  such  as  housing  concessions,  tax  exemptions, 
child  allowances,  birth  allowances,  would  also  be  introduced  in  Japan,  as  in  so 
many  other  countries. 

4.  MOST   JAPANESE  ARE  ASHAMED  OF  COMMITTING  INDUCED  ABORTION. 

The  public  opinion  surveys  indicate  that  most  women  with  abortion  experience  do  not 
approve  of  it  without  reserve.   The  1963  survey  be  the  Aiohi  Committeee  on  the  Eu- 
genic Protection  Law  Indicates  that  73.1%  of  the  women  who  experienced  abortion  felt 
"anguish"  about  what  they  did.   In  the  1964  survey  of  Dr.  Kaseki,  59%  responded  that 
they  felt  abortion  was  something  "very  evil"  and  only  8%  said  they  don't  think  it 
should  be  called  something  bad.   In  Gamagori  City  survey,  65%  had  some  reason  to 
be  sorry.   In  the  1968  survey  of  the  Nagoya  City  Area,  67%  of  the  women  responded 
that  they  felt  the  fetus  is  an  individual  human  being  from  the  beginning,  not  a 
part  of  the  mother.   42%  of  the  women  in  the  survey  responded  that  abortion  is  not 
good;  57%  that  it  is  not  good  but  it  cannot  be  helped;  and  only  1%  didn't  know 
whether  to  call  it  bad  or  good.   In  the  1969  survey  by  the  Prime  Minister's  Office, 
88%  answered  that  abortion  is  bad,  or  it  is  not  good  but  cannot  be  helped.  (For 
details,  see  Appendix  III,  pp. 15-16.) 

In  the  1965  Mainichi  survey,  only  18%  responded  that  they  "did  not  feel  anything 
in  particular"  when  they  experienced  abortion  for  the  first  time;  35.3%  felt  "sorry 
about  the  fetus";  28.1%felt  they  did  something  wrong;  4.3%  worried  about  fecundity 
impairments;  6.5%  had  other  answers,  and  7.9%  did  not  answer.   The  editors  comment 
as  follows: 

No  one  would  deny  that  abortion  is  brutal  in  the  light  of  traditional  moral 
values.   More  important  is  that  it  is  the  voluntary  negation  of  maternal  in- 
stinct.  It  may  be  interesting  to  study  what  has  motivated  Japanese  to  openly 
resort  to  such  a  means  for  fertility  limitation.   But,  it  was  not  the  purpose 
of  our  study.   The  only  thing  we  can  point  out  here  is  that  those  who  have 
ever  experienced  abortion  did  not  undergo  the  operation  without  any  moral  or 
psychological  conflict.  (Summary  of  the  Eighth  National  Survey  on  Family  Plan- 
ning, p.  73. ) 

Legal  abortion  induces  many  women  in  Japan  to  do  something  which  they  cannot  approve 
from  their  maternal  and  moral  perceptions.   But  it  does  not  alter  their  perceptions 
profoundly. 

5.  EASY  PROFITS  HADE  BY  INDUCED  ABORTION  TENDS  TO  INTENSIFY  AND  PERPETUATE  JAPAN'S 
ABORTION  EPIDEMIC. 

A  woman  wrote  recently  in  the  "Voice  of  the  People"  section  of  Asahi  newspaper  (cir- 
culation 6.5  million)  that  you  just  can't  go  to  a  doctor  anymore  in  a  pregnant  con- 
dition without  being  asked  routinely  "Umimasu  ka?"  (are  you  intending  to  bear  it?). 
The  only  place  where  doctors  don't  confront  you  with  that  easy  suggestion  for  an 
abortion  is  a  Catholic  hospital,  she  wrote.   She  was  asked  the  same  question  ten 
years  ago.   If  she  had  not  been  so  determined,  she  would  have  followed  the  doctor's 
suggestion  then  and  there,  as  so  many  do.   Now  she  is  happy  that  she  has  a  nice- 
child  instead. 

Huge  signs  advertising  "designated  physicians",  with  directions  on  how  to  get  there, 
crowd  the  bill  board  spaces  around  subway  stations  and  on  street  corners. 
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One  doctor,  trying  to  explain  in  simple  terms  why  the  present  liberal  abortion  law 
cannot  be  reformed,  said  that  university  hospitals  are  usually  strict  in  abortion 
policy;  some  permit  no  operations  at  all,  saying  that  the  doctor's  business  is  to 
save  life,  not  to  dispose  of  it;  others  have  few.   To  make  their  living,  gynecol- 
ogists of  such  university  hospitals  work  intensely  at  other  hospitals  and  clinics 
several  days  a  week.   "So  you  see,  it's  just  impossible  to  think  of  changing  the 
law,"  the  doctor  explained. 

If  the  13,000  designated  physicians  perform  2.6  million  abortions  annually,  and 
charge  10,000  yen  each  ($28.00)  which  is  the  present  Nagoya  price,  the  average 
income  is  $5,600  annually;  that  is  besides  extras,  and  subsequent  calls.   Much  of 
it  is  pure  income,  tax  free  because  not  reported. 

We  cannot  completely  shake  off  the  suspicion,  therefore,  that  the  strong  and  de- 
termined fight  against  any  reform  of  the  present  abortion  law,  which  is  being  waged 
by  the  designated  physicians,  is  only  imperfectly  sterilized  of  infection  by  com- 
mercialism. 

6.  WHEN  ALL  IS  SAID,  LEGAL  ABORTION  IS  NOT  REMARKABLY  SAFER  THAN  ILLEGAL  ABORTION. 

All  public  opinion  surveys  taken  indicate  that  several  million  women  in  Japan 
believe  that  their  health  has  been  harmed  by  abortion;  that  is,  legal  abortion. 
The  surveys  cover  a  total  of  16-17  million  married  women,  not  counting  the  unmar- 
ried, among  whom  many  have  also  experienced  abortion.   If  roughly  half  of  them  have 
experienced  at  least  one  abortion  (which  is  a  conservative  estimate);  and  if  30% 
of  them  have  adverse  health  effects  as  a  result,  the  number  of  women  affected  is 
already  above  2.5  millions;  there  are  more  if  we  also  count  the  unmarried,  and  those 
who  have  moved  into  the  higher  age  categories. 

This  appears  to  be  the  picture  which  emerges  from  the  public  opinion  surveys.   In 
the  1959  Mainichi  survey,  28.4%  of  those  who  had  abortion  reported  'some  kind  of 
bad  effect;'  in  the  1963  Aichi  survey,  13%  indicated  damage  from  the  operation;  in 
the  1964  Welfare  Ministry  survey,  24.1%  indicated  that  they  were  physically  unwell 
since  the  operation;  in  the  1965  Mainichi  survey,  18.5%  indicated  that  they  were 
physically  unwell  after  the  operation;  in  the  1968  Nagoya  survey  by  Women's  Asso- 
ciations, 59%  indicated  that  they  were  severely  troubled  with  adverse  after-effects, 
or  in  less  good  health;  and  in  the  1969  survey  of  the  Office  of  the  Prime  Minister, 
31%  indicated  that  some  kind  of  physical  abnormality  came  about  as  a  result  of  ab- 
ortion; this  averages  to  29%  in  the  six  surveys;  not  counting  those  who  did  not 
reply  to  this  question.  (See  Appendix  IV,  pp. 17-18.) 

In  the  1965  Mainichi  survey,  the  percentage  of  complaints  is  seen  to  rise  with  the 
number  of  abortions  experienced:  18.5%  indicate  that  they  were  physically  unwell 
after  one  operation;  22.7%  after  two;  40.4%  after  three;  51.7%  after  four  opera- 
tions, etc.   This  has  grave  implications  in  view  of  the  statistics  that  there  are 
so  many  women  who  experience  more  than  one  operation,  especially  in  the  later  years 
of  marriage.   Pregnancy  tends  to  follow  abortion  swiftly  for  some  reason  or  other, 
as  though  the  women  were  imprisoned  in  a  non-stop  merry-go-round. 

PREGNANCY  AFTER  ABORTION  AND  AFTER  NORMAL  CHILD  BIRTH 

Months  Percent  Pregnant 

After  abortion  After  child  birth 

3  19.2%  (448) 

5  32.8% 

9  43.5% 

12  50.0% 

15  60.0% 

(KOYA,    MURAMATSU,   Bulletin  of  the    Institute   of  Public   Health,   IV,   No.    1-2,   Sept.    1954. 
The  women  observed  were  not   using  contraceptives.) 
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The  1969  survey  of  the  Office  of  the  Prime  Minister  indicates  the  following  list  of 
complaints:  9.7%  sterility  (after  three  years);  14.8%  habitual  spontaneous  abortion; 
3.9%  extra-uterine  pregnancies;  17.4%  menstrual  irregulatities ;  20%  abdominal  pains; 
19.7%  dizziness;  27.2%  headache;  3.5%  frigidity;  13.5%  exhaustion;  3.6%  neurosis. 

Even  though  the  operating  physician  performs  everything  normally,  the  woman  expe- 
riences a  sudden  change  from  the  pregnant  state  to  the  non-pregnant  state.   Her 
body  has  been  functioning  at  high  capacity  to  provide  nourishment  for  the  devel- 
oping fetus  and  to  dispose  of  wastes.   When  the  fetus  is  wrenched  out  of  her  body, 
the  reason  for  this  prodigious  physical  activity  is  suddenly  removed.   Dr.  Y.  Ho- 
riguchi  compares  it  to  slamming  emergency  brakes  on  a  train  which  is  going  at  full 
speed  (Katorikku  Shingaku,  Jochi  University,  II,  II,  4,  pp.  353-362).   As  a  result 
the  syndrome  of  the  unbalanced  sympathetic  nervous  system  may  appear  (see  Dr.  NAKA- 
TSU  "Mistakes  in  Abortion  and  Prognosis"  in  OBSTETRICS  AND  GYNECOLOGY,  Sept.  1960, 
pp.  53-59). 

The  list  of  after  effects  includes  menstrual  irregularities,  cramps,  headache,  diz- 
ziness, exhaustion  (see  e.g.  THE  WORLD  OF  OBSTETRICS  AND  GYNECOLOGY,  Oct.  1954,  pp. 
1107-9);  also  sterility,  habitual  spontaneous  abortion,  extra-uterine  pregnancies, 
adnexitis,  placenta  praevia ,  and  placental  adhesion  (see  Dr.  Nakatsu,  op.cit ■  ; 
also,  e.g.  THE  JAPAN  JOURNAL  OF  STERILITY,  Nov.  1958,  p.  292;   THE  WORLD  OF  OBSTET- 
RICS AND  GYNECOLOGY,  April,  1953,  pp.  411-2;  CLINICAL  GYNECOLOGY  CONFERENCE,  Jan. 
1964,  pp.  37-42). 

But  every  operation  does  not  proceed  smoothly,  even  under  legal  conditions.   Dr.  Na- 
katsu gives  various  reasons  for  this,  and  statistics,  in  the  above  mentioned  article. 
He  presents  a  study  made  by  Dr.  Koi ima  in  1950  of  damages  inflicted  by  the  physician; 
Dr.  Kojima  gathered  the  list  by  means  of  a  questionnaire  and  published  the  results 
at  the  1950  Conference  of  Gynecologists: 

LIST  OF  DAMAGES  FROM  FAULTY  OPERATIONS 
Cases  Damage 

194  Perforation  of  uterus. 

50  Lesion  of  cervix. 

61  Retention  of  parts  of  pregnancy. 

24  Still  pregnant. 

50  Infection. 

17  Bleeding. 

21  Failure  due  to  use  of  laminary  instrument. 

10  Others. 
427 

Dr.  Majima's  list  of  damages  is  also  presented,  from  his  Summarized  Report  of  1957: 
DAMAGES  FROM  ABORTION,  1957 

4-10%  Side  Effects  from  anesthesia 

336  Perforation  of  uterus 
291  Lesion  of  cervix 
156  Infection 

90  Bleeding 

75  Retention  of  parts  of  pregnancy 

30  Still  pregnant 

41  Damage  by  laminary  Instrument 
151  Deaths 

Dr.  Nakatsu  made  a  study  of  reports  by  designated  physicians  during  December  1953- 
June  1954;  the  results  indicated  that  there  were  damages  in  8.0%  of  the  operations; 
percentage  distribution  was  as  follows: 
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5.1%  Long  term  bleeding 
2.7%  Abdominal  pains 
1.6%  Severe  bleeding 
1.5%  Rise  of  Temperature 

0.5%  Retention  of  part  of  pregnancy,  adnexitis,  pollakiuria, 
sleeplessness,  perforation  of  uterus,  lesion  of  cervix. 

Dr.  Nakatsu  concluded  that  the  increase  of  abortions  in  our  nation  after  the  war, 
and  the  many  mistakes  made  in  operations „ are  regretful  experiences,  deserving  at- 
tention and  counter-measures. 

We  may  hope  that  conditions  have  improved  within  Japan  since  these  reports  were 
made.   It  is  most  difficult  to  get  a  clear  picture  through  clinical  studies  be- 
cause the  doctors  who  would  make  the  studies  are  not  interested  in  advertising 
damages;  besides,  since  abortion  is  now  so  prevalent,  it  is  relatively  difficult 
to  find  a  suitable  control  group  of  women  who  are  bearing  children  without  having 
abortions. 

Certain  characteristics  of  the  whole  abortion  phenomenon  make  this  operation  more 
dangerous  than  others . 

The  relationship  between  doctor  and  patient  leaves  much  to  be  desired  even  when 
abortion  is  legal.   As  the  public  opinion  surveys  indicate,  the  vast  majority  of 
Japanese  women  feel  that  abortion  is  something  wrong;  the  average  of  the  six  sur- 
veys listed  is  80%  (see  Appendix  III,  pp.  15-16).   Many  women  therefore  go  to  strange 
doctors  who  do  no  know  them.   Nagoya  women  are  known  to  go  to  Tokyo;  unmarried  Na- 
goya  school  girls  dress  as  adults  and  go  to  Okazaki.   Unmarried  girls  under  age  20 
can  go  to  the  Seiyakusho  section  in  hospitals  and  get  an  abortion  annonymously . 
It  is  estimated  that  30-40%  of  the  induced  abortions  are  on  unmarried  mothers; 
prostitutes  and  bar  girls  learn  to  abort  each  other.   The  doctor  feels  less  re- 
sponsibility for  a  strange  patient  than  for  one  of  his  own;  this  trust  is  further 
weakened  by  the  mutual  awareness  of  doctor  and  patient  that  something  shameful  is 
being  done;  and  th^  patient  is  not  likely  to  go  back  quickly,  even  though  a  com- 
plication demands  attention.   Furthermore,  health  insurance  does  not  cover  expenses, 
so  women  have  to  pay  cash  before  they  leave  the  clinic  or  hospital,  whereas  prac- 
tically everything  else  is  covered  by  insurance;  this  again  strains  relations  of 
trust . 

We  ask  ourselves,  then,  how  the  picture  would  change  if  abortions  were  restricted 
again.   Perhaps  as  follows.   Married  women  would  not  entrust  themselves  to  quacks 
and  unskilful  operators;   they  would  go  to  the  same  doctors  and  the  same  places  as 
at  present,  or  not  at  all.   These  doctors,  however,  would  have  to  charge  more,  to 
pay  for  fines,  suspensions,  bribery,  etc.   The  higher  price  would  gradually  erode 
the  present  peak  of  abortion  statistics.   The  danger  would  be  greater  among  school 
girls,  and  ordinary  unmarried  young  women.   For  them  special  provisions  should  be 
made,  so  that  they  can  have  the  baby  with  some  dignity,  and  that  the  baby  be  taken 
care  of  through  adoption  or  at  special  orphanages.   The  old  Japanese  trradition  of 
adoption  would  probably  swing  into  life  again,  taking  care  of  practically  all  the 
cases.   Moreover,  public  pressure  to  observe  chastity  before  marriage  or  to  take 
the  consequences  would  very  likely  increase.   Again,  this  would  be  instrumental  in 
eroding  the  mountain  of  abortion  statistics. 

We  believe  that  more  damage  is  now  inflicted  on  women  in  Japan  by  legal  abortion, 
when  total  figures  are  tallied,  than  when  abortion  was  restricted  by  law  and  was  a 
relatively  rare  experience.  Dr.  Moriyama's  figures  indicate  that  only  0.3%  -  0.2% 
of  the  mothers  experienced  abortion  in  the  prewar  (see  Appendix  1,3,  p. 13).  Now  it 
appears  to  be  over  50%.   Damage  mounts  to  staggering  heights  even  when  operations 
are  legal,  because  an  unhealthy  operation  is  repeated  on  so  many  persons.   We  be- 
lieve that  the  health  of  Japanese  women,  as  a  whole,  will  be  preserved  better  if 
abortions  are  again  severely  resticted  by  the  law  and  in  its  application. 
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7.  ABORTION  IS  NOT  NECESSARY  TO  SOLVE  JAPAN'S  SO-CALLED  OVERPOPULATION  PROBLEM. 

In  the  immediate  postwar  years  the  arguments  advanced  in  favor  of  birth  control 
(and  abortion)  as  a  means  of  solving  Japan's  so-called  overpopulation  problem  sound- 
ed convincing  to  many.   Our  papers  carried  the  report  about  conclusions  reached  by 
Dr.  E.A.Ackerman  after  a  two  year  study  of  Japan's  natural  resources  in  1949;  he  is 
reported  to  have  concluded  that  Japan's  population  should  be  held  down  to  80,000,000 
by  means  of  birth  control  activity  of  an  unheard  of  scale;  else  Japan  would  perpet- 
ually depend  upon  America  for  life  support,  or  be  forced  to  struggle  at  sub-human 
levels  of  subsistence. 

Developments  since  then  have  been  quite  different  than  was  foreseen.   There  are  now 
103,000,000  people,  increasing  at  the  rate  of  about  1,000,000  per  year,  and  the  liv- 
ing standard  is  very  high. 

The  food  problem  is  solved  partly  by  better  production,  partly  by  trade.   In  fact, 
we  have  a  chronic  problem  now  with  rice  surpluses.   Seven  million  tons  of  old  rice 
will  be  left  when  this  years 's  crop  is  harvested.   We  don't  like  the  old  rice,  and 
women  are  against  mixing  the  old  with  the  new.   Koreans  complained  when  we  exported 
old  rice  there,  even  though  they  were  short.   When  the  government  tries  to  solve  the 
problem  by  lowering  price  supports,  angry  farmers  descend  on  Tokyo  to  protest.  This 
was  certainly  not  foreseen  in  1948 . 

There  was  much  talk  about  chronic  labor  surpluses  in  the  postwar  days.   Now  the 
picture  is  entirely  different.   The  White  Paper  on  Labor  issued  in  July  stresses 
the  extreme  gravity  of  the  labor  shortage  and  warns  that  Japan's  continued  economic 
growth  may  be  seriously  affected.   And  the  situation  is  deteriorating.   Until  now 
the  new  labor  supply  was  not  decreased  much  by  the  lower  birth  rate  which  began  in 
the  1950' s.   But  now  the  peak  has  been  passed  in  the  number  of  youngsters  who  were 
born  in  the  postwar  baby  boom,  who  have  been  entering  the  labor  force. 

In  April,  1959  there  were  5.7  job  opportunities  available  per  single  high  school 
graduate;  in  1970  there  were  6.5  times  as  many  jobs  as  available  graduates.   As  a 
result  of  the  labor  shortages,  20  to  40  percent  of  Japan's  enterprises  have  been 
forced  either  to  curtail  operations,  send  out  orders  to  outside  firms,  hold  down 
sales,  or  to  drastically  increase  overtime  work.  (See  report  in  JAPAN  TIMES,  July 
26.)   This  is  the  very  opposite  of  what  was  foreseen  in  1948. 

It  has  also  been  stated  that  the  Japanese  people  are  too  densely  crowded  on  their 
islands,  hence  birth  control  is  needed  as  an  assurance  that  future  persons  will 
have  enough  living  space.   In  fact,  with  103  million  people  living  in  an  area  of 
369,661  square  kilometers,  the  population  density  is  279  persons  per  square  kilo- 
meter; whereas  the  United  States  has  an  average  of  25,  and  the  world  27.   Moreover, 
five  sixth  of  Japan's  area  is  too  steep  for  farming,  hence  also  difficult  for  settle- 
ment.  As  it  turns  out,  however,  it  appears  that  we  Japanese  are  not  overly  con- 
cerned with  the  problem  of  crowding. 

In  fact,  emigrants  leaving  Japan  in  order  to  seek  wider  living  spaces  are  few. 
During  1955-65  there  were  more  immigrants  than  emigrants  in  eight  out  of  the  eleven 
years . 

Within  Japan,  the  movement  of  the  population  is  not  away  from  the  crowded  cities 
but  quite  the  opposite.  Greater  Tokyo  has  already  26  million  people,  and  400,000 
more  are  coming  from  the  countryside  annually.  Everywhere,  people  are  migrating 
away  from  the  scarcely  populated  areas,  towards  the  densely  inhabited  districts. 
Mr.  Toshio  KURODA  of  the  Institute  of  Population  Problems  told  participants  of  the 
Xlth  Pacific  Science  Congress  (Tokyo,  Aug.  1966)  that  Japan  is  polarizing  in  the 
following  manner: 

The  land  area  of  Japan  seems  to  have  shown  a  polarizing  trend,  namely  being 
polarized  to  two  extreme  patterns  of  area  of  increasing  population  and  that 
of  decreasing  population.   The  decreasing  pattern  is  found  in  local  towns  and 
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villages.  Eighty  three  percent  of  total  towns  and  villages  shifted  to  the 
pattern  of  decreasing  population  during  the  latest  censal  years  (1960-65). 
(Paper  No. 8  {Migration}). 

Great  social  problems  are  developing  in  towns  and  villages  which  are  losing  popula- 
tion.  Up  to  85%  of  the  middle  and  high  school  graduates  migrate  to  the  cities.  The 
countryside  is  becoming  ever  more  conservative  because  of  the  preponderance  of 
older  people;  there  are  not  enough  workers  to  clean  streets,  keep  up  river  dikes, 
collect  garbage.   School  teachers,  doctors  ,  professionals , leave  for  greener  pastures. 
Some  places  have  become  completely  depopulated  by  "population  implosions." 

Population  in  towns  of  10,000  -  19,999  decreased  from  a  total  of  16.5  million  to 
13.9  million  during  1960-55;  in  towns  of  20,000  -  29,999  the  decrease  was  from 
7.0  million  to  6.6  million;  the  next  two  categories  also  decreased;  but  in  cities 
of  100,000  -  499,999  there  was  an  increase  from  19.3  to  22.9  million;  and  in  those 
from  500,000  up  there  was  an  increase  from  18.5  million  to  22.8.  (JAPAN  STATISTICAL 
YEARBOOK).   The  great  Todaido  Megapolis  stretching  along  the  axis  of  the  bullet 
train  and  down  into  North  Kyushu  contained  over  half  of  the  national  population  in 
1965  (53.3%)  and  is  growing  at  the  expense  of  the  rest  of  Japan;  it  has  been  pro- 
jected to  contain  59.5%  in  1975,  and  65%  in  1990.   There  is  no  real  reason  why  people 
cannot  also  populate  the  countryside  densely  which  Is  now  emptying  out,  if  ever 
there  should  be  need. 

The  problems  created  by  such  concentration  of  population  are  huge  indeed.   But  if 
the  poeple  are  going  to  places  where  the  people  already  are ,  the  advantages  apparent- 
ly outweigh  the  disadvantages.   They  will  have  to  cope  with  the  problems  of  pol- 
lution, noise  and  crowded  facilities  as  they  arise.   Our  people  have  been  living 
close  together  for  many  generations  in  Japan,  and  may  have  developed  certain  tech- 
niques, manners,  etiquette,  and  ways  of  organization  which  make  life  quite  bearable 
and  even  pleasant.   Even  under  the  most  crowded  conditions,  the  people  manage  some- 
how.  For  example,  there  were  64'  million  visitors  to  the  World  Fair  at  Osaka  during 
the  past  six  months.   On  a  number  of  days  there  were  over  600,000  people  on  the 
1.27  square  miles  of  fair  grounds.   Once  830,000  attended  d  4.7  sq.  yds  per  person. 

The  concentration  of  Japan's  population  around  harbors,  river  valleys,  and  the  main 
lines  of  communication  cuts  down  drastically  the  cost  of  manufacturing  production, 
in  contrast  to  conditions  of  America,  where  long  hauls  and  expensive  communications 
and  transportation  facilities  add  so  much  to  the  cost  of  production.   This  is  a 
precious  advantage  for  Japan  when  engaged  in  competitive  international  trade. 

Comparitive  full  use  of  facilities  renders  it  possible  for  the  Japanese  to  enjoy 
many  social  advantages  at  relatively  low  cost.   The  fast  train  carries  300,000 
passengers  on  good  days,  and  is  in  the  black.   One  can  tune  into  several  tele- 
vision channels  almost  anywhere  in  Japan,  up  to  10  in  good  places,  besides  the 
Ultra-High-Frequency  wavelengths.   Excursion  buses  to  parks  and  hot  springs  do 
a  flourishing  business.   Food  is  fresh,  fruit  delicious,  carefully  cultivated  to 
be  on  the  table  the  year  around.   We  believe  that  an  additional  number  of  people 
can  enjoy  the  same,  and  even  help  to  enhance  the  standard  of  living  further.   But 
this  will  require  vision  and  determination  to  make  life  in  the  cities  pleasant  and 
humane,  will  require  peaceful  living  together  in  Japan,  plus  International  peace 
and  a  consolidated  international  economy. 

When  the  Governor  of  Kagoshima  Prefecture  announced  recently  that  he  wants  families 
to  have  three  children  rather  than  two,  some  newspapers  raised  eyebrows  asking: 
"What!  Again?"   That  is,  are  we  in  for  another  round  of  "Increase  and  multiply?" 
Probably  not.   But  we  believe  that  Japan's  intensive  pre-occupatlon  with  popula- 
tion control  is  on  the  wane.   Prime  Minister  IKEDA  said  already  in  1963:  "I  wish 
that  people  would  realize  that  when  the  population  is  increasing  the  nation  is  also 
prospering.   I  believe  there  are  other  ways  of  solving  the  overpopulation  problem 
(than  preventing  the  unborn  from  entering  the  world.)  (Asahi,  January  1,  1963.) 
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Prime  Minister  SATO  asked  the  Cabinet  three  years  ago  to  take  steps  to  curb  the 
large  number  of  abortions  in  the  nation.   Again,  on  March  23,  1970,  Prime  Minister 
SATO  declared  at  a  public  hearing  of  the  Diet,  televised  throughout  Japan,  that  it 
will  be  necessary  to  restrict  abortion  in  order  to  provide  a  sufficient  labor  force, 
and  to  insure  Japan's  survival;  but  more  necessary  still  because  we  must  respect 
human  life:  "Whether  a  life  has  already  been  born,  or  whether  it  still  exists  as 
a  fetus,  our  way  of  thinking  about  that  life  must  be  one  of  profound  respect." 
(See  Appendix  X,  p. 

SUMMARY  AND  CONCLUSION 


Twenty  two  years  of  experience  with  a  liberal  abortion  law  in  Japan  has  given  us 
many  reasons  for  regret.   There  is  more  and  more  criticism  of  the  practive  in  news- 
papers and  on  television  as  time  goes  on.   There  is  a  strong  move  within  the  Liberal 
Democratic  Party  to  curb  abortion  practice;  gynecologists  who  make  a  living  from 
induced  abortion  are  opposed,  but  even  they  seem  to  see  the  handwriting  on  the  wall. 
A  major  effort  to  impose  restrictions  on  legal  abortion  will  be  made  in  the  Diet 
shortly. 

During  these  22  years  we  have  learned  that  our  people  adopted  abortion  very  rapidly 
and  on  a  mass  scale  almost  as  soon  as  they  were  deprived  of  the  solid  inhibiting 
supports  of  a  strict  abortion  law.   We  also  learned  many  other  things:  abortion  be- 
came a  substitute  for  conception  control  for  very  many;  failures  in  conception  con- 
trol were  surprisingly  frequent  when  the  escape  hatch  of  legal  abortion  was  opened; 
some  doctors  are  ready  to  operate  almost  anybody  because  profits  are  high;  several 
million  women  now  claim  that  legal  induced  abortion  has  made  them  physically  unwell; 
finally,  we  have  become  more  confident  that  Japan's  population  can  keep  right  on 
growing  without  creating  insuperable  problems. 

Much  as  we  need  guard  rails,  signal  lights,  speed  laws,  food  and  drug  laws,  and  tax 
regulations,  so  also  we  need  precise  laws  about  abortion  which  will  not  be  eroded 
off  the  map  by  human  passion,  or  by  liberal  interpretations  in  court;  we  need  such 
laws  to  save  us  from  ourselves;  we  need  them  to  stop  the  terrible  discrimination 
against  our  most  defenseless  fellow  human  beings. 
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APPENDIX 

I,  1. 

STATISTICS 

ON  ABORTION  IN  JAPAN 

Year 

Total 

In 

2nd 

In  3rd 

In  4th 

In  5th 

In 

6th 

In  7th 

Not 

month 

month 

month 

month 

mor 

ith 

month 

Clear 

19A9 

246,104 

1950 

489,111 

1951 

638,350 

80.8% 

12, 

,2% 

6, 

,9% 

0.1 

1952 

798,193 

86.4 

8. 

,7 

4. 

,8 

0.1 

1953 

,068,066 

90.1 

6. 

.6 

3, 

.3 

1954 

,143,059 

91.2 

5, 

.9 

2, 

,8 

0.1 

1955 

,170,143 

91.7 

5, 

.6 

2, 

.6 

0.1 

1956 

,159,288 

571, 

,713 

497,533 

35,397 

26.788 

20, 

,002 

7,461 

404 

1957 

,122,316 

555, 

,109 

483,594 

32,094 

24,846 

18, 

,815 

7,432 

426 

1958 

,128,231 

562, 

,980 

481,345 

32,193 

24,061 

18, 

,893 

8.312 

447 

1959 

,098,853 

553, 

,648 

463,930 

30.723 

22.619 

19, 

,061 

8.373 

499 

1960 

,063,256 

545, 

,000 

443,979 

29,183 

20.592 

17, 

,081 

6,846 

575 

1961 

,035.329 

538, 

,370 

429,064 

27,131 

19,050 

15, 

,064 

6,009 

641 

1962 

985,351 

519, 

,439 

404,678 

25,068 

16,881 

13, 

,392 

5,256 

637 

1963 

955,092 

508, 

,911 

388,592 

23,387 

15,933 

12, 

,578 

4,856 

885 

196A 

878,748 

476, 

,576 

351,480 

20,826 

14,282 

10, 

,603 

4.139 

842 

1965 

843,248 

460, 

,013 

335,920 

19,028 

13,282 

10, 

,063 

3.910 

1.032 

1966 

808,378 

442 

,992 

320,488 

18,460 

12,584 

9 

,300 

3.728 

826 

1967 

747,490 

412 

,576 

295.161 

16,119 

11,002 

8 

,393 

3.446 

793 

1968 

757,389 

417 

,847 

300,980 

15.899 

10,714 

7 

,895 

3,155 

899 

1969 

744,451 

411 

,446 

296,670 

15.793 

9,877 

7 

,223 

2,848 

594 

(Ministry  of  Welfare,  Bureau  of  Statistics,  "Eugenic  Protection  Statistical  Report 
1969"  June,  1970,  p.  23.  ) 


REPORTED  REASONS  FOR  INDUCED  ABORTION,  1969 


Total 

In  7th  month 

Total  reported 

744,451 

2, 

,848 

Personal  heredity 

325 

14 

Heredity  of  relatives 

212 

1 

Leprosy 

93 

1 

Rape  ,  violence 

221 

10 

Reason  not  clear 

1,232 

14 

Not  clear 

594 

Mother's  health 

741,774 

2 

,808 

(Ministry  of  Welfare,  Bureau  of  Statistics,  "Eugenic  Protection  Statistical  Report 
1969"  June,  1970,  p.  24.) 


RATE  OF  INDUCED  ABORTION  BY  AGE  OF  WOMAN,  1965 


Age 

No.  of  Wives 

No.  of  births 

No. 

of  Abort 

ions 

Abortions  per 
100   births 

Total 

16,633,700 

1,823,697 

843 

,248 

46.2 

35-39 

3,282,200 

72,355 

145 

,583 

201.2 

40-44 

2,742,100 

9,828 

68 

,515 

697.1 

45-49 

2,131,300 

462 

6 

,611 

1,431.0 

(Annual  Statistics  Concerning  Eugenic  Protection,  Ministry  of  Welfare.) 
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APPENDIX  I,  2. 

HOW  COMPLETE  ARE  THE  OFFICIAL  REPORTS  ON  INDUCED  ABORTIONS? 

Designated  physicians  file  reports  on  the  10th  of  each  month  for  the  Governor,  on 
forms  which  indicate  the  following: 

Name  of  physician;  date;  place. 

1.  The  serial  number  of  the  patient. 

2.  Her  age. 

3.  Her  location:  the  prefecture;  whether  she  is  from  the  countryside,  a  town,  or  a 
city. 

4.  Age  of  the  pregnancy. 

5.  Date  of  operation. 

6.  Under  which  paragraph  of  Article  14  does  the  case  fall? 

7.  Reason  for  the  operation. 

8.  Does  social  insurance  apply  or  not? 

9.  Does  government  livelihood  or  medical  support  apply  or  not? 

Another  sheet  is  provided  for  total  statistics  of  the  month,  giving  the  paragraph 
of  the  law  which  applies,  the  age,  whether  from  city  of  country. 

The  doctor  who  files  higher  statistics,  will  be  assessed  higher  income  tax,  of 
course.   Who  can  check  on  whether  each  case  is  reported?   Word  has  leaked  out  from 
one  location  that  the  doctors  have  agreed  to  report  one  out  of  three  operations. 

Statistics  fluctuate  wildly  from  prefecture  to  prefecture: 

Number  of  Registered  Abortions  per  100  Births  by  Prefecture,  1962 

Tokyo     36.8  Saitama    25.4  Hiroshirtia   53.0 

Kyoto   136.1  Kagawa   144.6  Okayama   127.3 

All  Japan   61.0 

Do  the  differences  reflect  degrees  of  completeness  in  reporting,  or  degrees  of  dif- 
ferences in  operations  performed,  or  both?  Who  knows  except  individual  doctors  in- 
sofar as  their  own  reporting  is  concerned? 

Parallel  reports  are  filed  by  the  designated  doctors  on  eugenic  operations  for  ster- 
ilizations.  We  have  been  able  to  check  them  against  the  latest  public  opinion  sur- 
vey.  The  1969  survey  of  the  Prime  Minister's  Office,  Bureau  of  Public  Information, 
indicated  that  7.8%  of  the  women  and  1.7%  of  the  men  had  received  the  operation, 
9.5  together.   Since  there  are  over  30,000,000  married  persons  in  the  age  category 
of  the  survey  (31,156,540  married  persons  age  20-49  in  1965)  we  should  expect  a 
report  on  at  least  2,960,000  operations.   The  doctors  reported  only  616,572   opera- 
tions during  1949-69,  which  is  20.8%  of  those  expected.  (Statistics  on  operations 
are  in  the  "Report  on  Statistics  of  the  Eugenic  Protection  Law,  1969"  Ministry  of 
Welfare,  1970.)   Apparently,  only  one  of  five  operations  was  reported.   If  .compensa- 
tion be  made  for  women  who  received  the  operation  but  have  since  passed  the  age  of 
50,  the  rate  is  still  lower.   The  nature  of  the  statistics  from  the  public  opinion 
survey,  however,  does  not  allow  us  to  draw  precise  statistical  conclusions. 
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APPENDIX  I,  3. 

PUBLIC  OPINION  SURVEYS  ON  THE  PERCENTAGE  OF  WIVES  WHO  HAVE  ABORTION  EXPERIENCE: 


MAINICHI  SURVEYS: 


Experienced   Did  not  experience 


No  answer 

Total 

No. of  couples 
surveyed 

16.2% 

100% 

3,195 

21.2% 

100% 

2,949 

12.9% 

100% 

3,075 

22.7% 

100% 

2,956 

23.6% 

100% 

2,811 

12.0% 

100%='= 

3,166 

11 . 0% 

100% 

3,140 

16.0% 

100% 

3, SOU 

9.9% 

100% 

3,461 

2nd  survey  (1952)  15.4%  68.4% 

3rd  survey  (1955)  26.5%  52.3% 

4th  survey  (1957)  29.7%  57.4% 

5th  survey  (1959)  35.1%  42.2% 

6th  survey  (1961)  40.8%  35.6% 

7th  survey  (1963)  32.0%  55.9% 

8th  survey  (1965)  32.7%  56.3% 

9th  survey  (1967)  32.2%  51.8% 

10th  survey  (1969)  37.4%  52.7% 

1969,  OFFICE  OF  THE  PRIME  MINISTER,  BUREAU  OF  PUBLIC  INFORMATION. 

Survey  among  a  sampling  of  3,000  married  women,  age  20-49.  2,597  respondents. 

Experienced  One  time  Twice  Thrice   Four   Five  or  Forgot   No  indi-  Did  not  ex-  No  in- 

abortion:  times  more  cation   perience    dicat. 

total 

41.9%  21.9%     11.9%  4.8%     1.1%   0.9%  0.3%     1.0%      57.0%       1.1% 

1968,  AICHI  PREFECTURE  ASSOCIATION  OF  WOMEN  FOR  THE  PROTECTION  OF  HUMAN  RIGHTS. 

Sampling  survey  conducted  in  and  around  Nagoya,  among  1,500  married  women,  age 
16  and  above,  representing  roughly  1,500,000  women. 

Question:  Have  you  ever  experienced  abortion? 
62%  Yes 
38%  No 

1963,  AICHI  PREFECTURE  COMMITTEE  ON  EUGENIC  PROTECTION  LAW: 

Gynecologists  handed  questionnaire  to  visiting  patients,  to  patients  of  other  depart- 
ments, and  to  other  women;  1,727  (74%)  responded.   They  indicated  experience  with 
abortion  as  follows:  67%  had  experienced  abortion  (including  72%  of  the  gynecologists' 
patients,  63%  of  patients  of  other  medical  departments,  and  62%  of  the  others.)   Of 
those  with  four  children,  over  80%  had  experienced  abortion. 

1962,  STUDY  OF  PROFESSOR  YUTAKA  MORIYAHA,  Professor,  Tokyo  University  Hospital. 

To  the  question  why  the  first  birth  was  so  late,  he  received  the  following  replies: 

30.2%  were  practicing  conception  control. 

26.5%  had  experienced  abortion. 
7.6%  had  experienced  a  miscarriage. 

35.7%  had  been  infertile. 
(Reported  in  AICHI  PREFECTURE  FAMILY  PLANNING  CONVENTION  PROCEEI  INGS  ,  Feb. 17  ,1966 .  ) 
He  made  a  comparison  of  birth  and  abortion  practice  between  those  whose  first  baby 
was  born  in  the  pre-war  years,  and  those  in  the  postwar,  with  these  results: 

Present  age         Birth  experience    Abortion  experience 

A    Over  40  years       85  -  86%  0.3  -  0.2% 

B     30  -  39  60  -  70%  10   -   20% 

25  -  29  46%  31% 

Under  25  26%  50   -   70% 

(Reported  in  op.cit .  ,  p. 33.) 
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APPENDIX  II.  ■'■^ 

PUBLIC  OPINION  SURVEYS: 

PERCENT  NEGLECTING  CONCEPTION  CONTROL  BEFORE  ABORTION.  FAILURE  RATE  OF  CONCEPTION 

CONTROL  MEASURES. 

1955,  MAINICHI  SURVEY:  3,000  couples  surveyed;  2,805  men  responded,  and  2,949  wives. 

17.0%  had  an  abortion  (or  abortions)  before  commencement  of  contraception  or 

rhythm . 
24.0%  practiced  conception  control,  but  had  an  abortion  (or  abortions)  after 
failure. 
2.4«  had  an  abortion  after  giving  up  conception  control. 
1.6%  unknown. 
39.2%  never  had  an  abortion. 
15 . 8%  did  not  respond. 
100.0% 

1957,  MAINICHI  SURVEY:  3,800  married  couples  surveyed;  2,928  husbands  and  3,075  wives 
responded.   Among  them,  29.7  experienced  abortion,  57.4  did 
not,  and  12.9  did  not  answer.   Of  those  with  abortion  experience: 
39.3%  had  an  abortion  before  beginning  the  use  of  conception  control. 
58.5%  had  an  abortion  after  failure  in  conception  control. 
3.5%  had  an  abortion  after  the  discontinuation  of  conception  control. 
4. 2%  did  not  know. 
105.5% 

1959,  MAINICHI  SURVEY:  3,000  married  couples  were  selected,  with  wives  under  age  50. 
There  were  answers  from  2,716  husbands,  and  2,965  wives. 
36.7-6  had  an  abortion  before  beginning  conception  control. 
58.4%  had  an  abortion  after  failure  in  conception  control. 
4.3-6  had  an  abortion  after  discontinuation  of  conception  control. 
2.4%  did  not  know. 
101.8% 

1969,.  SURVEY  OF  THE  OFFICE  OF  THE  PRIME  MINISTER,  BUREAU  OF  PUBLIC  INFORMATION. 


3,000  married  women  were  selected,  aged  20-49,  by  Random  Sampling  Method  No. 2;  the 
women  were  Interviewed,  but  the  reply  was  confidential,  returned  by  sealed  envelope. 
There  were  2,597  respondents,  86.6%.   Among  them,  42%  indicated  experience  with  ab- 
ortion: 

50.7%  were  not  practicing  conception  control  before  becoming  pregnant  and  ab- 
orting . 
46.5%  had  an  abortion  after  failure  in  anti-conception  practice. 
2.8%  did  not  indicate  either  way. 

FAILURE  RATE  OF  CONTRACEPTION  AND  RHYTHM,  PUBLIC  OPINION  SURVEY. 

Survey  made  in  1965  by  the  Cabinet  Secretariat  of  Public  Opinion.   Questionnairies 
were  delivered  to^ 3,000  married  women  selected  by  random  sampling  method;  there  were 
2,547  replies  (85%).   Among  those  practicing  conception  control,  many  used  several 
methods  simultaneously,  so  that  a  total  of  158.4%  of  users  is  obtained.   Method  fail- 
ure and  success  was  reported  as  follows: 


Method 

Failure  (% 

)   No  Failure 

No  Answer 

(N.B.  Oral  contra- 

Ogino method 

43.1% 

53.2% 

3.7% 

ceptives  are  ban- 

Basal temperature 

34.9% 

60.0% 

5.1% 

ned  in  Japan  ex- 

Condom 

40.6% 

56.5% 

2.8% 

cept  for  research 

Pessary 

47.5% 

48.6% 

3.9% 

purposes. ) 

Jelly 

44.7% 

52.1% 

3.2% 

Foaming  tablets 

33.6% 

62.3% 

4.1% 

Withdrawal 

55.7% 

44.3% 

Douche 

48.3% 

44.8% 

6.9% 

Others 

34.2% 

60.5% 

5.3% 

Not  clear 

24.5% 

69.4% 

5.1% 

Total  Methods        37.6%         58.1%  4.2% 
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APPENDIX  III.  1. 

PUBLIC  OPINION  SURVEYS  ON  ATTITUDES  TOWARDS  ABORTION 

1.  196  3,  SURVEY  BY  COMMITTEE  ON  THE  EUGENIC  PROTECTION  LAW,  AICHI  PREFECTURE.   Of  the 

116  3  women  who  indicated  that  they  had  experienced  abortion,  52  5  responded  to  the 
question  about  subsequent  feelings.  Of  these 

7  3.1%  (384)  indicated  that  they  felt  "anguished"  about  the  abortion. 
23.4%  (123)  indicated  that  they  felt  "lightly"  about  the  matter. 
3.4%  (  18)  failed  to  respond. 

2.  1964,  Dr.  Tatsuo  KASEKI  study  among  253  married  women: 

59%  felt  that  abortion  is  something  "very  bad". 
16%  felt  that  it  is  considerably  bad. 
17%  felt  that  it  is  somewhat  bad. 
8%  thought  that  it  could  not  be  called  something  bad. 
(Dr.  KASEKI,  report  from  Eugenics  Protection  Consultation  Center,  Nagoya,  1964.) 

3.  1965,  MAINICHI  SURVEY,  3,600  married  women,  aged  16-49  husband  present,  with  3,140 

(87.2%)  returns. 

Question:  What  did  you  feel  when  you  underwent  the  operation  for  the  first  time? 
(Respondents,  1,026): 

35.3%  "I  felt  sorry  towards  the  fetus." 
28.1%  "I  felt  that  I  did  something  wrong." 
18.0%  "I  did  not  feel  anything  in  particular." 

4.3%  "I  was  afraid  of  fecundity  impairments." 

6.5%  Others. 

7.9%  No  answer. 

In  this  survey,  of  3,140  respondents,  14%  indicated  that  abortion  should  not  be 
permitted  under  any  circumstances;  16%  that  it  should  be  allowed  for  any  reason; 
and  62%  for  specified  reasons. 

4.  1965,  Dr.  Midori  OMORI ,  Gamagori ,  Aichi  Prefecture,  survey  among  200  wives  age 

20-49,  made  during  contraception  guidance  courses  among  the  farm  folk.   Returns  by 
185  (92.5%). 

Dr.  OMORI  writes  that  the  fact  that  53%  did  not  respond  to  the  question  whether 
they  had  experienced  abortion  makes  corresponding  data  unreliable;  20%  responded 
that  they  had  not  experienced  abortion,  and  27%  that  they  had  experienced  it. 
Among  the  latter,  replies  to  the  question  "How  did  you  feel  about  your  first 
abortion?"  were  as  follows: 

20%  I  felt  that  I  had  done  something  bad. 
35%  I  felt  pity  for  the  fetus. 

10%  I  was  afraid  that  I  couldn't  bear  any  more  children. 
30%  I  didn't  feel  anything  in  particular. 
5%  I  felt  relieved  and  easy. 

(AICHI  PREFECTURE  FAMILY  PLANNING  CONVENTION  PROCEEDINGS,  1966,  p.  58) 

5.  1968,  NAGOYA  CITY  AREA  SURVEY  BY  WOMEN'S  ASSOCIATION  FOR  THE  PROTECTION  OF  HUMAN 
RIGHTS,  1,500  women,  married,  age  16  and  plus;  1431  answers  (95%). 

Question  2:  What  do  you  think  about  the  fetus? 

67%  I  think  it  is  a  human  life  from  the  moment  it  is  conceived  in  the  womb. 

4%  It  is  not  a  human  being  until  about  the  6th  or  7th  month  of  pregnancy. 
22%  It  is  part  of  the  mother  until  it  is  delivered. 

7%  I  cannot  say. 
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PUBLIC  OPINION  SURVEYS  ON  ATTITUDES  TOWARDS  ABORTION,  cont. 

Question  3:  It  is  said  that  over  2,000,000  abortions  are  being  performed  annually 
in  our  country.   What  do  you  think  about  that  situation? 
1+2%   It  is  not  good. 

57%   It  is  not  good,  but  it  cannot  be  helped. 
1%   I  don't  know  whether  it  is  good  or  bad. 

6-  1969,  SURVEY  BY  THE  OFFICE  OF  THE  PRIME  MINISTER,  BUREAU  OF  PUBLIC  INFORMATION: 

married  3,000  women  age  20-49  selected  by  random  sampling;  2,597  respondents  (86.6%). 

Question:  What  is  your  opinion  about  abortion?   Please  mark  the  answer  which 
corresponds  most  closely  to  your  opinion. 

11%  It  should  be  prohibited,  completely. 

29%  I  think  it  is  something  bad. 

48%  I  think  it  is  not  good,  but  it  cannot  be  helped. 

2%  I  don't  think  it  is  something  bad. 

7%  One  cannot  generalize. 

3%  I  don't  know. 
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APPENDIX  IV,  1. 

PHYSICAL  AFTER-EFFECTS  AND  DAMAGE  TO  HEALTH  FROM  INDUCED  ABORTION 

1959,  HAINICHI  NEWSPAPERS  SURVEY:  Random  sampling  of  3,000  women  throughout  Japan, 

age  49  and  younger,  married  2,965  returned  the 
questionnaire;  t2.2%  reported  no  experience  with  abortion,  22.7%  did  not  answer, 
and  35.1%  experienced  one  or  more  abortions;  of  the  latter,  46%  experienced  one 
abortion,  32.1%  two,  15.8%  three,  and  6.1%  did  not  indicate  the  number  of  times. 

Asked  whether  or  not  they  experienced  any  bad  effect  on  health  as  the  result  of 
abortion,  they  answered: 

58.8%  indicated  "no  bad  effect." 

28.4%  indicated  "some  kind  of  bad  effect". 

11.8%  no  answer. 

196  3,  AICHI  PREFECTURE  COMMITTEE  ON  EUGENIC  PROTECTION  LAW:  Gynecologists  handed  the 

questionnaire  to  visiting 
patients  and  to  other  women;  1,727  responded,  which  was  74%  of  the  total.  They  in- 
dicated experience  with  abortion  as  follows:  women  visiting  the  gynecologist,  72% 
women  visiting  other  doctors,  63%,  other  women,  62%,  average,  67%.   Of  those  with 
4  children,  over  80%  had  experienced  abortion.   Of  the  entire  group,  55%  had  prac- 
ticed contraception  and  werewell  informed;  of  those  practicing  contraception,  one 
third  reported  success,  but  one  third  reported  two  or  more  failures.   Confidence  in 
the  effectiveness  of  contraception  was  weak. 

Asked  whether  they  had  suffered  damage  to  health  after  an  induced  abortion,  13% 
indicated  that  they  had  suffered  such  damage.   The  rate  was  twice  as  high  among 
those  who  did  not  take  time  to  recover  properly,  as  among  those  who  took  proper  rest. 

1964,  MINISTRY  OF  HEALTH  AND  WELFARE,  CHILD  AND  FAMILY  BUREAU,  conducted  by  the  OFFICE 

OF  THE  PRIME  MINISTER,  BUREAU  OF  PUBLIC  INFORMATION.  Random  sampling,  3,000  wives  age 
20-39,  2,456  respondents. 

Among  mothers  in  general,  those  who  indicated  that  they  are  physically  unwell  consti- 
tute 10%  of  the  total;  among  the  age  group  of  35-39,  they  constitute  13%. 

Among  the  40.6%  who  indicated  experience  with  abortion  in  this  survey: 

24.1%   indicated  that  they  were  physically  unwell. 
71.4%   indicated  that  there  was  no  complaint. 
4.4%  did  not  respond. 

By  age  groups,  the  results  are  as  follows: 

Age   Abortion  experience  Physically  indisposed^  No  complaints^  No  answer' 

Total  40.6%  24.1%  71.4%  4.4% 

20-24  21.1%  22.4%  71.0%  6.7% 

25-29  30.5%  24.9%  72.1%  22.6% 

30-34  43.5%  23.7%  71.7%  4.5% 

35-39  52.0%  24.4%  71.0%  4.8% 

(1)  %  of  those  in  first  column,  who  experienced  abortion. 

1965,  MAINICH  NEWSPAPER  SURVEY:  Random  sampling,  3,600  married  women,  age  16  to  49, 

husband  present;  3,140  returns  (87.2%). 

FEELING  UNWELL  BECAUSE  OF  ABORTION,  BY  NUMBER  OF  OPERATIONS 

Number  of  abortions   I  am  physically  unwell   I  have  no  such  complaint   No  answer 

One  18.5%  78.8%  2.7% 

Two  22.7%  74.8%  2.5% 

Three  40.4%  57.0%  2.6% 

Four  51.7%  48.3% 

Five  50.0%  50  .'0% 

Six  e  +             25.0%  50.0%  25.0% 

Don't  know           41.7%  50.0%  8.3% 

No  answer  6.7%  50.0%  43.3% 

TOTAL  23.8%  72.1%  4.1% 
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PHYSICAL  AFTER-EFFECTS  AND  DAMAGE  TO  HEALTH  FROM  INDUCED  ABORTION .cont . 

SAN-FUJINKA  NO  SEKAI  (THE  WORLD  OF  OBSTETRICS  AND  GYNECOLOGY),  March,  1966   (XVIII  3) 
p.  132.)  The  above  table  was  not  placed  into  the  English  "Sunmiary  of 'Eighth  National 
Survey  on  Family  Planning"  issued  by  the  Mainichi  Newspapers,  Tokyo. 

1968.  NAGOYA  AREA  SURVEY  BY  WOMENS  ASSOCIATION  FOR  THE  PROTECTION  OF  HUMAN  RIGHTS: 
(Reported  on  Jan.  20,  1969.)   A  questionnaire  was  handed  to  1,500  women  age  16  and 
plus,  picked  by  random  sampling;  the  sealed  and  anonymous  results  were  picked  up  the 
"^o  ?^y.^°^  tabulation  and  analysis.   There  were  1,^+31  answers  (95%).   Among  these 
62.'=  indicated  that  they  had  experienced  abortion,  38%  indicated  the  contrary. 

Question:  What  is  the  state  of  your  physical  condition  after  abortion? 

1.  I  was  troubled  severely  with  adverse  after-effects •• •14% 

2.  My  health  is  not  as  good  as  before  the  operation 45% 

3.  There  is  no  special  difference Ul% 

1969,  OFFICE  OF  THE  PRIME  MINISTER,  BUREAU  OF  PUBLIC  INFORMATION. 

A  random  sampling  of  women  of  all  Japan,  married,  age  20-49;  3,000  questionnaires  were 
delivered  to  the  women,  who  were  interviewed;  answers  were  returned  sealed  and  anon- 
ymous.  There  were  2,597  respondents,  or  86.6%.   Of  these,  42%  indicated  that  they 
had  experienced  abortion,  57%  had  not ,  and  1%  did  not  reply.   (Note:  of  the  501  wo- 
men age  35-39,  22%  experienced  one  abortion,  15%  two  abortions,  and  12%  three  of 
more  abortions. ) 

Question  directed  to  those  who  had  experienced  abortion:  After  the  abortion  opera- 
tion did  any  of  the  following  changes  occur,  or  did  they  not?  And,  please  indicate 
whether  any  of  the  following  physical  changes  occurred,  beginning  immediately  after 
the  operation  and  lasting  for  some  time. 

1.  Some  kind  of  physical  abnormality  occurred 31%  (338) 

2.  There  was  no  change 57%  (729) 

3.  (No  reply) 2%  (  22) 


,      ^        „  1089 

Amongthese,  9.7%  reported  sterility  after  three  years;  14.8%  habitual  spontaneous 
abortion;  3.9%  extra-uterine  pregnancies;  17.4%  menstrual  irregularity;  20%  abdominal 
pains;  19.7%  dizziness;  27.7%  headache;  3.5%  frigidity;  13.5%  exhaustion;  3.6%  neu- 
rosis.  Among  the  124  women  who  had  3  abortions,  43.6%  indicated  physical  abnormal- 
ities; among  those  who  had  4  (28)  50%  indicated  the  same. 

REPORT  ON  DAMAGE  RESULTING  FROM  INDUCED  ABORTION 

Year   No. of  Cases   Deaths   Serious  damage  to  health   Investigator 


1950  29,900      87      119 

1951  6,405      12      150 


Scientific  Ass'n  of  Japan  Gynecol- 
ogists 

Tohoku  Division,  Scientific  Ass'n 

,„^  of  Japan  Gynecologists 

1954   108,055         4,140     Medical  Association  for  Maternal 


Protection 


N. 


Since  the  basis  for  judging  about  harmful  effects  is  not  the  same,  the  results 
of  the  investigations  are  not  comparable. 

Reported  in  "Selected  Statistics  Concerning  Fertility  Regulation  in  Japan"  tab- 
ulated by  Hisao  AOKI ,  Institute  of  Population  Problems ,  Ministry  of  Welfare,  1967. 
p.  49. 
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APPENDIX.  V. 

STATEMENT  ON  BANNING  ORAL  CONTRACEPTIVES,  Japan  Family  Planning  Association 

Issued  at  Shizuoka  Convention,  July  17,  19614 . 

"...  A  look  at  Japan's  situation,  the  birth  rate,  the  net  reproduction  rate,  tells 
us  that  we-  have  already  reached  the  time  when  the  government  will  have  to  be  saying 
"Let's  have  children  again."   It  is  a  problem  of  guarding  the  basic  welfare  of  our 
daily  human  living,  of  preserving  a  balance  of  the  age  structure  of  the  population, 
so  that  the  threat  to  our  national  life  from  aa  unbalanced  population  will  not  be- 
come a  reality.   For  this  reason  the  government  is  working  out  plans  for  a  Mother 
and  Child  Health  Law,  and  is  hastening  to  make  other  provisions,  such  as  child  al- 
lowances, in  order  to  make  j.t  easy  bear  and  provide  for  children.   What  reason  is 
there  then,  at  a  time  like  this,  to  introduce  an  oral  contraceptive  which  bristles 
with  problems? 

Because  of  the  imperfect  division  between  medical  and  pharmaceutical  agencies,  which 
invites  sale  of  prescription  medicines  by  pharmacies,  would  this  not  spur  a  deterio- 
ration of  morals  and  an  increase  of  crime  among  the  young?  Would  we  not  have  to 
expect  the  poison  of  "sexual  intercourse  entertainment"  (a  problem  already  existing 
in  America)  just  as  we  experienced  the  "sleeping  pill  sport"  . . . 

Japan's  Net  Reproduction  Rate  (an  index  employed  by  demographers  to  assess  long- 
term  population  trends;  it  is  the  replacement  rate  of  daughter  for  mother;  i.e.,  it 
tells  the  rate  by  which  daughters  born  in  a  single  year  will  live  to  replace  their 
mother  when  they  reach  the  same  age  as  the  mother.   Japan  has  fallen  below  the  level 
of  unit  replacement  rate,  and  is  therefore  on  a  population  decline  course,  although 
at  present  population  continues  to  increase  by  about  a  million  per  year. 

Year  Net  Reproduction  rate 

1.67 
1.53 
1.05 
0.92 
1.00 
0.98  (Provisional) 

1956-69  0.93 

(Institute  of  Population  Studies,  Ministry  of  Welfare.) 

Professor  Haruo  MIZUSHIMA,  Prof.  Emeritus  of  Kyushu  University ,  Demographer ,  calcu- 
lated that  if  the  0.92  NRP  rate  of  1960  were  to  continue  unchanged,  the  Japanese 
population  would  be  reduced  to  half  every  9  generations,  i.e.,  every  240  years. 
(Journal  of  Japan  Public  Sanitation  XV, 7  (July  15,  1968)  p.  626.) 

This  implies  not  a  uniform  decrease  among  all  age  groups,  at  least  initially,  but 
an  unbalance  of  aged  persons  in  comparison  to  the  young  and  then  to  the  working  age 
categories.   The  population  projection  made  in  1959  by  the  Institute  of  Population 
Problems  indicated  that  the  population  age  group  0-14  years  would  decrease  from  33.4% 
of  the  total  in  1955  to  17.0%  in  the  year  2005;  those  age  65  £  +  would  increase  from 
5.3%  to  20%,  indicating  a  very  heavy  burden  from  the  unbalanced  old  age  structure. 
The  latter  figure  has  been  modified  to  16.94%  in  the  1969  projection;  and  the  0-14 
age  group  has  increased  to  21.12%  in  the  new  projection,  for  the  year  2005. 


57-676  O  -  76  -  44 
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APPENDIX  VI,  1. 

REPORT  ON  PUBLIC  OPINION  SURVEY  ON  BIRTH  CONTROL  AND  ABORTION,  OFFICE  OF  THE  PRIME 
MINISTER,  BUREAU  OF  PUBLIC  INFORMATION 

Conducted  during  Nov.  25-30,  1959;  carried  out  by  the  Central  Survey  Agency,  Inc. 
Results  published  in  March,  1970.   3,000  married  women,  age  20-U9  selected  by  random 
sampling  method  were  interviewed;  the  survey  material  was  left  with  them,  and  they 
were  asked  to  fill  it  out  and  to  return  it  by  mail,  anonymously.   There  were  2,597 
returns,  86.6%.   Selected  sections  of  the  results  are  presented  below. 
Question:  Have  you  ever  had  an  artificial  termination  of  pregnancy?   If  so,  please 
indicate  the  number  of  times. 

t2%  Yes.  (22%  once,  12%  twice,  5%  thrice,  1%  four  times,  1%  five  times 

and  plus;  1%  no  answer.) 
57%  No. 
1%  No  answer. 

Question:  Those  who  answered  "Yes"  to  the  above,  please  indicate  when  and  how  often 
during  the  years  given. 
No.  of  times    1965    1966    1967    1968    1969 

Had  abortion:  5.9%  4.6%  4.0%  4.1%   3.1% 

Once  5.5%  4.1%  3.6%  3.8%    3.0% 

Twice  0.3%  0.4%  0.4%  0.2%   0.1% 

Thrice  0.1%  0.1%  -  0.1% 

'          Four  6  +  -     - 

Abortion  Experience,  Age  and  Number  of  Times 

Forgot;  no   Did  not      No 
Age     Number  Had  abortion   Once   Twice   Thrice  &  +   answer   have  abor.   answer 

20-24     133        24%        15%      6%      3%  0%        75%        1% 

25-29    520        32%        22%     6%     3%  1%        67%        1% 

30-34     607        46%         28%     12%      5%  1%         53%        1% 

35-39     501        49%        22%     15%     12%  0         50%        1% 

40-44     459        48%        21%     15%     11%  1%         50%         2% 

45-49     377         39%        16%     15%      7%  1%        50%        1% 

Question,  for  those  who  have  experienced  abortion:  What  was  the  reason  for  termi- 
nating the  pregnancy;  please  check  appropriate  reason  below;  you  may  check  more  than 
one  reason:  {1089  replies) 

1.  Becauss  the  pregnancy  was  unplanned  46% 

2.  Because  I  feared  damage  to  health,  being  sickly  24% 

3.  Economic  circumstances  are  difficult,  although  not  so 
difficult  that  government  aid  would  become  necessary  ••  7% 

4.  Because  of  a  housing  problem 7% 

5.  Because  I  am  not  properly  married  2% 

6.  Because  I  fear  passing  on  bad  hereditary  defects  1% 

7.  Economic  difficulties  were  so  bad  that  I  needed  aid  •••  1% 

8 .  Other  reasons  17% 

9 .  No  answer 2% 


107% 


Question,  for  those  who  have  experienced  abortion:  Did  you  have  an  abortion  because 
there  was  a  failure  in  contraception  (conception  control)?  Or  were  you  not  practicing 
conception  control  at  the  time?  (In  case  of  several  abortions,  state  condition  about 
the  most  recent  one). 

1.  Because  of  failure  in  conception  control  46% 

2.  I  was  not  practicing  conception  control  at  the  time  •••51% 

3.  No  answer 3% 

(1089  respondents.) 
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APPENDIX  VI,  2.  21 

"~   PUBLIC  OPINION  SURVEY  1969,  PRIME  MINISTER'S  OFFICE  (2) 

Question  (For  those  who  had  failures  in  conception  control,  ending  in  abortion): 
What  kind  of  conception  control  method  were  you  using  at  the  time? 

Condom '+3t 

Ogino  Rhythm "^1% 

Contraceptive  ring  3% 

Basal  Temperature  6% 

Tablet  6% 

Withdrawal  4% 

Jelly  5% 

Pessary  6% 

Douch  1% 

Oral  Contraceptive  0 

Others  2% 

No  answer  1-ft 

119%   (506  replies) 
Question  (For  those  who  experienced  abortion):  Was  your  first  abortion  performed  on 
your  first  pregnancy? 

17%   First  pregnancy. 

77%   Second  pregnancy  or  more. 
4%   I  forgot. 
2%   No  answer.   (N=1089) 

Question  (For  those  who  experienced  abortion):  After  the  abortion,  did  any  of  the 
following  things  occur,  or  did  they  not? 

And,  beginning  immediately  after  the  operation  and  lasting  for  some  time,  was 
there  any  kind  of  physical  change?   Please  indicate  by  checking  the  items  below: 

There  was  some  kind  of  abnormal  change 31%  (13%  of  total  sample) 

Habitual  spon.  abortion •••• 5% 
Sterility  (after  3  years ) • • 3% 
Extra-uterine  pregnancy  •  •  •  1% 

Headache 8% 

Abdominal  pains 6% 

Dizziness 6% 

Menstrual  irregularity 5% 

General  lassitude t% 

Neurosis 1% 

Frigidity 1% 

There  was  no  abnormal  change 67% 

No  answer '  '  2i5 

100%  (N=l,089) 
The  data  indicates  that  the  damage  was  greater  when  the  abortions  were  repeated, 
when  the  first  pregnancy  was  aborted,  when  the  person  was  under  24  years  old,  and  when 
the  first  abortion  occurred  after  the  person  was  35  years  old: 

One  Two  ab-  Three  Ab.  Under  Age  Age  Age   Abor.  of  Abor. after 

Abortion  ortions  and  +     age  24  25-29  30-34  35  S  +  1st  Preg.  2nd  or  more 

There  was  some  (237)  (472)  (262)   (90)   (185)        (842) 

kind  of  change     26%(570)  32%( 310  )48%( 176 )     37%  28%    28%     32%    41%         28% 

Habitual  spon.  ^^  5%  10%  8%  4%  2%  4%  9%  3% 

abortion 

Sterility  4%  3%  1%  3%  2%  3%  6%  5%  3% 

Extra-uterine  .g.  -,5.  ^^  3*  1*  I''  1%  2%  1% 

pregnancy 

Headache  6%  8%  14%  9%  8%  9%  10%  11%  8% 

Abdominal  pains  1^%  7%  12%  8%  6%  6%  2%  9%  5% 

Dizziness  4%  7%  8%  7%  6%  7%  6%  8%  6% 

Menstrual  irreg.  4%  7%  6%  8%  5%  4%  4%  7%  5% 

General  lassitude  4%  4%  6%  4%  3%  5%  9%  4%  4% 

Neurosis  1%  1%   ■    2%  0  2%  2%  1%  2%  1% 

Frigidity  1%  1%  3%  1%  1%  1%  2%  1%  1% 

No  abnormality  72%  66%  52%  62%  70%  70%  67%  58%  70% 

No  answer  2%  2%  0  1%  2%  2%  1%  1%  2% 
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APPENDIX  VI,  3. 

PUBLIC  OPINION  SURVEY,  1969,  PRIME  MINISTER'S  OFFICE  (3) 

Question:  What  is  your  opinion  about  abortion?   Please  check  the  one  which  corresponds 
most  nearly  with  your  opinion: 

1.  It  should  be  forbidden  absolutely .• -11% 

2.  I  think  it  is  an  evil  thing. 29% 

3.  I  don't  think  it  is  good,  but  it 
can't  be  helped. 48% 

4.  I  don't  think  it  is  something  bad.*-  2% 

5.  One  cannot  say  in  general. 7% 

6.  I  don't  know. 3% 

100% 

Question  (To  those  who  think  it  should  be  forbidden  absolutely):  Why  do  you  think 
it  should  be  forbidcen  under  all  circumstances? 
(To  those  who  think  it  is  an  evil  thing):  Why  do  you  think  it  is  evil? 
(To  those  who  don't  think  it  is  good,  but  it  can't  be  helped):  Why  do 
you  think  the  practice  is  not  very  good? 

1 .  Because  it  is  against  laws  of  God  and  nature 6% 

2.  Because  it  is  against  humanity  (respect  for  life,  pity  for  fetus)*3'+% 

3 .  For  other  moral  reasons • • 5% 

U .  Because  it  is  against  the  law 1% 

5 .  Because  it  is  harmful  to  the  health  of  mothers 56% 

6 .  Other  reasons 3% 

7.  Not  clear. 4% 


107% 
(Answers: 89%) 

QUESTION:  Under  what  circumstances  do  you  think  abortion  should  be  permitted. 
Please  check  all  the  reasons  below  which  you  think  sufficient: 

Should  be  Should  not  Don't 
permitted  be  permit,  know 

1.  When  there  is  fear  of  passing  on  hereditary  disease, 

leprosy,  etc. 95%       2%       3% 

2.  When  it  is  feared  that  the  mother's  health  would  be 
damaged  seriously 

3.  After  rape  or  violence  

4.  When  the  family  is  so  poor  that  it  would  become  en- 
titled to  government  aid  if  another  child  were  born  •• 

5.  When  economic  difficulties  cause  family  distress,  but 
not  to  the  same  extent  as  under  number  4  

6.  When  the  mother  decides  that  she  doesn't  want  to  bear 
another  child  

QUESTION :  It  is  said  that  the  number  of  abortions  is  very  high  in  Japan  in  comparison 
with  foreign  countries;  do  you  think  that  the  high  number  of  abortions  in 
Japan  is  a  serious  social  problem,  or  do  you  think  it  is  not  such  a  great 
problem?  (If  you  think  it  is  a  serious  problem,  indicate  the  reason  for  your 
opinion) 

1.  It  is  a  serious  social  problem  52% 

Because  of  maternal  health,  human  rights,  etc. 27% 

For  moral  reasons  21% 

Because  of  a  population  problem  12% 

Other  reasons  1% 

Unclear  3% 

2.  It  is  not  a  serious  problem  9% 

3.  One  cannot  say  in  general 25% 

4.  I  don't  know  14% 

100% 


95% 

2% 

3% 

84% 

5% 

11% 

52% 

29% 

19% 

18% 

64% 

18% 

15% 

68% 

17% 
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APPENDIX  VI,  U. 

PUBLIC  OPINION  SURVEY,  1969,  PRIME  MINISTER'S  OFFICE  (4) 

QUESTION:  What  do  you  think  is  the  reason  for  the  large  number  of  abortions  in  Japan? 
Please  indicate  which  of  the  reasons  account  for  this: 

1.  Parents  think  that  their  own  lives  are  the  most  important 42% 

2.  The  feeling  about  the  evil  of  abortion  has  become  weak 31% 

3.  Sex  morality  has  deteriorated  in  general 23% 

4.  Because  the  law  which  regulates  abortion  is  too  liberal 21% 

5.  Others 3% 

6.  I  don't  know 11% 


131% 


QUESTION:  In  order  to  decrease  the  number  cf  abortions,  where  do  you  think  efforts 
should  be  concentrated?   Choose  one  answer  only  please: 

1.  On  diffusion  of  knowledge  about  proper  methods  of  conception  control- •  73% 

2.  By  controlling  it  strictly  be  law 11% 

3.  By  promoting  a  good  sense  of  morality 8% 

4.  No  policy  is  needed 1% 

5 .  Others 0 

6.  Don't  know 7% 

QUESTION:  Do  you  know  that  the  Eugenic  Protection  Law  exists?   (If  so)  do  you  know 
what  is  determined  by  this  law?   What  are  its  contents? 

1.  I  know  about  the  law  52% 

It  determines  when  abortion  is  permitted  15% 

It  determines  when  sterilization  is  permitted  6% 

It  determines  in  what  manner  doctors  can  get 

a  license  for  abortion  and  sterilization  operations  4% 

Others;  it  determines  vaguely  matters  about  abortion 

and  sterilization  3% 

Others  3% 

I  don't  know;  unclear .• 26% 

2.  I  don't  know  about  the  law  48% 
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APPENDIX  VII,  1.  2"* 

SURVEY  ON  ABORTION  AND  BIRTH  CONTROL  OF  NAGOYA  AREA  BY  AICHI  PREFECTURE  WOHENS 
ASSOCIATION  FOR  THE  PROTECTION  OF  HUMAN  RIGHTS,  1968  (1) 

The  survey  covered  an  estimated  1,500,000  women  age  15  and  above  in  and  around  Nagoya 

i,^:  J^^^t   conducted  in  October  of  1.^68,  and  the  results  were  published  in  a  pam- 

S:,rJ        I   .\  T   *^L^^'^^°"=  committee  menders  at  their  meeting  in  Nagoya  City 

Education  Hall  on  Jan.  20,  1969.  6  7   ^j-i-y 

The  purpose  of  the  survey  was  to  ascertain  the  attitude  of  the  ordinary  citizens  to- 
wards abortion,  and  to  learn  under  what  circumstances  abortions  are  being  performed- 
the  result  should  then  be  used  as  reference  in  the  drive  to  curb  abortions 

1,500  women  age  16  and  above  were  selected  to  answer  the  survey  questionnaire.  1,200 
were  from  the  Nagoya  City  area,  300  from  the  surrounding  area.   There  were  19  survey 
areas  withm  the  city,  and  30  in  the  surrounding  area;  responsibility  for  each  of  the 
areas  was  assigned  to  one  who  would  conduct  the  sampling  survey.   To  prevent  bias 
the  sampling  targets  were  selected  according  to  age,  occupation,  income,  and  educa- 
tion.  The  suryeyers  then  visited  their  respective  target  persons,  and  left  with  them 
the  questionnaire,  and  an  envelope  in  which  to  seal  it  after -it  had  been  answered. 
On  the  next  day  they  gathered  the  sealed  envelopes,  took  them  to  the  Human  Rights 
Protection  Office,  Legal  Section,  Nagoya  City  Hall,  and  opened  them  there.   What  fol- 
lows IS  a  translation  of  the  published  results: 

I-  THE  EXTENT  OF  KNOWLEDGE  AND  APPROVAL  OF  FAMILY  PLANNING. 
QUESTION  I:  What  are  you  doing  in  regard  to  family  planning? 

1.  I  am  practicing  it  y,  5. 

2.  I  am  not  practicing  it  -.^g. 

3.  I  am  not  much  concerned  with  it  17s. 

II-  CONCERNING  THE  HUMAN  PERSONALITY  OF  THE  FETUS. 
QUESTION  II:  What  is  your  opinion  about  a  fetus? 

1.  I  think  it  is  a  human  life  from  the  moment  it  is  conceived  in  the  womb--67% 

2.  It  is  not  a  human  life  until  about  the  6th  or  7th  month  of  pregnancy-—  4% 

3.  It  is  a  part  of  the  mother  until  it  has  been  born 22% 

4.  I  cannot  say ^^ 

III-  WHAT  DO  YOU  THINK  ABOUT  THE  MANNER  IN  WHICH  ABORTION  IS  BEING  PRACTICED  IN  OUR 
COUNTRY?  — — ^^-^ 

QUESTION  III:  It  is  said  that  above  2,000,000  abortions  are  performed  annually  in 
our  country;  what  do  you  think  this  situation? 

1.  It  is  not  good ^29- 

2.  It  is  not  good,  but  it  cannot  be  helped  57% 

3.  I  don't  know  whether  it  is  good  or  bad 1% 

IV.  TO  WHAT  EXTENT  ARE  YOU  ACQUAINTED  WITH  THE  LEGAL  ASPECTS  OF  ABORTION? 

QUESTION  IV:  Do  you  know  that  a  number  of  strict  conditions  for  the  performance  of 
an  abortion  are  determined  by  law? 

1.  I  am  acquainted  with  the  details  of  the  law 6% 

2.  I  am  aware  that  such  conditions  exist  82% 

3.  I  am  not  aware  of  them j2* 

V-  CONCERNING  THE  EXTENT  OF  ABORTION  PRACTICE- 
QUESTION  V:  Have  you  ever  experienced  an  abortion? 

1.  Yes   62% 

2.  No    38% 
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APPENDIX  VII,  2. 

SURVEY  ON  ABORTION  AND  BIRTH  CONTROL  OF  NAGOYA  AREA  BY  AICHI  PREFECTURE  WOMENS 
ASSOCIATION  FOR  THE  PROTECTION  OF  HUMAN  RIGHTS,  1968  (2) 

(N.B.  The  Question  which  follow  should  be  answered  only  by  those  who  have  experi- 
enced abortion.) 

VI.  REASONS  FOR  THE  PERFORMANCE  OF  ABORTION. 
QUESTION  VI :  Which  of  the  following  reasons  did  you  have  for  abortion? 

1.  I  cannot  give  birth  because  of  physical  weakness  or  sickness. 

2.  My  living  conditions  are  very  difficult. 

3.  I  am  worried  about  passing  on  heredity  defects  to  a  child. 

4.  Violence. 

5.  Because  I  would  not  be  able  to  go  out  to  work. 

6.  I  don't  need  more  children  than  I  already  have. 

7.  I  wasn't  married. 

8.  Taking  care  of  children  is  troublesome. 

9.  Others  forced  me. 
10.  Other  reasons. 

VII.  INFLUENCE  OF  ABORTION  ON  PHYSICAL  HEALTH. 

QUESTION  VII:  What  is  the  state  of  physical  health  after  the  abortion  was  performed? 

1.  I  was  severely  troubled  with  adverse  after-effects  14% 

2.  It  is  not  as  good  as  before  the  operation 45% 

3.  There  isn't  much  change 41% 

VIII.  TIME  OF  RECUPERATION  AFTER  THE  ABORTION. 

QUESTION  VIII:  What  did  you  do  concerning  recuperation  after  abortion? 

1.  I  rested  for  about  a  week 49% 

2.  I  was  careful  for  2  or  3  days 43% 

3.  I  took  no  special  time  for  recuperation 8% 

IX.  THE  DOCTOR'S  ATTITUDE  WHEN  YOU  REQUESTED  AN  ABORTION. 

QUESTION  IX:  To  what  extent  were  you  questioned  by  the  doctor  when  you  asked  for 
an  abortion? 

1.  I  was  questioned  in  great  detail 17% 

2.  I  was  questioned  only  briefly 74% 

3.  Practically  no  questions  were  asked 9% 

X.  INFLUENCE  OF  ABORTION  ON  MENTAL  HEALTH. 

QUESTION  X:  Allow  us  please  to  ask  about  your  psychological  condition  after  the 
abortion. 

1.  I  was  troubled  for  a  while 48% 

2.  My  mind  was  put  at  ease 36% 

3.  I  didn't  think  much  about  it  16% 

END  OF  TRANSLATION  OF  SURVEY 

The  survey  was  instituted  and  its  findings  published  under  the  auspicles  of  the 
Joint  Committee  ^f   the  Aich  Prefecture  Association  for  the  Protection  of  Human 
Right.   Joint  sponsors  were  the  Nagoya  City  Committee  of  Education;  the  Nagoya  City 
PTA  Coordinating  Committee;  the  Nagoya  City  Coordinating  Committee  of  Regional  Wo- 
men's Associations;  the  Nagoya  City  Coordinating  Committee  of  Women's  Club;  the 
Aichi  Prefecture  Association  for  Mother  and  Child  Welfare;  the  Aichi  Branch  of  Uni- 
versity Women's  Association;  the  Nagoya  Mother's  Association;  and  the  Nagoya  Branch 
of  the  Japan  Voter's  League. 
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SURVEY  OF  CONTRACEPTION  AS  RELATED  TO  ABORTION 

Committee  on  Eugenic  Protection  Law,  1963 

At  a  meeting  of  the  Mother  and  Child  Hygienic  Association,  Nagoya,  Japan,  October  25, 
1963,  findings  were  released  on  a  questionnaire  concerning  contraception  and  abortion. 
1727  women  returned  the  questionnaire,  or  74f  of  those  questioned.   Doctors  Tatsuo 
Kaseki  and  Hiroshi  Tomota  of  the  Committee  on  the  Eugenic  Protection  Law  conducted 
the  survey  with  the  help  of  medics. 

EXPERIENCE  IN  ABORTION:  Of  the  1727  women,  1163  (57.4%)  had  experienced  abortion, 

564  (22.5%)  had  not.   The  rate  was  highest  among  the  patients 
of  gynecologists  (71.7%,  or  615  among  857);  next  in  rank  were  patients  of  other  doc- 
tors (63.4%)  or  (104  among  164);  and  lowest  among  other  women  (61.8%)  or  (375  among 
606); 59  among  the  IQO  whose  category  is  not  clear  also  had  experienced  it. 

EXPERIENCE  IN  CONTRACEPTION:  of  the  1727  women,  1116  or  64.6%  practiced  contraception. 

SUCCESS  IN  CONTRACEPTION:  Among  1084  respondents,  623  (57.5%)  reported  failures; 
312  (28.8%)  reported  success;  and  149  (13.7%)  were  not 
clear.  Among  those  who  failed,  314  reported  one  failure;  301  reported  2  or  3;  and 
8  reported  4  or  more  failures;  presumably  these  were  terminated  by  abortion.  (The 
failure  risk  continues,  hence  those  who  had  not  failed  up  to  that  date,  remain  ex- 
posed to  the  risk,  and  those  who  failed,  remain  exposed  to  further  risk.  The  high 
failure  rate  is  part  of  the  explanation  of  the  high  number  of  abortions  in  Japan.) 

CONFIDENCE  IN  CONTRACEPTION:  Of  1115  respondents,  559  (50.2%)  indicated  "no  confi- 
dence" in  contraception;  236  (21.1%)  indicated  confidence; 
and  28.7%  did  not  specify.   (This  indication  of  non-confidence  in  the  effectiveness 
of  contraception  is  all  the  more  remarkable  since  it  represents  the  opinion  of  women 
with  experience,  rather  than  the  expectation  of  theorists  who  plan  to  stop  abortions 
through  a  further  popularization  of  contraception.) 

FEELINGS  ABOUT  ABORTION:  0*  525  respondents,  384  (73.1%)  admitted  that  they  had  feel- 

ijngs  of  "anguish"  about  abortion;  123  (23.4%)  felt  lightly 
about  it.  18  (3.4%)  failed  to  indicate  their  reaction.   However,  only  92  among  1727 
thought  that  abortions  shoiild  be  forbidden.  (This  may  indicate  the  following  dilemma: 
women  feel  compelled  to  liitiit  births;  they  do  not  trust  contraception;  hence  they 
feel  that  the  escape  method  of  abortion  should  remain  open  to  them. ) 

ABORTIONS  VS.  BIRTHS:  Of  459  respondents  who  had  born  three  or  more  babies,  370  (81.1%) 

had  experienced  abortion;  of  498  respondents  who  had  born 
two  children,  377  (75.7%)  had  experienced  abortion;  and  among  358  respondents  with 
one  birth,  215  (58.4%);  among  219  who  never  gave  birth,  92  (40.1%)  had  experienced 
abortion. 

CONCLUSION:  The  data  indicates  that  contraception  failed  in  the  majority  of  cases, 

and  that  the  promotion  of  contraception  with  its  overtones  of  hostility 
towards  live  births  occasioned  the  abortions.   The  reporter  is  convinced  that  the 
promotion  of  contraception  in  Japan  has  causal  relation  with  the  (±)  2,000,000  ab- 
ortions per  year  in  Japan. 

Reported  by  John  Nishinoiri,  sociologist  (Waseda,  Tokyo)  observer  for  Pax  Romana , 
at  the  First  Asian  Population  Conference,  (ECAFE)  New  Delhi,  Dec.  10-20,  1953. 
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FAMILY  PLANNING  IN  JAPAN:  A  RECORD  OF  FAILURE 

Editorial,   Asahi  Journal 
October  16,  1965,  p.  52 

One  of  the  focal  points  of  the  recent  Pacific  Science  Congress  was  the  population 
problem.   In  the  course  of  the  discussions,  participants  loudly  praised  the  success 
of  the  family  planning  movement  in  Japan.   Japan  was  credited  with  splendid  success 
in  controlling  the  increase  of  population. 

In  reality,  however,  has  the  family  planning  movement  in  Japan  not  experienced  a 
pitiful  failure?  There  is  hardly  anything  to  be  found  which  merits  the  name  of  suc- 
cess. 

The  family  planning  movement  in  Japan  has  boasted  of  three  special  features  which 
are  unprecedented  in  the  history  of  family  planning  movements  in  the  rest  of  the 
world.   (1)  It  was  initiated  in  1951  by  the  Japanese  Government  itself  with  the  hu- 
manitarian aim  of  protecting  mothers  from  the  great  disaster  of  abortion.   (2)  It 
was  promoted  by  experts,  consisting  of  midwives  and  public  health  workers,  who  gave 
practical  instructions.  (3)  Guidance  was  provided  at  780  (now  830)  consultation 
offices  located  in  public  health  centers. 

These  three  features  were  truly  unique,  and  they  would  have  added  a  bright  page  to 
the  history  of  the  birth  control  movement,  if  the  project  had  succeeded. 

FAILURE  IN  EVERY  RESPECT 

What  are  rhe  results  of  the  efforts  of  these  fifteen  years?  The  movement  suffered  a 
miserable  defeat  in  all  of  these  three  features.  First,  did  it  curb  the  practice  of 
abortion? 

The  number  of  registered  cases  of  abortion,  which  was  about  489,000  in  1950,  in- 
creased steadily  until  it  went  beyond  a  million  in  1953.   In  1962  the  number  began 
to  decrease,  and  sank  below  the  million  mark.   In  1964  the  number  was  378,000,  still 
twice  as  many  as  in  the  first  year  of  the  movement.   Moreover  it  is  common  knowledge 
that  this  number  is  far  less  than  the  actual  total  of  the  operations  performed. 

Second,  the  system  of  providing  instructors  failed,  because  the  government  did  not 
appropriate  a  budget  which  was  sufficient  to  compensate  the  midwives  for  their  loss 
of  income,  thus  lowering  their  morale.   At  present,  in  none  of  the  46  prefectures 
is  the  prgram  of  instructions  being  being  carried  out  actively. 

Statistics  indicate  that  housewives  have  obtained  information  about  birth  control 
"through  printed  matter,  such  as  newspapers."   The  instruction  system  failed  com- 
pletely due  to  the  negligence  of  the  government. 

Third,  what  about  the  consultation  offices?  None  of  the  830  offices  in  the  country 
is  thriving.   This  is  undoubtedly  a  most  typical  waste  of  taxpayers'  money. 

PREGNANCY  HAS  NOT  DECREASED 

The  most  elementary  arithmetic  enables  us  to  prove  that  pregnancies  have  not  decreased. 
The  number  of  pregnancies  is  the  sum  of  the  number  of  births  and  of  abortions.   The 
average  number  of  pregnancies  between  1949  and  1964  was  2,730,000.   During  all  these 
16  years,  the  number  stood  at  2,730,000  +  170,000.   The  greatest  difference  was  less 
than  6^.   It  shows,  in  other  words,  that  the  pregnancy  potential  of  Japanese  women 
is  remarkably  constant,  with  a  variation  of  a  mere  6%.   We  can  conclude  from  this 
that  the  movement  of  16  yeaf's   duration  has  not  succeeded  in  changing  the  Japanese 
women's  capacity  of  pregnancy. 


690 


APPENDIX  IX,  2. 

To  this  someone  might  object  immediately  that  the  number  of  registered  abortions 
does  not  represent  the  actual  number.   One  million  registered  abortions  suggests 
two  million  actual  cases  of  abortion.   Hence  pregnancy  is  being  controlled  to  a 
great  extent,  but  the  number  of  registered  abortions  does  not  bring  the  effect  into 
light. 

Granted  that  the  registered  number  of  cases  may  not  represent  the  reality,  since 
the  registration  of  abortion  operations  is  up  to  the  whim  of  doctors,  and  that  the 
actual  number  may  be  two  million  cases;  nevertheless  this  does  not  at  all  prove  that 
the  movement  has  been  effective  in  curbing  the  number  of  pregnancies. 

THE  INFLUENCE  OF  ABORTIONS 

There  is  the  fact  of  a  remarkable  increase  of  abortions  among  unmarried  mothers. 

Add  to  this  the  fact  that  a  normal  pregnancy  of  280  days  plus  three  months  of  non- 
fertility  after  delivery,  gives  a  total  of  about  twelve  months  during  which  pregnancy 
is  not  possible. 

On  the  other  hands,  when  pregnancy  is  interrupted  by  abortion,  the  non- fertile  period 
ends  two  months  after  the  operation.   Since  9U%  of  the  operations  are  performed 
within  three  months  after  pregnancy  beings,  the  period  during  which  conception  is 
excluded  for  mothers  who  have  abortions  is  only  five  months,  as  contrasted  to  the 
normal  duration  of  twelve  months.   This  fact  is  of  great  significance  in  regard  to 
pregnancy  potential. 

One  million  persons  experiencing  abortion  in  a  year  imply  a  pregnancy  potential  of 
500,000.   In  other  words,  there  is  a  vicious  circle  here,  namely  that  the  abortions 
as  such  actually  increase  the  pregnancy  potential.   Add  to  this  the  number  of  abor- 
tions by  unmarried  women  ,  and  you  have  accounted  for  the  total  number  of  abortions 

beautifully. 

In  short,  Japan's  wonderful  success  (?)  with  birth  control  during  the  past  sixteen 
years  consists  in  this  that  Japan's  women  are  exposed  to  psychic  and  physical  dan- 
gers leaving  psychic  and  physical  scars  which  never  heal;  it  is  success  in  the  form 

of  unhealthy  abortions. 

Success  has  never  been  achieved  by  the  supposedly  beautiful  and  cultured  method  of 
conception  control  as  presented  by  propaganda.   The  whole  story  is  miserably  stupid. 


(The  ASAHI  JOURNAL  is  probably  the  most  respected  weekly  among  the  educated  people 
of  Japaa) 
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From  Asahi  Evening  News ,  March  15,  1957 

TIGHTEN  STEPS  AGAINST  ABORTIONS:  PRIME  MINISTER  SATO 

Prime  Minister  Sato  said  at  the  Cabinet  meeting  Tuesday  that  too  many  abortions  are 
being  conducted  in  Japan  and  that  "administrative  guidance"  steps  should  be  strength- 
ened to  curb  the  trend. 

Health  and  Welfare  Minister  Hideo  BO,  in  response  to  the  Prime  Minister's  statement, 
said  he  intends  to  order  stricter  enforcement  of  the  Eugenic  Protection  Law  and  will 
take  other  measures. 

The  number  of  abortions  increased  sharply  when  an  economic  recession  followed  the 
approval  of  abortions  for  certain  reasons  in  a  Eugenic  Protection  Law  revision  in 
1952,  Health  and  Welfare  Ministry  figures  show. 

Abortions  averaged  more  than  1,000,000  yearly  from  19  53  to  1951.   The  annual  figure 
dropped  slightly  after  1962  but  still  reached  81+0,000  in  1965. 

From  Yomiuri,  March  15,1967 

SATO  ORDERS  TIGHTER  CONTROL  ON  ABORTIONS 

Prime  Minister  Sato  ordered  the  Welfare  Ministry  on  Tuesday  to  reexamine  the  exist- 
ing Eugenic  Protection  Law  and  draft  revisions  in  order  to  implement  more  restric- 
tions on  artificual  abortion. 

Sato  issued  the  instruction  when  the  cabinet  discussed  the  current  labor  shortage 
plaguing  the  country. 

During  the  cabinet  meeting  the  primier  pointed  out  that  he  regretted  that  Japan  had 
become  internationally  known  as  a  "heaven  for  artificial  abortions." 

"The  Eugenic  Protection  Law  must  be  reviewed  from  the  viewpoint  of  respecting  human 
life,"  he  said. 

According  to  a  Welfare  Ministry  survey,  there  were  about  955,000  artificial  abortions 
performed  in  1963.   Although  the  number  had  dropped  annually  since  then,  there  were 
still  many  abortions  that  were  not  reported,  the  ministry  said. 

Abortions  are  permitted  in  Japan  if  "continuation  of  pregnancy  is  considered  harm- 
ful to  the  woman's  health  or  if  the  family  cannot  afford  to  have  the  baby." 

However,  many  women  have  abortions  by  claiming  that  they  "cannot  enjoy  life"  or  be- 
cause they  "cannot  afford  to  give  the  child  a  satisfactory  education." 

The  Welfare  Ministry  wants  to  restrict  abortions  to  women  from  low  income  families 
receiving  government  aid  under  the  Livelihood  Protection  Law  or  which  are  considered 
"borderline  cases." 

Prime  Minister  Sato,  at  public  Diet  Questioning,  March  23rd,  1970: 

He  declared  that  fundamental  respect  for  life  is  the  very  foundation  on  which  the 
nation  rests,  that  this  is  an  even  graver  reason  to  oppose  abortion  than  are  the 
problems  about  maintaining  the  labor  force  for  the  future,  the  danger  of  Japan  dis- 
appearing from  the  face  of  the  earth.   "Whether  a  life  has  already  been  born,  or 
whether  it  still  exists  as  a  fetus,  our  way  of  thinking  about  that  life  must  be  one 
of  profound  respect,"  he  said. 
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A  TALE  OF  THE  LAMENTATION  OF  A  FETUS 


by  C.  TAMAGAWA 

Japan's  top  medical  journal  carried  a  chilling  tale  supposedly  related  by  a  doctor 
who  stopped  medical  practice  because  of  regret  about  abortions  which  he  had  per- 
formed.  The  story  is  presented  here  in  abbreviated  form  because  of  its  significance 
as  a  sign  of  the  times  in  Japan.  (THE  JOURNAL  OF  THE  JAPAN  MEDICAL  ASSOCIATION,  March, 
1969,  pp.  69-70). 

INTRODUCTION:  Here  is  a  tale  communicated  to  me  by  a  friend.   He  used  to  practice 

obstectrics  for  many  years.   But  after  the  incident  which  is  related 
here  he  stopped  medical  practice  completely,  and  returned  to  his  home  town.   Now 
he  raises  livestock  and  chickens. 

It  happened  some  fifteen  years  ago.   I  had  been  taking  it  easy  for  some  time  to 
restore  my  energies.   The  fall  festivals  were  already  over,  and  winter  was  coming 
down  from  the  distant  Alpine  Mountains.   It  occurred  in  the  late  afternoon  of  one 
of  those  autumn  days. 

I  was  walking  along  the  river,  passing  through  the  woods  of  a  local  shrine.   I  went 
up  the  hill,  following  the  woodcutter's  path,  until  I  came  to  a  small  shrine  dedicated 
to  the  Warior-Buddha.   Now  it  was  completely  dark,  except  for  the  starlight  which 
sifted  through  the  trees.   Suddenly  I  felt  that  someone  was  approaching  from  behind. 
I  hid  behind  the  cedar  trees. 

A  woman  with  long  hair  appeared,  preceded  by  a  man  holding  a  candle  light.   She  was 
followed  by  little  monsters  with  strange  dresses;  I  learned  later  that  these  were 
aborted  fetuses.   The  woman  sat  with  her  back  to  the  statue  of  the  Warrior- Buddha, 
and  the  five  little  creatures  formed  a  half  circle  around  her. 

I  was  shocked  by  their  wierd  look.  The  woman's  face  seemed  somehow  familiar.  One 
of  the  little  fetuses  then  began  to  talk  with  a  low  husky  voice,  at  the  suggestion 
of  the  woman . 

THE  TALE:  "I  was  killed  at  a  hospital  in  Yokosuka.   I  have  no  mother,  if  the  word 
mother  means  someone  who  cared  lovingly  for  a  defenseless  child.   I  should  call  her 
my  landlady,  because  I  stayed  in  her  for  some  time.   The  landlady  was  a  prostitute 
living  with  an  American  soldier." 

"I  was  three  months  old  then.   I  was  able  to  move  about,  and  waiting  eagerly  for 
the  happy  day  when  I  would  be  able  to  extricate  myself  from  this  narrow  palce.   Some- 
times I  made  a  violent  movement ,  and  the  landlady  quietly  and  lovingly  restrained 
me  with  her  hand." 

"Then  my  fortune  took  a  tragic  turn.   It  was  decided  that  I  should  be  pulled  out. 
The  sudden  return  of  the  American  soldier  to  his  country  caused  all  this." 

"0  mother!   How  I  wanted  to  enter  into  this  splendid  world  at  all  costs.   I  could 
not  accept  the  fate  of  being  killed  for  such  an  accidental  reason." 

"The  hospital  where  I  was  aborted  was  run  by  a  widow  after  her  husband  had  died  of 
a  strange  accident  three  years  before.   The  deceased  doctor  was  a  m.iser,  killing 
many  of  my  fellows.   Now  he  cut  a  three  months  old  fetus  into  pieces  and  put  them 
down  the  drain;  then  he  would  throw  out  a  seven  months  old  fetus  to  its  death.   He 
multiplied  such  extremely  Inhuman  acts,  until  finally  the  day  of  the  judgement  came." 

"It  happened  when  rhe  doctor  was  in  the  bath  tub.  His  wife  was  putting  coals  into 
the  fire.   After  some  time  she  noticed  a  strange  silence  in  the  bathroom.   She  called 
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her  husband,  but  received  no  answer.   She  rushed  into  the  bathroom,  only  to  find  her 
naked  husband  dead  in  the  tub." 

"The  skin  and  muscles  were  completely  cooked,  like  those  of  a  boiled  fish.   His 
posture  was  exactly  like  ours  when  we  were  in  the  womb:  the  head  was  nodded  on  the 
breast,  the  knees  were  bent  against  the  stomach,  the  hands  folded  before  his  breast. 
They  say  he  died  of  a  heart  attack.   But  I  am  sure  that  the  aborted  fetuses  killed 
him.   Their  hatred  added  fuel  to  the  coal  fire." 

"The  doctor  who  operated  on  me  was  just  out  of  his  internship  and  working  at  that 
hospital  to  make  some  money  on  the  side.   He  was  quite  skilled  in  the  Aus  (abortion 
operation).   During  his  internship  he  worked  very  hard  to  perfect  his  operating 
skill.   His  was  an  intensive  but  morbid  activity." 

"Two  men  pulled  on  me.   How  could  I  resist  the  combined  power  of  two  men.   As  I 
jumped  out,  the  two  men  fell  back  on  their  behinds,  one  on  the  other." 

The  woman  who  was  addressed  as  "mother"  smiled  faintly. 

LAMENTATION: 

"Mother,  I  was  not  allowed  to  live  in  this  world.   I  was  buried  away  from  dark  to 
dark,  from  past  to  past.   If  I  were  given  the  chance  to  live  in  this  world,  I 
could  have  contributed  more  than  those  who  are  living.   I  hate  the  selfishness  of 
people  who  just  dispose  of  us  at  their  will." 

"After  they  pulled  me  out,  they  cut  me  into  pieces,  and  wrapped  them  in  old  news- 
papers.  Then  they  poured  on  kerosene,  and  burned  it  in  the  bathroom  boiler." 

"Mother,  I  was  innocent,  and  yet  they  eliminated  me  from  this  world.   I  had  every 
possibility  of  growing  up  just  like  any  other  human  being." 

"Doctors  who  boast  of  themselves  as  saviors  of  life,  are  disposing  of  numerious 
fetuses  at  their  will  with  the  medical  skill  which  is  supposed  to  save  life." 

"They  hold,  once  every  year,  what  they  call  a  memorial  service  for  the  fetuses, 
and  listen  to  a  Buddhist  sermon.   How  can  they  believe  that  such  a  service  can  con- 
sole our  souls?   Do  they  think  that  their  sins  are  blotted  out  by  such  hypocracy?" 

"They  are  getting  rich  at  our  expense.   To  me  the  towering  hospital  building  looks 
like  a  heap  of  dead  fetuses,  and  on  top  of  it,  I  see  a  cross  trembling  like  a  phan- 
tom." 

The  soul  of  the  fetus  cried  bitterly.   His  cry  of  lamentation  seemed  to  know  no  end. 
The  woman  who  was  addressed  as  "mother"  softly  embraced  him  with  a  look  of  sympathy. 

END  OF  THE  STORY:  The  morning  was  already  there.   When  the  birds'  singing  brought 
me  back  to  myself,  there  was  no  sight  of  the  woman  and  the  five  fetuses.   The  valley 
was  filled  with  cool  morning  air. 

Thus  ended  my  friend's  story.   All  during  its  telling,  I  could  almost  hear  the  la- 
mentation of  fetuses.   Abortion  should  never  be  undertaken  lightly.   Such  super- 
ficiality can  become  the  source  of  men's  corruption,  self-centered  avarice,  loss  of 
a  sense  of  guilt,  and  the  disregard  of  the  dignity  of  human  life. 
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Minnesota  Public  Health  Association,  Inc., 

„   ,  „  March  5,  197A. 

S.  J.  Resolution  119 
Senator  Biech  Bayh, 

Chairman  and  Members,  Senate  Subcommittee  on  Constitutional  Amendments, 
Senate  Office  Building,  Washington,  D.C. 

Deab  Senator  Bayh  :  The  Minnesota  Public  Health  Association  supports  the 
position  of  the  American  Public  Health  Association  regarding  abortion.  In 
Minnesota,  our  members  have  worked  through  the  State  Board  of  Health  to 
develop  guidelines  assuring  the  women  of  this  State  of  quality  medical  care  in 
abortion  services. 

In  addition  to  placing  greater  restrictions  on  abortion  services  than  before 
the  January  22,  1973  decision,  and  granting  full  rights  of  personhood  to  the 
fetus,  we  see  Senator  Buckley's  proposed  Constitutional  Amendment  as  a  regres- 
sive act  which  would  infringe  upon  the  Constitutional  rights  of  our  citizens  to 
privacy  in  matters  regarding  fertility  and  reproduction.  We  urge  that  your 
committee  affirm  the  rights  of  individuals  to  seek  and  provide  health  care 
services  related  to  fertility. 
Sincerely, 

Donna  M.  Anderson, 
Chairman,  Legislative  Committee. 

Enclosure. 


Pittsburgh,  Pa.,  March  5, 1974. 
Hon.  Birch  Bayh, 

Chairman,  Senate  Subcommittee  on  Constitutional  Amendments, 
Senate  Office  Building, 
Washington,  D.C. 

Dear  Sir  :  Early  in  1972,  faced  with  tremendous  controversy  regarding  pro- 
posed abortion  legislation.  Governor  Milton  Shapp  appointed  a  23  member  com- 
mission of  women  to  study  the  issue  and  to  make  recommendations  to  the 
Pennsylvania  Legislature. 

In  the  six  months  of  the  Commission's  existence,  hearings  were  held  in  every 
part  of  our  Commonwealth.  Both  "expert"  and  "citizen"  testimony  were  heard, 
and  tremendously  detailed  planning  assured  that  all  viewpoints  received  equal 
time. 

We,  the  undersigned,  served  as  members  of  that  Commission,  which  ultimately 
recommended  repeal  of  Pennsylvania's  restrictive  law.  Our  report  was  signed 
by  17  of  the  23  members;  the  8  who  did  not  sign  were  avowedly  anti-abortion 
before  their  appointment  to  the  Commission  and  remained  so  throughout  their 
tenure  on  it. 

Those  of  us  who  signed  the  majority  report  vary  in  our  attitudes  toward 
abortion.  It  was,  and  still  is,  our  feeling,  however,  that  personal  beliefs  should 
not  be  the  basis  for  public  policy.  We  felt  that  our  state's  official  policy— and, 
in  the  instance  of  the  proposals  before  your  Subcommittee,  the  official  policy 
represented  by  our  Constitution — must  reflect  tolerance  and  respect  for  the 
opinions  of  ALL  citizens. 

Many  persons  of  very  deep  conviction  testified  before  our  Commission.  In  the 
course  of  public  hearings  and  in  closed  sessions,  we  amassed  an  overwhelming 
amount  of  information  and  became  educated  and  informed  on  all  aspects  of  the 
controversy.  Clearly  impressed  upon  us  were  the  following : 

1.  The  decision  whether  or  not  to  carry  and  bear  a  child  has  extraordinary 
ramifications  for  a  woman,  and  women  are  capable  of  making  such  personal 
decisions  about  their  lives  and  will,  indeed,  do  so  regardless  of  the  law ; 

2.  The  choice  is  not  between  "abortion"  and  "no  abortion"  but,  obviously,  be- 
tween safe,  legal  abortion  or  dangerous,  illegal  abortion  under  less-than-desir- 
able  circumstances ; 

3.  There  is  no  such  thing  as  "compromise." 

Significantly,  neither  the  majority  nor  the  minority  reports  recommended  so- 
called  "compromise"  legislation,  legislation  which  would  permit  abortion  for 
specified  reasons  (such  as  rape,  incest,  fetal  deformity,  or  the  health  or  life 
of  the  pregnant  woman  being  endangered).  This  is  indicative  of  the  fact  that 
abortion  is  a  dilemma  which  legislators  simply  CANNOT  settle  to  the  satisfac- 
tion of  all,  or  even  nearly  all,  of  our  citizens.  Just  as  one  argument  says,  "Abor- 
tion can  never  be  justified,"  another  says,  "State-enforced  compulsory  pregnancy 
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can  never  be  justified."  Constitutional  support  of  one  moral  view  about  abortion 
must  of  necessity  seriously  interfere  with  the  religious/moral  freedom  of  a  sub- 
stantial segment  of  society. 

If  we  were  to  presume  to  compare  our  Commission  with  your  bubcommittee, 
we  might  sympathize  with  what  you  are  to  undergo.  During  the  course  of  public 
hearings  Commission  members  were  subjected  to  tremendous  pressure  from 
lobbying  groups  on  both  sides ;  in  particular,  the  Governor  and  some  individual 
members  of  the  Commission  were  insulted,  viciously  abused  and  villified  by 
anti-abortion  groups.  Emotions  ran  high,  and  some  of  us  found  this  exercise  of 
our  civic  duty  an  appalUng  experience.  Although  you  live  in  the  midst  of  con- 
troversy and  are  accustomed  to  the  slings  and  arrows  of  outrageous  expressions 
of  public  opinion,  we  believe  that  you  will  find  your  experience  considering  the 
abortion  issue  very  trying  .It  is  patently  clear  that  no  legislative  action,  state 
law,  or  Constitutional  Amendment  can  ever  resolve  this  issue. 

We  believe,  therefore,  that  the  interpretation  of  our  Constitution  by  the 
United  States'  Supreme  Court  is  the  most  equitable  solution  possible.  It  compels 
no  one  who  disapproves  of  abortion  to  have  one.  It  recognizes  the  biological 
development  of  the  fetus  and  neither  sanctions  nor  prohibits  abortion  when 
viability  is  not  in  question.  Importantly,  too,  it  recognizes  that  the  individual 
states  may  choose  to  accept  as  their  just  interest  area  of  concern  the  fetus 
when  it  is  capable  of  independent  life.  ,    ^  . 

Thus,  we  urge  that  your  Subcommittee  reject  the  proposals  before  it. 

Very  sincerely,  _ 

Rachel  Beeg, 

Rose  Middleman,  M.D., 

Patbicla.  G.  Milleb. 

Raymond  F.  Chinn,  M.D. 
William  F.  Colliton,  Je.,  M.D., 

William  J.  Hogan,  M.D.,P.A., 
Silver  Spring,  Md.,  August  5, 191/4. 
Senator  Bibch  Bayh,  MC, 
Sul)Committee  on  Constitutional  Amendments, 
U.S.  Senate, 
Washington,  D.C. 

Deab  Mr.  Bayh  :  Enclosed  is  the  copy  of  my  testimony  which  I  have  edited 
as  you  requested.  I  am  also  taking  the  liberty  of  enclosing  a  copy  of  a  very 
recent  news  story,  which  appeared  in  Time  Magazine  dated  August  5,  1974. 
This  particular  story  indicates  to  what  degree  at  least  some  of  our  medical 
community  are  employing  a  utilitarian  ethic  in  the  treatment  of  their  fellow 
man.  You  seemed  to  question  one  of  the  main  thrusts  of  my  testimony ;  namely, 
the  connection  between  abortion  and  euthanasia  and  the  rapidity  with  which 
our  societal  attitudes  are  changing.  My  dear  wife,  Peg,  reminded  me  on  the 
way  home  from  the  day  we  spent  with  your  distinguished  Committee  ot  the 
fact  that  a  short  six  years  ago  the  anti-life  forces  were  merely  attempting  to 
get  the  American  Law  Institute  model  abortion  law  enacted.  Those  forces  at 
that  time  stated  that  they  just  wanted  to  bring  the  law  into  rhythm  with 
"good  medical  practice."  That  their  true  goal  was  abortion  on  request,  I  think, 
needs  no  documentation  today.  There  is  no  doubt  in  my  mind  that  our  country 
badly  needs  a  mandated  human  life  amendment  now  to  halt  the  rapid  movement 
toward  "death  with  dignity."  ,  .     ,  ^,  ^  ^.v.     m- 

Thank  you  again  for  your  kindness.  Please  include  this  letter  and  the  Time 

article  alluded  to  in  the  record  of  your  Committee  proceedings. 

Sincerely  yours,  _  ^  t      ■!.«•  -i-v 

William  F.  Colliton,  Je.,  M.D. 

[From  TIME,  August  5,  1974,  p.  47] 

Valley  of  Horrors 

The  Rev.  George  von  Hilsheimer,  39,  a  self-styled  minister  in  the  Free  Reli- 
gious Association,  is  fascinated  by  psychiatry.  Though  he  has  no  degrees  in 
the  subject,  he  likes  to  talk  about  such  "therapies"  as  electrosleep,  vivid  con- 
frontation, megavitamins  and  hypodesensitization.  What  is  noteworthy  about 
Von  Hilsheimer,  however,  is  that  he  has  been  able  to  try  out  these  techniques, 
and  others  as  well,  during  his  nine  years  as  superintendent  of  the  Green  Valley 


696 

School  for  emotionally  disturbed  and  delinquent  children  in  Orange  City,  Fla. 

If  a  child  misbehaved,  for  example.  Von  Hilscheimer  would  sometimes  gather 
the  students  together  to  declare  him  "morally  dead" ;  then,  concocting  his  own 
version  of  reality  therapy  (which  denies  the  importance  of  past  traumas  and 
encourages  a  patient  to  cope  outright  with  his  current  dilemma).  Von  Hil- 
sheimer  and  the  students  would  force  the  youth  to  dig  himself  a  grave  and  lie 
in  it  overnight.  "I  thinlc  it  is  a  beatuiful  symbolic  thing  for  the  kids  to  go 
through,"  he  explained.  "It's  a  way  of  forcing  them  to  look  at  themselves."  At 
other  times  he  would  shackle  the  child,  jolt  him  with  an  electroshock  machine 
dubbed  a  "lalapalooza,"  or  shut  him  up  in  a  storehouse. 

All  this  came  to  light  last  week  at  hearings  conducted  by  the  Senate's  Per- 
manent Subcommittee  on  Investigations.  The  Senators  are  probing  a  federal 
medical-insurance  program  called  CHAMPUS  (Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services),  the  benefits  of  which  include  payment  for 
the  care  of  emotionally  disturbed  children  of  military  personnel  in  486  schools 
and  psychiatric  centers  round  the  country.  Senate  investigators  claim  that 
CHAMPUS  administrators  do  not  properly  check  out  facilities  before  handing 
over  money.  Green  Valley,  they  point  out,  has  received  $1.2  million  from  the 
Government  over  a  three-year  period  to  perpetrate  outrages  that  Committee 
Chairman  Henry  Jackson  called  worthy  of  "Hitler,  Use  Koch  and  Buchenwald." 

In  1973,  Florida  investigators  testified,  the  school  was  raided  by  state  offi- 
cials; among  other  brutalizing  instruments,  they  found  shackles  and  a  brown 
leather  whip.  One  nurse  said  she  had  treated  numerous  bruises  from  chains. 
Von  Hilsheimer  told  Time  Correspondent  Joe  Kane  that  his  young  charges 
were  "miserable,  hateful,  violent  bastards."  The  school's  former  headmaster, 
Ronald  E.  Nowicki,  could  also  be  violent.  In  a  fit  of  anger  he  punched  a  female 
student  so  hard  that  he  ruptured  her  eardrums. 

Allergy  Treatment 

At  the  hearings,  former  staff  members  testified  about  Green  Valley's  various 
treatments.  They  said  that  Dr.  William  Philpott,  a  consulting  psychiatrist  who 
practices  in  South  Attleboro,  Mass..  believed  that  mental  disorders  stem  from 
allergies.  He  tried  to  treat  the  allergies  by  having  students  inhale  carbon 
dioxide  gas.  (Two  of  his  former  patients  in  Maryland  died  following  carbon 
dioxide  inhalation  therapy,  and  Philpott  was  acquitted  of  manslaughter  in 
1966.)  According  to  the  former  head  nurse,  Esther  Johnson  Snow,  another  con- 
sultant. Dr.  Sol  Klotz  of  Orlando,  Fla.,  told  her  to  inject  a  student  with  his 
own  urine  as  a  test  for  allergy.  Klotz  also  made  a  serum  of  dirt,  dust,  and 
other  substances  and  told  the  nurses  to  inject  it  into  students  as  an  allergy 
treatment. 

Von  Hilsheimer  insists  htat  he  is  being  persecuted.  In  response  to  his  critics, 
he  claims  that  86%  of  his  students  go  on  to  live  normal  lives  in  the  outside 
world,  though  he  has  done  no  folow-up  studies.  He  is  also  proud  of  the  fact 
that  there  was  "only  one"  suicide  at  his  school.  In  1968  a  disturbed  boy  named 
Michael  Waker,  18,  killed  himself  with  a  pistol  Von  Hilsheimer  had  allowed 
him  to  purchase;  later  the  boy's  mother  was  billed  for  the  gun.  Another  boy, 
depressed  to  the  point  of  suicide  because  his  mother  had  just  written  telling 
him  how  peaceful  it  was  at  home  without  him,  was  also  handed  a  gun  by 
Von  Hilsheimer,  but  he  decided  not  to  use  it. 

Green  Valley  is  not  the  only  school  to  be  scrutinized  by  the  committee.  Dur- 
ing the  hearings.  Senate  investigators  charged  that  at  the  University  Center, 
a  residential  psychiatric-treatment  center  in  Ann  Arbor,  Mich,  (it  has  no  con- 
nection with  the  University  of  Michigan),  students  who  continually  misbehave 
are  locked  for  days  or  even  months  in  a  "seclusion  room."  The  school,  which 
has  received  more  than  $1  million  in  CHAMPUS  funds  since  1969,  is  also 
accused  of  being  lax  about  widespread  drug  use ;  students  who  enter  the  insti- 
tution with  problems  other  than  drug  addiction  quickly  become  hooked. 

Such  revelations  may  improve  the  situation  at  Green  Valley  and  the  Univer- 
sity Center.  But  the  real  problem  spreads  much  further.  Senate  investigators 
feel  that  there  are  countless  private  psychiatric  facilities  round  the  country 
that  exploit  their  charges  and  even  use  government  funds  to  do  so.  State  and 
local   agencies,    which   generally   have   the    responsibility    of    supervising   and 
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licensing  these  facilities,  frequently  lack  the  funds  and  manpower  to  do  an 
adequate  job.  Until  something  is  done  to  change  this,  the  nation  will  continue 
to  have  what  Senate  investigators  call  "commercially  operated  jails. 


Toledo,  Ohio,  August  3,  1975. 

Senatoe  Birch  Bath, 

Chairman,  Senate  Subcommitee  on  Constitutional  Amendments, 

U.S.  Senate, 

Washington,  D.C. 

Deab  Senator  Bayh  :  I  would  like  to  thank  you  very  much  for  having  given 
me  the  opportunity  to  testify  before  your  subcommittee  in  favor  of  the  passage 
bv  Congress  of  a  total  human  life  amendment  to  the  United  States  Constitution. 

I  would  like  to  commend  you  on  conducting  what  I  felt  were  very  fair  hear- 
ings. And,  too,  I  would  like  to  commend  you  on  the  sensitivity  with  which  you 
are  approaching  the  issue  of  abortion. 

I  realize  that  you  conducted  the  hearings  in  such  a  way  that  essentially  pro- 
hibited any  rebuttal  from  tho.se  who  testified  first.  I  am  not  critical  of  that 
policy  but  do  feel  that  I  should  make  some  comments  regarding  the  testimony 
against  the  amendment  which  on  July  24,  1974,  followed  my  own  testimony.  If 
these  comments  could  be  included  within  my  official  testimony  I  would  be 
deeply  appreciative,  if  not,  I  will  understand.  Nonetheless,  I  do  hope  that  you 
have  the  opportunity  to  read  some  of  what  I  have  to  say. 

When  I  testified,  I  testified  solely  on  the  given  subject  of  What  Impact 
'Liberal'  Abortion  Policies  have  Had  on  My  Practice  of  Medicine' .  As  you  know 
from  my  testimony,  I  had  a  good  deal  to  say  in  that  regard  However,  I  have 
done  considerable  research  on  the  Medical  Hazards  of  Legally  Induced  Abor- 
tion and  did  not  have  a  great  deal  to  say  on  that  day  in  regard  to  my  own 

I  would  like  to  refer  you  specifically  to  my  papers  on  that  subject: 
Medical  Hazards  of  Legally  Induced  Abortion 

ABORTION  AND  SOCIAL  JUSTICE,  Sheed  and  Ward,  Inc. 
New  York,  New  York,  1972 
and 

Medical  Complication  of  Legal  Abortion,  m 

INDUCED  ABORTION  :  A  DOCUMENTED  REPORT. 

You  have  both  of  these  books  since  I  included  them  as  part  of  my  testimony. 

I  would  like  to  make  comment.  Those  who  advocate  abortion  focus  only  on 
mortality  rates  of  legal  abortion  in  the  first  three  months  of  pregnancy.  They 
then  compare  these  with  maternal  mortality  rates  and  state  hat  aborion  is 
X-times  as  safe  as  going  through  childbirth.  This  is  a  narrow  view  of  the  com- 
plications of  abortion.  There  is  a  good  data  to  show  that  at  least  in  some 
countries  the  first  trimester  abortion  mortality  rate  is  higher  than  the  maternal 
mortality  rate.  Nonetheless,  in  some  countries  and  some  states  m  the  U.b., 
these  figures  are  lower.  When  discussing  first  trimester  mortality  rates,  tne 
pro-abortionists  may  have  a  statistical  advantage.  However,  one  must  remem- 
ber that  maternal  mortality  includes  deaths  in  women  who  are  pregnant  up 
until  the  time  they  deliver  and  up  to  3  months  after  delivery.  In  New  York  City 
it  is  even  a  longer  period  of  time  ...  up  to  six  months  after  delivery  There- 
fore, the  comparisons  are  skewed  toward  the  advantage  of  abortion,  m  addi- 
tion maternal  mortality  rates  are  expessed  per  10,000  or  100,000  live  births 
while  abortion  mortality  rates  are  expressed  per  10,000  or  100,000  o6  or f tons. 
There  is  no  common  denominator.  Therefore,  they  cannot  legitimately  be  com- 
pared. Nonetheless,  left  as  they  are,  there  is  absolutely  no  question  that  legal 
abortions  done  in  the  second  trimester  are  often  fatal  than  childbirth. 

As  you  can  see,  to  look  at  mortality  rates  as  the  sole  criteria  of  safety  is 
complex  In  fact,  it  does  not  tell  the  whole  story.  In  my  book,  I  have  well  docu- 
mented the  increased  incidence  of  stillbirths,  miscarriages  and  prematurity  m 
subsequent  pregnancies  after  having  an  early  abortion  (first  trimester).  Pre- 
maturitv  is  the  leading  cause  of  mental  and  motor  retardation  m  the  United 
States  There  is  also  an  increase  in  the  incidence  of  ectopic  pregnancy  and 
sterility  following  legal  abortion.  There  are  others  that  are  listed  in  my  Paper. 
The  important  point  is  that  there  are  long  term  physical  complications  which 
women  suffer  after  legal  abortion.  These  are  for  the  most  part  irreversible. 
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The  documentation  that  I  have  appended  to  my  papers  can  be  consulted  first 
hand.  I  am  enclosing  under  separate  cover  a  copy  of  the  Wynn  Report  which 
was  written  for  the  Lane  Committee  on  the  Study  of  the  Abortion  Law  in 
Great  Britain.  They  have  come  to  the  same  conclusions  as  I  while  studying 
independently  of  me. 

I  would  also  like  to  refer  you  to  the  chapter  in  my  book  entitled  ABORT'ON, 
POVERTY  AND  BLACK  GENOCIDE  Gifts  To  The  Poor?  Written  by  a  black 
woman  social  worker,  it  contains  strong  evidence  on  the  genicidal  implications 
of  legal  abortion.  Nearly  47%  of  all  abortions  done  on  New  York  City  residents 
are  done  on  black  people  while  the  black  population  of  New  York  City  is  only 
18%.  The  black  population  in  New  York  is  the  only  population  which  is  so 
heavily  skewed  in  favor  of  abortion  in  spite  of  the  strong  evidence  that  blacks 
in  general  do  not  favor  abortion.  I  am  told  that  similar  data  can  be  seen  in  the 
District  of  Columbia  and  the  State  of  Maryland  although,  I  do  not  have  the 
documentation  for  that. 

I  would  like  to  point  out  to  you  also  the  testimony  of  the  anti-amendment 
doctor  from  Indiana  who  testified  to  the  fact  that  he  puts  lUD's  in  13  year  old 
black  girls  without  their  knowledge  or  permission.  I  urge  you  to  find  his  state- 
ment in  this  regard  in  the  transcripts  of  his  testimony  and  question  and  answer 
session.  I  personally  feel  that  this  is  a  terrible  abridgement  of  individual  free- 
dom and  privacy.  Nonetheless,  I  have  come  across  similar  situations  in  inner 
city  hospitals  I  have  been  associated  with.  I  have  always  attempted  to  fight  it, 
but  usually  without  success. 

Much  was  said  regarding  the  numbers  of  criminal  abortion  deaths  in  the 
United  States.  I  feel  confident  that  you  understand  that  this  is  no  longer  a 
major  problem  in  the  U.S.  and  that  what  was  testified  to  wah  a  gross  exagger- 
ation. In  fact,  more  people  die  from  penicillin  allergy  every  year  in  the  USA 
than  of  criminal  abortion.  I  would  like  to  refer  you  to  my  study  on  criminal 
abortion  in  INDUCED  ABORTION:  A  DOCUMENTED  REPORT. 

I  should  point  out  to  you  that  it  is  extremely  difficult  for  a  woman  to  die 
of  obstetrically  related  causes  and  not  have  it  reported.  Every  state  in  the 
union  has  maternal  mortality  committees  whose  job  it  is  to  investigate  in  depth 
the  cause  of  death  of  any  woman  in  the  childbearing  age  group. 

Finally,  I  would  like  to  address  myself  to  the  problem  of  how  to  detect 
ovulation  and  therefore  conqeption.  This  was  brought  out  in  regard  to  the  use 
of  abortifacients. 

Women  do  vary  considerably  in  their  menstrual  patterns.  Ideally,  the  normal 
woman  has  a  period  every  28  days,  however,  few  women  follow  the  ideal.  Some 
are  very  short  cycles,  others  long  and  still  others  very  irregular.  What  we  do 
know  is  that  ovulation  occurs  (if  it  is  to  occur  at  all)  14  ±  1  days  before  the 
onset  of  the  next  menses.  This  is,  of  course  of  little  help  in  definion  when  ovula- 
tion occurs  before  the  actual  fact. 

In  the  use  of  abortifacient  drugs  or  devices,  it  is  only  important  that  we 
know  how  they  work.  If  used  when  in  fact  a  woman  is  not  pregnant,  then  they 
will  be  used  needlessly.  The  purpose  of  them  is  to  avoid  'pregnancy'  and  they 
will  be  used  only  for  that  purpose.  Therefore,  if  the  purpose  is  to  abort  and 
that  is  how  they  in  fact  effect  their  action,  then  they  would  be  destructive  to 
new  life  and  that  is  the  prime  consideration  here.  If  per  chance  there  were 
drugs  on  the  market  that  were  used  for  other  purposes  and  had  an  abortifacient 
action  as  a  side  effect,  then  there  are  sophisticated  ways  of  predicting  when 
ovulation  occurs  and  their  use  could  be  limited  only  to  pre-ovulation  days. 

I  hope  that  some  of  this  may  be  of  help  in  your  deliberations.  I  would  recom- 
mend that  you  look  carefully  at  Abortion  and  Social  Justice  since  it  is  a  book 
written  by  scholars  who  are  experts  in  their  field.  In  fact,  it  is  the  only  book 
on  abortion  that  has  been  written  by  experts  in  the  field  of  which  they  are 
writing.  Too  often,  theologians  write  about  science  and  scientists  write  about 
theology.  There  is  none  of  that  in  ABORTION  AND  SOCIAL  JUSTICE. 

Again,  I  thank  you  very  much. 
IN  LIFE  AND  PEACE, 

Thomas  W.  Hilgers,  M.D. 
Chief  Resident,  Obstetrics  and  Gynecology, 

Medical  College  of  Ohio  at  Toledo. 
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The  Univeesity  of  Oklahoma  Health  Sciences  Centee, 

Depaktment  cf  Pediatbics, 
Children's  Memorial  Hospital, 
Oklahoma  City,  Okla.,  June  24, 1974. 
Hon.  Birch  Bayh, 
Subcommittee  on  Constitutional 

Amendments 
Senate  Office  Building 
Washington,  D.C. 

Dear  Senator  Bayh  :  I  am  writing  to  support  the  legislation  that  allows 
freedom  of  choice  of  physicians  by  women  seeking  therapeutic  abortion.  The 
need  for  support  of  this  legislation  has  been  adequately  documented.  I  would 
also  request  that  my  letter  be  made  part  of  the  record. 
Sincerely, 

Harris  D.  Riley,  Jr.,  M.D., 
Professor  of  Pediatrics,  Pediatrician-in-Chief. 


Las  Arenas,  P.  A., 
Las  Cruces,  N.  Hex.,  June  10, 1974- 
Re  Hogan  &  Buckley  Amendments. 
Senator  Birch  Bayh, 
Senate  Office  Building 
Washington,  D.C. 

Dear  Senator  Bayh  :  I  would  like  to  request  that  this  letter  be  read  before 
the  subcommittee  hearing  in  order  that  it  become  part  of  the  record. 

For  16  years  I  have  been  practicing  psychiatry.  Four  years  prior  to  that  I 
was  in  general  practice.  During  this  span  of  20  years,  I  have  had  an  opportunity 
to  see  many  young  women  who  have  been  pregnant  because  they  did  not  want 
to  be,  those  who  have  been  pregnant  because  they  did  want  to  be,  those  who 
have  children  that  they  want,  and  those  who  have  children  that  they  do  not 
want.  I  have  also  seen  mothers  who  have  given  up  children  under  stress  and 
have  worked  with  children  who  have  been  given  up  by  the  mothers.  I  have  paid 
special  attention  to  the  psychological  reaction  of  pregnant  women  who  have 
come  to  me  requesting  an  abortion  on  a  psychological  basis.  In  the  past  three 
years,  this  would  probably  number  approximately  100  women.  In  the  follow-up 
interviews  following  abortion,  I  can  remember  only  one  woman  who  regretted 
the  abortion,  and  the  reason  for  this  was  that  she  began  to  have  marital  prob- 
lems and  she  thought  that  if  she  had  the  baby  the  marriage  might  ga  better.  The 
reason  that  I  paid  special  attention  to  these  psychological  reactions  following 
abortions  is  that  it  had  been  stated  by  various  authorities  that  there  might 
possibly  be  psychological  damage  following  an  abortion.  I  have  yet  to  see  this 
in  a  woman  who  sincerely  wanted  an  abortion. 

Anyone  who  has  seen  and  worked  with  mothers  who  do  not  want  children 
but  have  had  them  anyway,  and  children  who  are  unwanted,  is  likely  to  be 
impressed  with  the  misery  and  severe  psychological  damage  that  can  sometimes 
result.  The  Supreme  Court  ruling  makes  sense  to  me,  and  to  have  it  any  other 
way  makes  no  sense.  The  woman  who  is  pregnant  usually  knows  whether  or  not 
she  wants  the  child.  For  someone,  or  some  group,  to  arbitararily  decide  without 
some  knowledge  of  each  woman's  individual  case  seems  irrational  to  me.  It 
would  be  equivalent  to  someone  whom  you  did  not  know  deciding  how  many 
children  each  of  you  should  have  based  upon  their  belief  with  no  knowledge  of 
your  individual  situation  and  relationships. 

Abortions  have  been  performed  for  centuries  as  all  of  you  know.  A  law  made 
in  this  land  that  abortions  are  illegal  will  only  force  those  who  want  them  to 
have  it  done  illegally.  Many  of  us  have  seen  the  complications,  sometimes  fatal, 
as  a  result  of  illegal  abortions.  Certainly  there  are  complications  or  fatal  results 
with  legal  abortions,  but  this  is  much  less  likely  to  be  the  case  than  those  per- 
formed illegally.  We  are  all  acquainted  with  this,  and  I  will  not  belabor  the 
point. 

Those  opposed  to  abortion  often  times  state  that  it  is  murder.  Sometimes  in 
the  subconscious  (unconscious)  of  women,  this  is  true.  A  woman  will  some- 
times consciously  think  of  her  abortion  as  murder,  and  I  have  talked  to  some 
of  these  women.  I  have  been  struck  by  the  fact  that  they  seem  to  accept  this 
and  go  on  about  their  daily  living  without  undue  guilt  or  remorse.  When  ques- 
tioned about  this,  the  answer  often  times  is  that  it  seems  more  merciful  to  have 
the  abortion  than  to  bring  an  unwanted  child  into  the  world. 
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My  thoughts  regarding  abortions  are  the  result  of  20  years  experience  working 
with  people.  It  has  become  obvious  to  me  that  permitting  a  woman  to  have  an 
abortion  when  she  truly  wants  one  is  the  rational  and  sensible  thing  to  do.  To 
do  otherwise,  under  those  circumstances,  is  to  do  both  the  woman  and  the  as 
yet  unborn  child  a  grave  injustice. 
Sincerely, 

James  E.  Welch,  M.D. 

Report  to  the  Legislatube — State  of  Haw  An 
Abortion  in  Hawaii  :  The  First  Year 

Submitted  by:  Pregnancy,  Birth  Control,  and  Abortion  Study  (Roy  G.  Smith, 
M.D.,  M.P.H.,  Professor,  Maternal  and  Child  Health  School  of  Public  Health; 
Milton  Diamond,  Ph.  D.,  Professor,  Anatomy  and  Reproductive  Biology  School 
of  Medicine ;  Patricia  G.  Steinhoff,  Ph.  D.,  Associate  Professor,  Department  of 
Sociology,  College  of  Arts  and  Sciences ;  James  A.  Palmore,  Jr.,  Ph.  D.,  Assistant 
Director  for  Institutional  Cooperation,  East-West  Population  Institute. 

introduction 

On  March  13,  1970,  Hawaii  became  the  first  state  in  the  nation  to  allow 
abortion  essentially  at  the  request  of  the  woman.  An  abortion  may  be  performed 
legally  by  a  licensed  physician  in  the  accredited  hospital  before  the  fetus  is 
viable  outside  the  uterus,  if  the  woman  has  been  a  resident  for  a  minimum  of 
90  days  immediately  prior  to  the  abortion.  Other  restrictions  imposed  are  those 
that  normally  apply  to  any  medical-surgical  procedure. 

This  is  a  second  report  to  the  legislature  on  the  operation  and  effect  of  the 
law.  It  is  an  analysis  of  data  from  all  cases  of  induced  abortion  performed  in 
hospitals  in  the  first  year.  In  the  first  year  following  the  enactment  of  the  law, 
from  March  13,  1970  through  March  12,  1971,  3,643  induced  abortions  were  per- 
formed in  fifteen  hospitals. 

Prior  to  the  passage  of  the  law,  many  legislators,  individuals,  and  organiza- 
tions in  Hawaii  expressed  concern  about  the  effects  of  the  new  law.  The  state 
legislature  allocated  funds  to  the  University  of  Hawaii,  School  of  Public  Health, 
to  initiate  a  study  of  the  operation  and  effects  of  the  law.  The  study  was  multi- 
disciplinary  from  its  inception,  and  now  involves  a  research  team  composed  of 
representatives  from  the  School  of  Public  Health,  the  School  of  Medicine,  the 
Department  of  Sociology  and  the  East-West  Population  Institute. 

The  research  team  would  like  to  express  its  gratitude  to  the  legislature  for 
its  assistance.  Additional  funding  has  been  received  from  the  Population  Coun- 
cil, the  National  Institute  of  Child  Health  and  Human  Development,  the  East- 
West  Population  Institute,  and  the  Health  and  Community  Services  Council  of 
Hawaii. 

During  the  first  year  of  the  new  law  there  were  changes  in  characteristics  of 
women  receiving  induced  abortion  and  also  in  medical  and  social  factors  related 
to  the  operation  of  the  law.  However,  it  was  still  too  early  to  assess  the  full 
effects  of  the  new  abortion  law  on  birth  rates,  illegitimacy,  adoptions,  or  sexual 
and  reproductive  behavior.  Yearly  iluctuations  in  such  factors  have  occurred 
even  before  the  abortion  law  was  changed,  and  a  time  period  longer  than  one 
or  two  years  is  necessary  before  we  can  assess  these  effects  of  the  law  change. 

methods 

Data  on  abortion  patients  were  collected  from  hospital  charts,  self-adminis- 
tered questionnaires,  and  in-depth  interviews  ^  Information  from  hospital  charts 
on  all  abortion  patients  has  been  made  available  to  the  study  by  every  hospital 
in  the  State  of  Hawaii  performing  abortions.  Information  from  the  charts 
includes  limited  demographic,  medical,  and  socio-economic  data.  A  self-adminis- 
tered questionnaire  was  given  to  abortion  patients  when  they  were  admitted  to 
the  hospital  and  was  filled  out  by  each  patient  prior  to  abortion. 

Tabulation  of  demographic  data  from  hospital  charts  for  those  who  refuse 
the  questionnaire  reveals  no  major  differences  between  respondents  and  non- 


1  Data    from    maternity    patients    were    also    collected    but    are    not    included    in    this 
report. 
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respondents  in  the  abortion  population.  Those  who  were  inadvertently  missed 
in  the  questionnaire  administration  likewise  appear  to  be  a  random  selection. 

Questionnaire  and  interview  participation  by  all  patients  was  socio-economic 
and  attitudinal  factors,  aspirations  of  family  size,  contraceptive  practices, 
reasons  for  use  and  non-use  of  contraceptives,  and  reasons  for  having  the  abor- 
tion. Information  was  also  obtained  by  interviews  and  correspondence  with 
hospital  administrators,  physicians,  and  other  medical  personnel. 

To  determine  whether  changes  had  occurred  during  the  first  year,  the  data 
were  divided  into  four  periods :  March  13,  1970  through  June  30,  1970 ;  July  01, 
1970  through  September  30,  1970 ;  October  01,  1970  through  December  31,  1970 ; 
and  January  01,  1971  through  March  12,  1971.  These  periods  are  slightly  unequal 
because  the  law  took  effect  in  the  middle  of  a  month.  Where  changes  were 
observed,  the  data  are  reported  by  period.  Where  no  change  was  observed,  data 
are  reported  for  the  full  year,  March  13,  1970  through  March  12,  1971. 

FINDINGS  AND  DISCUSSION 

Oeographic  Distribution 

The  geographic  distribution  of  the  3,643  induced  abortions  did  not  follow  the 
population  distribution  in  the  state  (Figure  1).  A  total  of  3,428  abortions  were 
performed  on  Oahu.  This  was  94.1%  of  the  abortions,  while  only  83.4%  of  the 
women  aged  13-49  in  the  state  live  on  Oahu.  However,  4.4%  of  the  Oahu  abor- 
tions were  performed  on  neighbor  island  women. 

Figure  1. — Distribution  of  3,643  induced  abortions  compared  with  distribution  of 
women  aged  13-49  by  county,^  Hawaii:  Mar.  13,  1970  to  Mar.  12,  1971 

rk«i,,, .  Percent 

Oahu: 

Abortions ^*-  '■ 

Women 83-  ^ 

Hawaii: 

Abortions 2.  7 

Women I'- 6 

Maui : 

Abortions ^-  ^ 

Women ^-  ^ 

Kauai : 

Abortions *•  ^ 

Women 3-  ^ 

1  Modification  of  table  35,  U.S.  Department  of  Commerce,  "General  Population  Characteristics,  1970," 
PC(1)-B  13  Hawaii. 

During  the  first  three  months  after  the  change  in  the  law,  only  3.3%  of  the 
abortions  were  performed  on  the  neighbor  islands.  By  the  last  period  of  the  first 
year,  this  had  increased  to  7.5%.  The  average  for  the  year  was  5.9%.  Three  major 
hospitals  on  Oahu  performed  92.3%  of  the  state's  abortions  during  the  first  period 
compared  to  88.3%  for  the  entire  year.  This  represents  a  general  trend  for 
increased  percentages  of  abortions  to  be  performed  outside  of  Honolulu. 

TABLE  1.— INDUCED  ABORTIONS  BY  HOSPITAL,  HAWAII:  MAR.  13,  1970  TO  MAR.  12,  1971 


Hospital 

Abortions 

Percent 

1 

352 

9.7 

? 

2,164 

59.4 

4 

700 

19.2 

■ii 

212 

5.8 

fi2 

215 

5.9 

Total 

3,643 

100.0 

>  Conglomerate  representing  6  hospitals  on  Oaliu. 

3  Conglomerate  representing  6  hospitals  on  neighbor  islands. 


There  has  been  an  increase  in  the  number  of  physicians  i>erforming  abortions 
both  on  Oahu  and  the  neighbor  islands.  Although  some  neighbor  island  hospitals 
preferred  not  to  report  names  of  physicians  performing  abortions,  the  number 
on  Oahu  is  known.  A  conservative  estimate  for  the  State  would  be  a  total  of  90 
physicians. 
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Thus,  more  women  are  having  abortions  on  their  island  of  residence  and  more 
physicians  throughout  the  state  are  performing  abortions.  This  redistribution  sug- 
gests an  increased  acceptance  of  the  law  by  physicians  and  a  decrease  in  the 
stigma  of  abortion. 

Frequency  of  abortions 

The  number  of  abortions  has  remained  relatively  constant  throughout  the 
year,  with  an  average  of  ten  per  day.  There  were  some  fluctuations  from  month 
to  month  but  no  trend  was  noted.  The  ratio  of  abortions  to  live  births  was 
approximately  1 :  5  for  the  first  year  (Table  2). 

TABLE  2.-RATI0  OF  ABORTIONS  TO  LIVE  BIRTHS  BY  PERIOD,  HAWAII:  MAR.  13.  1970  TO  MAR.  12,  1971 


March- 
June 

July- 
September 

October- 
December 

January- 
March 

Year 

Abortions 

Live  births 

1,014 

4,833 

970 
4,228 
1:4.4 

883 
4,320 
1:4.9 

776 
3,129 
1:4.0 

3,643 

16,  510 

1:4.5 

Ratio 

1:4.8 

Gestation 

For  87%  of  the  abortions  performed,  the  gestation  period  was  twelve  weeks  or 
less.  Only  1%  of  the  abortions  were  performed  when  the  period  of  gestation  was 
more  than  twenty  weeks  and  only  one  abortion  was  performed  after  the  twenty- 
fourth  week  of  gestation.  As  the  year  progressed,  there  was  a  trend  toward  per- 
forming abortions  earlier  in  gestation  (Table  3).  This  represents  better  medical 
care  because  it  is  safer  for  the  woman. 

TABLE  3.— LENGTH  OF  GESTATION  IN  WEEKS  FOR  3,643  ABORTIONS  PERFORMED  PER  REPORTING  PERIOD  AS 
PERCENT  OF  PERIOD,  HAWAII:  MAR.  13,  1970  TO  MAR.    I,  1971 


March- 
June 

July- 
September 

October- 
December 

January- 
March 

Year 

8  weeks  or  less 

9  to  12  weeks 

40.6 

44.3 

46.0 
41.3 
6.6 
5.2 
.9 

47.3 
41.3 
5.4 
5.3 
.7 

46.4 

41.1 

5.3 

6.2 

1.0 

44.9 
42.1 

13  to  16  weeks 

7.5 

6.2 

17  to  20  weeks 

6.4 

5.8 

Over  20  weeks 

1.2 

1.0 

Total  per  period 

100.0 

100.0 

100.0 

100.0 

100.0 

Abortion  procedures  and  complications 

Six  different  procedures  were  used  to  perform  abortions.  The  method  used  is 
generally  determined  by  the  length  of  gestation  at  the  time  of  abortion.  Dilatation 
and  curettage  (D&C)  and/or  suction  are  the  two  procedures  most  frequently 
used  up  to  12-14  weeks'  gestation.  Saline  infusion  and  hysterotomy  are  generally 
used  at  15  or  more  weeks'  gestation.  Hysterectomy  may  be  used  at  any  time 
during  gestation  when  removal  of  the  uterus  is  indicated  for  other  medical 
reasons.  Frostoglandin  is  a  new  chemical  us-?d  to  induce  abortion  early  in  gesta- 
tion. Approximately  89.3%  of  the  abortions  were  performed  by  D&C  and/or 
suction  (Table  4). 

TABLE  4.— PROCEDUPES  USED  TO  INDUCE  ABORTIONS,  HAWAII:  MAR.  13,  1970  TO  MAR.  12.  1971 


Procedure 

Abortions 

Percent 

D.  &  C 

874 

24.0 

D.  &  C./suction 

2,377 

65.3 

Subtotal - 

3,  251 

89.3 

Saline 

333 

9.1 

Hysterotomy 

30 

.8 

Hysterectomy 

23 

.6 

Prostaglandin 

6 

.2 

Total 

3,643 

100.0 
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The  incidence  of  complications  resulting  from  3,643  abortions  was  4.6% 
(Table  5).  There  was  a  slight  increase  in  complication  rates  during  the  year, 
from  4.0%  in  the  first  period  to  6.1%  in  the  last  period.  However,  by  far  the 
majority  of  the  complications  were  minor.  Our  criteria  for  complications  are  very 
broad  and  include  some  minor  items  not  usually  considered  by  the  hospitals  or 
other  researchers  to  be  complications  (e.g.  fever,  minor  infection  or  cervical 
laceration).  Even  with  the  broad  definition  we  have  used,  Hawaii's  complica- 
tion rates  are  lower  than  those  reported  by  studies  on  the  mainland.  During  the 
first  year,  there  were  no  mortalities  from  induced  abortions. 

TABLE  5.-NUIVIBER  OF  COMPLICATIONS  BY  TYPE  IN  3,643  INDUCED  ABORTIONS  HAWAII:  MAR.  13.  1970 

TO  MAR.  12,  1971 


Percent  of 
complications  Number  of 

Type  of  complication  (4-6)         complications 


Cervical  laceration. 

Hemorrhage 

Infection 

Failed  abortion 

Retained  Tissue... 
Uterus  Perforation. 

Metabolic 

Miscellaneous 


Total. 


22.1 

37 

19.8 

33 

15.5 

26 

15.0 

25 

14.4 

24 

4.2 

7 

1.2 

2 

6.6 

11 

100.0 
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The  incidence  of  complications  was  closely  tied  to  length  of  gestation.  Compli- 
cations remained  about  the  same  (3.5%)  through  the  first  12  weeks  of  gestation. 
After  the  12th  week,  the  incidence  of  complications  mora  than  tripled  (Table  6). 

TABLE  6.— COMPLICATIONS  BY  GESTATION,  HAWAII:  MAR.  13,  1970  TO  MAR.  12,  1971 


Number  of  Percent 

Gestation  abortions         complications 


8  weel<s  or  less - - - }'f35  3.4 

9to  12  weeks — - - 1-534  3.3 

13tol6weel<s - - "9  ii.8 

17  to  20  weeks - 


210  14.8 


Over  20  weeks. 
Total. 


35  8.6 


3,643  »4.6 


>  Overall. 

Because  the  type  of  procedure  varies  with  length  of  gestation,  the  rate  of  com- 
plications also  varied  with  procedure.  Complications  associated  with  D&C,  with 
or  without  suction,  occurred  at  the  rate  of  3.3%.  The  most  frequently  used  proce- 
dure for  abortion  late  in  gestation,  saline  infusion,  had  a  complication  incidence 
of  12.6%  in  Hawaii,  which  is  much  lower  than  the  national  figures.'  The  majority 
of  complications  resulting  from  saline  procedures  were  minor,  and  were  in  two 
categories:  a)  retained  tissue;  b)  failed  abortion  necessitating  a  repeat  of  the 
procedure  at  a  later  date. 

When  abortions  were  performed  early  in  gestation  in  the  hospitals  doing  most 
of  the  abortions,  the  patient's  length  of  stay  in  the  hospital  was  short  (6-12 
hours).  In  those  hospitals  performing  fewer  abortions,  there  was  a  tendency  to 
retain  the  patient  for  a  minimum  of  36  hours,  regardless  of  length  of  gestation. 

As  hospitals  and  physicians  gained  more  experience  with  the  management  of 
induced  abortions,  the  length  of  stay  in  the  hospital  decreased.  A  comparison  of 
the  first  reporting  period  with  later  periods  shows  a  trend  to  a  shorter  stay 
(Table  7). 

2  The  Joint  Program  for  the  Study  of  Abortion  reports  an  overall  complication  rate  of 
10.1%  based  on  their  national  sample  from  July,  1970  thru  June  15,  1971.  The  complica- 
tion rate  for  saline  infusion  was  22.4%.  Christopher  Tietze,  M.D  and  Sarah  Lewitt, 
"Legal  Medical  Complications",  Family  Planning  Perspectives,  3  :  4  October,  1971. 
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TABLE  7.— LENGTH  OF  STAY  I N  HOSPITAL  PERCENTAGED  BY  REPORTI NG  PERIOD,  HAWAI I :  MAR.  13, 1970  to  MAR.  12, 

1971 

Hours  in  Hospital 
6  or  less  7  to  12  13  to  24  25  to  48        49  or  more  Total 

March  to  June 8.6  38.8  15.3  27.2  10.1  100.0 

July  to  September 8.1  47.0  12.6  20.5  11.8  100.0 


15.3 

27.2 

12.6 

20.5 

11.4 

20.9 

10.4 

19.5 

12.1 

22.2 

October  to  December....  8.8  49.2  11.4  20.9  9.6  100.0 

January  to  March 10.6  48.6  10.4  19.5  13.0  100.0 

Full  year 8.8  45.7  12.1  22.2  11.2  100.0 


Factors  Leading  to  Later  Abortions 

Women  under  twenty  were  much  more  likely  than  older  women  to  have  abor- 
tions after  the  end  of  the  twelfth  week  of  gestation.  Among  women  under 
eighteen,  33.5%  obtained  their  abortions  after  the  twelfth  week.  Of  the  eighteen 
and  nineteen  year  olds,  22.1%  had  abortions  after  the  first  twelve  weeks,  as 
compared  with  13.3%  of  the  twenty  year  olds.  11.2%  of  all  women  over  20 
received  their  abortions  after  twelve  weeks. 

The  percentage  of  women  who  received  their  abortions  by  the  end  of  the 
twelfth  week  was  related  to  their  method  of  payment  for  the  abortion.  In  cases 
where  parents  paid  for  the  abortion,  27.2%  of  the  women  aborted  after  the 
twelfth  week  of  gestation.  By  contrast,  only  7.6%  of  women  with  insurance 
coverage  and  7.6%  of  women  whose  bill  was  paid  by  the  man  involved  other 
than  husband  had  their  abortions  after  the  twelfth  week,  as  did  13.5%  of 
women  paying  out  of  personal  funds.  All  women  who  paid  for  their  abortion 
by  a  loan  had  aborted  before  the  thirteenth  week. 

Patients  whose  method  of  payment  involved  the  Department  of  Social 
Services  or  military  payment  procedures  were  more  likely  to  have  their  abortion 
later.  14.4%  of  welfare-  assisted  abortions  and  20.0%  of  those  paid  by  the 
military  were  obtained  after  twelve  weeks  of  gestation. 

The  woman's  major  source  of  income  was  also  related  to  the  timing  of  her 
abortion.  93.1%  of  those  supported  by  scholarships,  alimony,  or  their  own  or 
their  husband's  job  received  their  abortions  dnring  the  first  twelve  weeks  of 
gestation.  90.3%  of  those  on  welfare  assistance,  but  only  76.6%  of  those  sup- 
ported by  their  parents,  received  their  abortions  during  the  same  time  period. 
Of  those  living  in  their  own  house  or  apartment  or  with  friends,  92.8%  received 
their  abortions  by  the  end  of  the  first  twelve  weeks,  as  compared  with  82.8% 
of  those  living  in  their  parent's  house. 

In  summary,  the  greatest  delays  in  obtaining  abortions  occurred  among 
women  who  were  under  18,  women  who  lived  at  home,  women  who  were 
supported  by  their  parents,  or  women  whose  abortions  were  paid  for  by  their 
parents.  These  lags  seem  to  result  from  a  combination  of  financial  dependence 
and  the  necessity  for  minors  to  obtain  parental  permission  for  the  abortion. 
Despite  the  fact  that  insurance  coverage  was  seldom  available  to  single  women 
during  the  first  year  of  the  new  law,  this  did  not  cause  an  appreciable  lag  in 
obtaining  abortions  if  they  had  resources  other  than  their  own  parents. 

Delaying  an  abortion  past  the  twelfth  week  of  gestation  involves  changes  in 
abortion  procedure,  increased  hospitalization  time,  and  a  markedly  higher  risk 
of  complication.  There  are  both  medical  and  social  conditions  which  make 
abortions  beyond  the  twelfth  week  necessary.  However,  many  late  abortions 
could  be  eliminated  if  legal  and  financial  barriers  were  removed. 

Medical  Safeguards 

The  medical  profession  and  the  hospitals  have  established  conservative  safe- 
guards for  the  implementation  of  the  abortion  law.  Whether  the  physician 
performing  abortions  is  a  specialist  in  obstetrics  and  gynecology  depends  on 
the  hospital's  policies  and  regulations.  For  the  most  part,  hospitals  allow  only 
board-eligible  or  certified  obstetrician-gynecologists  to  perform  abortions  on 
patients  over  a  specified  period  of  gestation.  In  some  hospitals  the  limit  is 
12  weeks,  in  others  16  weeks. 

Hospitals  have  also  set  up  other  safeguards  in  consideration  of  the  patient's 
welfare.  When  a  woman  is  to  have  an  abortion  late  in  gestation   (12  or  16 
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weeks  depending  upon  the  particular  hospital),  a  minimum  requirement  gen- 
erally is  one  or  more  consultations  with  an  obstetrician-gynecologist.  If  the 
gestation  is  as  late  as  20  weeks,  the  case  is  presented  to  an  abortion  board  or 
committee  in  order  to  determine  the  necessity  of  the  abortion,  and  to  weigh  its 
medical  risks  against  the  need  for  the  abortion.  ^  ^.t,  4. 

While  the  pattern  varies  from  hospital  to  hospital,  it  seems  apparent  that 
safeguards  are  being  taken  by  the  hospitals  and  their  medical  staffs  to  prevent 
the  performance  of  abortions  by  physicians  not  qualified  in  specific  procedures 
and  to  avoid  non-indicated  abortions  performed  very  late  in  gestation,  when 
there  may  be  a  question  of  fetal  viability. 

Cost 

The  usual  cost  for  an  abortion  in  Hawaii  was  about  $350.00.  This  varied 
from  locale  to  locale  and  among  physicians.  For  a  patient  without  insurance  or 
other  assistance,  the  personal  cost  to  the  woman  was  a  minimum  of  $300.00. 
This  cost  consisted  of  two  main  components:  physician's  fees  and  hospital 
charges.  For  those  hospitals  other  than  prepaid  insurance  or  military,  charges 
were  approximately  $160.00  for  those  patients  remaining  in  the  hospital  12 
hours  or  less  and  not  overnight.'  Most  physicians'  fees  were  around  $150.00 
when   the   abortion  was  performed   early   in   gestation   and   no   complications 

were  involved.  ,         .i„vi« 

During  the  first  year  of  the  new  law,  insurance  coverage  was  not  avaiiaoie 
to  most  women  who  had  abortions.  The  largest  percentage  of  abortions  were 
paid  for  by  personal  funds  (57.5%),  which  were  obtained  from  the  patient, 
parents,  husband,  male  involved  in  the  pregnancy  other  than  husband,  or  a 
loan.  Insurance  partially  covered  the  expenses  of  23.9%  of  the  women.  6.4% 
of  the  abortions  were  paid  for  by  military  insurance  (72.6%  of  which  were 
performed  in  non-military  hospitals).  Prepayment  plans,  major  medical  car- 
riers  and  the  military  cover  from  30%  to  92%  of  total  costs  to  the  patient. 

Department  of  Social  Services  (DSS)  assistance  for  payment  of  abortion 
costs  was  available  both  to  regular  welfare  recipients  and  to  other  women 
classified  as  medically  indigent.  DSS  paid  for  335  (9.2%)  abortions,  but  fewer 
than  half  of  thes-i  women  were  receiving  other  welfare  assistance.  DSb  paid 
for  7.6%  of  abortions  on  the  outer  islands  during  the  first  reporting  period. 
However,  for  the  year  as  a  whole  this  figure  increased  to  12.8%. 

Sterilisation 

Sterilization  is  available  to  women  while  they  are  in  the  hospital  to  have  ari 
abortion  but  very  few  women  elected  to  be  sterilized,  in  part  because  50.«% 
of  the  women  were  terminating  a  first  pregnancy.  Only  3%  of  the  women  were 
sterilized:  78  women  had  tubal  ligation  and  32  women  had  hysterectomies. 
Sterilizations  were  performed  on  6.7%  of  the  private  insurance  patients,  47% 
of  the  military  payment  patients,  4.5%  of  loan  patients,  3.6%  of  the  welfare 
and  1.7%  of  the  patients  paying  from  personal  savings.  There  were  no  steriliza- 
tions among  patients  whose  abortions  were  paid  for  by  the  parents  or  the  man 
involved  in  the  pregnancy  other  than  the  husband. 
Demographic  and  Social  Characteristics 

Approximately  half  of  the  abortion  patients  (50.8%)  were  terminating  a 
first  pregnancy.  An  additional  26.8%  were  terminating  a  second  or  third  preg- 
nancy, while  the  remaining  women   (22.3%)   were  ending  a  fourth  or  higher 

The  age  distribution  of  the  3,643  women  covers  a  wide  range  of  fertile  years, 
13^8  19  8%  were  under  20  years  of  age ;  21.4%  were  30  or  over.  The  average 
age  was  24.6  years.  54.3%  had  never  been  married.  The  remaining  45.7%  were 
married   (36.4%),  divorced   (6.3%),  separated   (2.5%),  or  widowed   (0.5%). 

The  religious  distribution  of  abortion  patients  closely  follows  that  of  the  state 
(Table  8).  Of  the  abortion  patients  40.4%  were  Protestant,  29.0%  were  Catholic, 
and  8%  were  Buddhist.  The  religious  preference  of  the  women  did  not  affect 
their  reasons  for  abortion,  the  length  of  gestation,  or  prior  use  of  birth  control. 

3  During  the  second  year,  two  facilities  are  reducing  their  charges,  one  from  $140.00 
to  $40.00  and  the  other  from  an  approximate  $160.00  to  around  $90.00. 


Percent  of 

Percent 

abortions 

of  State 

40.4 

44.0 

29.0 

27.0 

7.7 

14.0 

.9 

.1 

22.0 

14.0 
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TABLE  8.— RELIGIOUS  DISTRIBUTION  OF  3,643  ABORTION  PATIENTS  COMPARED  WITH  STATE  OF  HAWAII  TOTAL 
POPULATION,'  HAWAII:  MAR.  13,  1970  TO  MAR.  12,  1971 


Protestant 

Catholic 

Buddhist.... 

Jewish 

Other 

•  Statistical  abstract  of  sample  survey,  1962,  Economic  Research  Center,  University  of  Hawaii.  These  are  the  most  recent 
figures  available.  Later  data  has  been  compiled  for  church  membership,  "State  of  Hawaii  Data  Book  1971,"  Table  9, 
but  this  information  is  not  directly  comparable. 

Of  the  abortion  patients,  42.9%  were  born  and  raised  in  Hawaii  while  19.8% 
had  lived  in  the  state  less  than  a  year. 

The  law  stipulates  a  90-day  residence  for  women  receiving  abortions.  At  pres- 
ent the  hospitals  protect  themselves  against  possible  liability  by  requiring  every 
abortion  patient  to  file  a  notarized  statement  that  she  has  been  a  resident  in 
the  state  for  the  past  ninety  days.  An  effort  was  made  early  in  the  year  to  deter- 
mine the  degre  of  non-compliance.  Four  methods  were  used  to  estimate  resi- 
dency, three  statistical  and  one  an  audit.^  Each  method  indicated  that  during 
the  first  five  months  the  percentage  of  women  coming  to  Hawaii  without  ful- 
filling the  90-day  residency  clause  was  between  8%  and  13%,  or  an  average 
of  1  per  day.^  The  percentage  reported  dropped  to  2.3%  immediately  after 
New  York's  abortion  law  was  enacted  in  July,  1970.  By  the  end  of  1970,  other 
states  on  the  west  coast — Alaska,  California,  and  Washington — had  also  begun 
to  relax  abortion  restrictions,  and  the  rate  of  non-resident  abortions  reported 
in  Hawaii  dropped  to  less  than  1%.  Obviously,  Hawaii  has  not  become  an  "abor- 
tion mecca"  as  some  feared. 

The  ethnic  distribution  of  abortion  patients  differed  from  the  states'  distri- 
bution of  females  by  ethnic  group  (Table  9).  Caucasians  comprised  37.4%  of 
the  state  population  of  females  and  46.7%  of  the  abortion  population.  Japanese 
comprised  30.4%  of  the  state  female  population  and  21.2%  of  the  abortion 
population.  Hawaiians  and  part-Hawaiians  comprise  9.8%  of  the  state  female 
population,  but  10.5%  of  the  abortion  population. 

TABLE  9.— ETHNIC  DISTRIBUTION  OF  ABORTION   PATIENTS  COMPARED  TO  STATE  POPULATION  OF  WOMEN, 
HAWAII:  MAR.  13,  1970  TO  MAR.  12,  1971 

Number  of         Percent  of  Percent 

abortions  abortions  of  State 

Caucasian 

Japanese 

Hawaiian/part  Hawaiian 

Filipino... 

Chinese 

Other  and  mixed 

Total 3,643  100.0  100.0 

'Recalculated  from  table  34,  U.S.  Department  of  Commerce,  "General  Population  Characteristics,  1970,"  P0(l)-B13 
Hawaii. 

At  the  time  of  conception,  over  50%  of  the  Caucasians,  Japanese  and  Chinese 
abortion  patients  were  unmarried  as  were  47%  of  the  Hawaiian  patients.  How- 
ever, only  30.7%  of  the  Filipino  patients  were  unmarried. 

Of  the  abortion  patients,  22.3%  were  students,  20.2%  housewives,  and  20.0% 
were  clerical  workers.  In  the  student  category,  36.5%  were  under  18  years  of 
age.  50.9%  of  the  students  were  18-22  years  of  age. 


1, 703 

46.7 

37.4 

772 

21.2 

30.3 

380 

10.4 

9.8 

305 

8.4 

11.0 

181 

5.0 

7.0 

302 

8.3 

4.5 

*  Conducted  in  association  with  Frank  Zimrine.  Associate  Professor  of  Law.  Center  for 
Studies  in  Criminal  Justice.  The  Law  School.  Universit.v  of  Chicago. 

s  The  low  estimate  is  from  direct  reporting  by  questionnaire  respondents.  Some  falsifi- 
cation might  be  expected  since  the  respondents  were  reporting  illegal  behavior. 
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The  educational  level  of  abortion  patients  was  high.  Slightly  more  than  half 
of  the  women  had  education  beyond  high  school,  and  another  33.1%  had  com- 
pleted high  school.  Only  15.3%  of  the  women  had  less  than  a  high  school  educa- 
tion, and  many  of  these  women  were  currently  in  high  school  and  planning  to 
obtain  further  education. 

The  family  income  distribution  of  abortion  patients  varies  slightly  from  that 
of  the  state  (Table  10).  A  higher  proportion  of  abortion  patients  is  found  in  the 
over  $15,000  income  bracket  than  is  true  for  the  state  as  a  whole  with  a  corre- 
sponding slight  underrepresentation  in  the  lower  income  brackets. 

TABLE  lO.-INCOME  DISTRIBUTION  OF  ABORTION  PATIENTS  COMPARED  WITH  STATE  OF  HAWAII  TOTAL  POP- 
ULATION,' HAWAII:  MAR.  13,  1970  TO  MAR.  12,  1971 


Percent  of  Percent 

Income  ranges  abortions  of  State 


Under$6,000 

$6,000  to  $9 ,999... 
$10,000  to  $14,000. 
$15,000  or  more... 


Total. 


32.8  34.6 

27. 0  32. 2 

21.5  21.6 

18.7  10.8 

100. 0  99. 2 


1  Table  59,  "State  of  Hawaii  Date  Book,  1971."  0.8  percent  where  not  stated  in  the  data  book. 

Behavior 

Some  legislators  and  community  members  expressed  concern  about  the  rea- 
sons for  abortion  and  whether  noticeable  changes  in  behavior  would  follow 
the  change  in  Hawaii's  abortion  law.  This  is  an  area  very  difficult  to  monitor. 

The  most  frequently  cited  reason  for  abortion  in  the  sample  was  "I  am  not 
married",  which  was  given  by  36.2%  of  the  patients  answering  the  question- 
naire. 32.5%  gave  as  a  reason  "I  cannot  afford  to  have  a  child  at  this  time", 
14.8%  "I  have  enough  children  already",  14.7%  "I  am  too  young  to  have  a 
child".  Other  reasons  were  less  frequently  given. 

In  the  past,  morality  has  been  measured  by  adherence  to  a  religion,  illegiti- 
macy rates  and/or  promiscuity.  Information  on  religion  has  been  reported 
above.  Data  from  our  study  indicate  that,  if  abortion  were  still  illegal,  only 
about  6.6%  of  the  women  who  had  legal  abortions  would  have  remained  single 
and  borne  children  out  of  wedlock.  However,  statewide  illegitimacy  trends  can- 
not be  determined  for  at  least  another  year  or  two,  due  to  normal  fluctuation  in 

During  the  first  year  of  the  law,  33.2%  of  the  women  having  abortions 
were  married  and  37.3%  were  engaged,  going  steady  or  living  with  a  man  at  the 
time  of  conception.  Thus,  70.5%  of  the  women  were  involved  in  a  continuing 
relationship. 

Another  possible  indicator  of  morality  is  the  age  at  which  girls  first  engage 
in  intercourse.  Our  data  for  the  first  three  months  following  abortion  repeal 
show  18  as  the  mean  age  of  first  coitus.  For  the  last  three  months  of  the  first 
year,  18  was  still  the  mean  age  of  first  coitus.  No  significant  change  in  sexual 
behavior  is  revealed  by  this  measure,  but  we  do  not  know  if  the  proportion  of 
women  who  engaged  in  intercourse  has  changed. 

There  was  some  concern  that  the  use  of  birth  control  methods  would  diminish 
following  reform  of  the  abortion  law.  There  seems  to  be  no  evidence  in  the 
data  to  substantiate  this  fear.  In  the  first  quarter  of  the  year,  66.5%  of  the 
women  receiving  abortions  had  not  been  using  birth  control.  Essentially,  the 
same  percentage  (66.7%)  had  not  used  birth  control  during  the  last  quarter 
of  the  year.  ,   .     tv 

Another  measure  of  the  use  of  abortion  as  a  means  of  birth  control  is  the 
frequency  of  repeat  abortions.  It  is  difficult  to  trace  all  such  cases  since  patients 
may  change  doctor  and  hospital,  and  may  not  report  previous  abortions  to 
medical  personnel.  To  the  best  of  our  knowledge,  only  23  women  (0.6%)  re- 
ceived two  legal  abortions  during  the  first  year.  We  expect  that  this  number 
will  rise  slightly  in  the  future,  since  reporting  is  cumulative.  Overall,  8.2%  of 
the  women  reported  having  had  one  abortion,  legal  or  illegal,  at  some  previous 
time.  Only  3.0%  reported  having  had  more  than  one  previous  abortion. 
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CONCLUSION 

In  general,  Hawaii's  new  abortion  law  has  been  used  by  women  of  all  reli- 
gions, ethnic  groups  and  geographic  areas  in  the  state.  During  the  first  year 
following  tht  change  in  the  abortion  law  no  large  influx  of  non-residents  was 
observed  nor  was  there  any  apparent  change  in  sexual  behavior  or  contracep- 
tive usage.  As  anticipated,  the  physicians  and  hospitals  in  Hawaii  have  proved 
fully  capable  of  handling  the  abortion  procedures  and  their  record  of  service 
is  generally  better  than  that  on  the  mainland.  Legal  abortion  has  not  created 
any  serious  problems  for  Hawaii,  medically  or  socially.  Safeguards  established 
by  the  medical  profession  and  hospital  administrations  have  provided  safe 
medical  care  for  the  women  of  Hawaii. 

Based  on  findings  from  the  first  year,  the  staff  of  the  Hawaii  Pregnancy, 
Birth  Control  and  Abortion  Study  feel  competent  to  make  several  recommenda- 
tions which  the  legislature  might  wish  to  consider.  These  recommendations 
fall  into  the  following  categories:  (1)  to  decrease  the  need  for  abortion;  (2) 
to  ensure  equal  availability  of  services;  (3)  to  facilitate  early  abortions;  (4) 
to  obtain  continuing  and  accurate  medical  reporting  procedures;  and  (5)  to 
eliminate  the  residency  requirement. 

RECOMMENDATIONS 

I.  To  decrease  the  need  for  abortion  we  recommend  that : 

A.  Family  life,  sex  and  reproduction  education  appropriate  to  age  level  and 
including  information  on  birth  control  and  abortion,  be  further  emphasized 
and  supported  in  all  schools,  public  and  private.  Such  education  should  be 
offered  in  primary,  intermediate,  secondary,  and  post-secondary  institutions,  to 
enable  individuals  to  control  their  reproductive  lives. 

B.  Conception  planning  be  integrated  into  abortion  services.  All  institutions 
offering  abortion  services  should  offer  birth  control  counseling  in  order  to  pre- 
vent repetition  of  the  need  for  abortion. 

C.  There  be  no  restrictions  on  the  provision  of  birth  control  services  or  the 
availability  of  contraceptives  for  any  sexually  active  person  regardless  of  age, 
sex,  or  marital  status. 

II.  To  ensure  equal  availability  of  abortion  services  regardless  of  social  or 
economic  class  we  recommend  that : 

A.  Abortion  services  (i.e.,  pregnancy  counseling,  laboratory  services,  and  re- 
ferral and  payment  for  the  abortion)  be  made  available  through  state-admini- 
stered health  services  such  as  maternity  and  family-planning  clinics  and  other 
prenatal  care  programs. 

B.  The  state  provide  subsidies  or  low-interest  loans  to  all  women  in  financial 
need  who  are  seeking  abortions,  with  a  minimum  of  procedures  which  might 
delay  the  granting  of  funds. 

III.  To  facilitate  early  abortions  we  recommend : 

A.  Increased  dissemination  of  information  on  abortion,  regarding  provisions 
of  the  law,  availability  of  assistance,  procedures  for  obtaining  abortion,  and 
the  greater  safety  of  early  abortion. 

B.  That  minors  be  permitted  to  obtain  abortion  services  without  parental 
consent.  Parental  guidance  in  such  matters  is  highly  desirable,  but  not  at  the 
cost  of  delaying  or  denying  needed  medical  services  to  the  pregnant  woman, 

IV.  To  obtain  continuing  and  accurate  abortion  information  we  recommend 
that:  ^.  ^        .  ^  . 

A.  A  standardized  state-wide  reporting  system  be  established  which  maintains 
the  distinction  between  fetal  deaths  and  induced  abortions,  and  provides  for 
the  routine  collection  of  basic  demographic  and  medical  information  on  all 
induced  abortions  in  the  state. 

B.  Fetal  deaths  and  induced  abortions  be  distinguished,  both  statistically 
and  conceptually. 

V.  To  facilitate  the  administration  of  the  law.  we  recommend  that : 

A.  The  ninety  day  residency  requirement  be  rescinded.  The  availability  of 
legal  abortion  on  the  mainland  and  relatively  infrequent  use  by  non-residents 
in  Hawaii  of  abortion  procedure  makes  the  administrative  procedures  attendant 
to  proof  of  residence  superfluous  in  the  great  majority  of  cases.  This  is  an  added 
burden  to  the  hospitals  and  is  considered  an  infringement  of  privacy  by  most 
women. 
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Hawaii  is  unique  amoing  the  50  states.  It 
is  small,  relatively  isolated,  ethnically 
mixed,  a  major  tourist  and  immigration 
center.  It  was  also  the  first  state  (in  March 
1970)  to  make  induced  abortion  legally 
available,  essentially  at  the  request  of  the 
pregnant  woman.  Hawaii's  experience 
with  legalized  abortion  differs  somewhat 
from  the  few  other  states  which  have  simi- 
lar laws  and  policies.  Nevertheless,  Ha- 
waii's experience  in  the  first  year  of  abor- 
tion law  liberalization  may  help  guide 
policv  formation  in  other  states  consider- 
ing abortion  law  changes  as  well  as  in 
states   which    already   have   made   such 


changes  in  their  abortion  laws.* 

Hawaii  law  permits  abortion  at  the  re- 
quest of  the  pregnant  woman,  provided 
that  the  abortion  is  performed  by  a  li- 
censed physician  in  an  accredited  hospital 
prior  to  the  viability  of  the  fetus  outside 
the  uterus.  Viability  is  not  defined  in  terms 
of  any  specific  number  of  weeks  of  gesta- 
tion. However,  beyond  20  weeks'  gesta- 
tion, the  approval  of  an  abortion  board  or 
committee  is  generally  required.  Only  one 
percent   of  Hawaii   abortions  were   per- 

•"  This  article  was  in  print  prior  to  the  Jan.  22 
Supreme  Court  decision  invalidating  most  state 
abortion  laws  (see  inside  front  cover). 
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formed  beyond  the  twentieth  week  of  ges- 
tation in  the  first  12  months  after  Uberali- 
zation  of  the  abortion  law. 

Hawaii  law  also  requires  that  the  wom- 
an be  a  resident  of  the  state  for  at  least  90 
davs  immediately  prior  to  the  abortion. 
The  only  other  restrictions  imposed  are 
those  which  normally  apply  to  all  medical 
and  surgical  procedures. 

The  state  legislature  requested  that  the 
University  of  Hawaii's  School  of  Public 
Health  investigate  the  quality  of  abortion 
care,  the  general  availability  of  services 
and  the  influence  —  if  any  —  of  the  change 
in  abortion  law  on  sexual  behavior.  The 
accredited  hospital  clause  in  the  law, 
Hawaii's  small  size  (1970  population: 
769,91.3)  and  geographical  isolation  have 
made  it  possible  to  collect  data  on  all  cases 
of  legal  abortion  in  the  state  and  to  make 
valid  comparisons  with  a  known  base 
population.^ 

Methodology 

Demographic,  medical  and  socioeconomic 
data  from  hospital  charts  were  made  avail- 
able for  all  abortion  patients  in  the  state 
by  every  hospital  performing  abortions.  In 
addition,  a  self-administered  question- 
naire was  filled  out  by  each  patient  ( on  a 
voluntary  basis)  prior  to  abortion,  includ- 
ing information  on  demographic  and  so- 
cioeconomic characteristics,  family  size 
aspirations,  contraceptive  and  sexual  prac- 
tices, reasons  for  use  and  nonuse  of  contra- 
ception, and  reasons  for  having  the  abor- 
tion.* Information  was  also  obtained  by 
interviews  and  correspondence  with  hos- 
pital administrators,  physicians  and  other 
medical  personnel.  To  determine  whether 
changes  had  occurred  during  the  first  year, 
data  were  divided  into  four  periods: 
March  I3-]une  30,  1970;  July-September 
1970;  October-December  1970;  and  Janu- 
ary-March 12,  1971.  These  periods  are 
slightly  unequal  because  the  law  took  ef- 
fect in  the  middle  of  the  month. 

Number  and  Frequency  of  Abortions 

In  the  first  year  following  enactment  of 
the  abortion  law,  3,643  abortions  were 
performed  in  15  hospitals.  The  average  of 
10  abortions  per  day  remained  relatively 
constant  throughout  the  year.  There  were 
some  fluctuations  from  month  to  month, 
but  no  trend  was  noted.  The  ratio  of  abor- 
tions to  live  births  was  about  1:4.5  in  the 
first  year,  or  221  abortions  per  1,000  live 
births  (see  Table  I).  (In  the  year  1971, 
4,135    abortions    were    performed  —  an 


Table  1.  Ratio  of  Legal  Abortions  per  1,000 
Live  girths,  by  Reporting  Period:  Hawaii, 
March  13, 1970-  March  12, 1971 

March-  July-       Oct.-       Jan.-        Total 
June       Sept.      Dec.       March     Year 


1.833       4.228       4.320       3.129       16,510 


abortion  to  live  birth  ratio  of  261  per 
1,000.  This  compares  to  a  1971  ratio  of 
268  legal  abortions  for  1,000  live  births 
in  the  24  states  where  data  are  compiled 
by  state  health  departments.  Abortion  to 
five  birth  ratios  for  residents  of  states  with 
laws  or  policies  similar  to  Hawaii's  for 
1971  are:  Alaska,  160;  California,  205; 
New  York,  370;  t  and  Washington,  275.2) 
In  the  first  year  after  passage  of  Hawaii's 
liberalized  abortion  law,  one  out  of  every 
50  women  of  childbearing  age  in  Hawaii 
had  a  legal  induced  abortion. 

Only  19.8  percent  of  the  abortion  pa- 
tients had  lived  in  the  state  less  than  a 
year,  while  42.9  percent  were  bom  and 
raised  in  Hawaii.  During  the  first  five 
months,  a  maximum  of  13  percent  of  wom- 
en coming  to  Hawaii  for  abortion  had  not 
fulfilled  the  90-day  residency  require- 
ment.! By  the  end  of  1970,  after  New 
York,  Alaska,  California  and  Washington 
had  liberalized  their  abortion  laws  or  regu- 
lations, the  rate  of  nonresident  abortions 
reported  in  Hawaii  dropped  to  less  than 
one  percent.^ 

The  overall  ratio  of  abortions  to  Uve 
births  remained  relatively  stable  during 
the  first  12  months  despite  the  drop  in 
nonresidents,   reflecting  a  corresponding 


Table  2.  Number  and  Percent  of  Abortions 
Performed  in  Hawaii's  Rural  Hospitals,  Com- 
pared with  Number  and  Percent  ol  Patients 
Living  In  Rural  Areas,  by  Reporting  Period: 
March  13, 1970-March  12. 1971 


increase  in  the  number  of  abortions  ob- 
tained by  residents  (and  partly  accounted 
for  by  population  increase  in  the  state). 
There  was  also  an  increase  during  the  year 
in  the  number  of  physicians  performing 
abortions,  both  in  urban  Oahu  and  on  the 
rural  outer  islands. 

Ninety-two  percent  of  the  first  year's 
abortions  were  performed  in  the  Honolulu 
area,  where  82  percent  of  the  state's  wom- 
en aged  13-49  reside. §  Part  of  this  im- 
balance was  due  to  an  influx  of  rural 
residents  who  had  abortions  in  urban  fa- 
cilities. During  the  first  year,  16  percent  of 
the  state's  abortions  were  obtained  by 
women  living  in  rural  areas  of  the  state, 
only  a  slightly  smaller  proportion  than  the 
18  percent  who  are  rural."* 

Initially,  many  rural  hospitals  did  not 
perform  abortions,  but  referred  cases  to 
Honolulu  facilities.  As  Table  2  shows,  dur- 


Reporting 

Abortions 

Patients 

•/.  ol 

Period 

in  Rural 

Living  in 

Patients 

Hospitals 

Rural 

in  Rural 

Areas 

Areas  — 

'/.of 

No,  "/lOf 

No,  •/.  ot 

Abortions 

All 

All 

Abor- 

Abor- 

Hospitals 

tions 

tions 

March-June 

58    5.7 

122  122 

-65 

July-Sept. 

80    8.2 

153  15.8 

-7,6 

Oct, -Dec. 

89  10.1 

168  19,0 

-8.9 

Jan, -March 

76     9,8 

139  17,9 

-81 

Total  Year 

303     8.0 

582  15.9 

-7.9 

*  Questionnaires  were  phased  into  use  beginning 
in  June  1970,  so  not  every  abortion  patient  re- 
ceived one  during  the  first  year.  In  all.  81.2  per- 
cent (  1,628)  completed  questionnaires  were  re- 
ceived from  2.005  patients.  The  availability  of 
demographic  information  from  hospital  records 
on  virtually  all  abortion  patients  made  it  possible 
to  identify  most  of  the  nonresponse  bias  in  the 
questionnaire  sample  and  to  correct  for  the  bias 
by  a  weighting  procedure.  Initial  tests  revealed  a 
sbghtly  skewed  distribution  on  the  variables  of 
age,  marital  status  and  ethnicity.  For  age  and 
ethnicity  this  was  due  to  both  questionnaire 
refusal  and  faulty  questionnaire  distribution. 
Smaller  biases  in  marital  status  were  due  almost 
enrirely  to  questionnaire  distribution.  There  were 
no  distortions  in  residence  ( urban-rural )  in  the 
abortion  sample.  To  account  for  both  sources  of 
bias,  a  three-factor  weighting  on  age,  marital 
status  and  ethnicity  was  appbed  according  to  the 
following  formula: 

P 
/Ci  +  Ri  +  Ni\   ^  (Ci  +Ri) 

\  ci  j  2v    (Ci  +  Ri+Ni) 


where  C  =  completed  questic 
fused  questionnaires.  N  =  not  distributed  ques- 
tionnaires, P  =  total  number  of  groups. 
The  weights  range  in  value  from  .55  to  4.95, 
with   82   percent   of   the   weights  between   the 
values  of  1.00  and  2.00. 

f  But  in  New  York  City  it  was  more  than  500, 
(seep.  38). 

t  Four  methods  were  used  to  estimate  nonresi- 
dency.  Three  methods  involved  statistical  cross- 
checks in  our  data,  and  the  fourth  was  a  sample 
audit  conducted  in  association  with  Frank  Zim- 
ring.  Associate  Professor  of  Law,  Center  for 
Studies  in  Criminal  Justice.  The  Law  School, 
University  of  Chicago. 

§  This  is  the  age-range  of  women  who  had  in- 
duced abortions  in  the  first  year. 

""It  should  be  pointed  out  that  90.5  percent  of 
Hawaii's  rural  area  is  located  on  islands  sepa- 
rated from  the  Honolulu  metropolitan  area  by 
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Table  3.  Patients  with  Induced  Abortions, 
Percents  by  Selected  Ctiaracterlsllcs: 
Hawaii,  March  13,  1970-March  12,  1971  and 
JPSA,*  July  1, 1970-June  30, 1971 


Characteristic 

Hawaii 

JPSA 

(N=  3.643) 

(N  = 

72.988) 

Age  (Years) 

<20 

19  9 

242 

20-30 

61  5 

56.0 

>30 

18.6 

19,8 

Prior  Pregnancies 

None 

50.8 

47,1 

1-2 

26,9 

33,9 

5i3 

223 

19.0 

Marital  Status 

Never-Married 

54.3 

559 

Married 

36.4 

29,9 

Widowed/Divoi 

reed/ 

Separated 

9.3 

14,2 

■  From  C   Tietzi 

e  and  S.  Lewil,  see 

reference 

t4 

ing  the  first  quarter  of  the  first  year  only 
5.7  percent  of  abortions  were  performed 
at  rural  facilities,  while  12.2  percent  of 
the  state's  abortion  patients  were  rural  res- 
idents. Use  of  rural  facilities  increased 
during  the  year,  to  10.1  percent  in  the 
third  quarter,  and  9.8  percent  in  the  last 
quarter.  However,  during  this  time,  the 
number  of  rural  residents  obtaining  abor- 
tions increased,  so  that  at  the  end  of  the 
year  about  eight  percent  of  the  state's 
abortions  were  still  being  performed  on 
rural  residents  at  urban  facilities.  Only  si.x 
urban  women  received  abortions  in  rural 
hospitals  during  this  reporting  period. 

Demographic,  Social  Characteristics 

As  Table  3  shows,  there  is  little  difference 
in  age  and  previous  parity  between 
Hawaii's  abortion  patients  and  the  na- 
tional .iverage  as  calculated  by  Tietze  and 
Lewit  in  the  Joint  Program  for  the  Study 
of  Abortion  (JPSA).'"a  slightly  smaller 
proportion  of  Hawaii  patients  were  teen- 
agers (20  percent  vs.  24  percent),  and  a 
slightly  larger  proportion  had  no  prior 
pregnancies  (51  percent  vs.  47  percent). 
While  the  proportion  of  never-married 
patients  was  about  the  same  for  Hawaii 
(54  percent)  and  for  patients  in  the  nation 
as  a  whole  as  reported  by  JPSA  (56  per- 
cent), the  proportion  who  were  widowed, 
divorced  or  separated  was  considerably 
lower  for  Hawaii  (nine  percent)  than  the 
JPSA  national  average  (14  percent).  It 
is  worth  noting  that  while  just  36  percent 
of  Hawaii's  abortion  patients  were  cur- 
rently married,  an  additional  35  percent 
were  engaged,  going  steady  or  li\'ing  with 


a  man.  Thus,  a  total  of  71  percent  were 
involved  in  a  continuing  relationship. 

The  ethnic,  religious,  education  and  in- 
come distributions  of  Hawaii  abortion  pa- 
tients are  compared  to  the  overall  state 
distributions  in  Table  4. 

While  all  ethnic  groups  in  Hawaii  uti- 
lized legal  abortion,  Caucasian  women, 
who  accounted  for  nearly  half  (47  per- 
cent) of  the  abortion  population,  were 
less  than  two-fifths  (37  percent)  of  the 
women  in  the  state;  and  while  three  in  10 
women  in  Hawaii  are  Japanese,  Japanese 
women  were  only  a  little  more  than  one- 
fifth  (21  percent)  of  the  abortion  popula- 
tion. Hawaiians  and  part-Hawaiians,  Fili- 
pinos, and  Chinese  constituted  about  the 
same  proportion  of  the  abortion  popula- 
tion as  of  women  in  the  state. 

At  the  time  of  conception,  however,  60 
percent  of  the  Caucasian,  55  percent  of  the 
Japanese  and  52  percent  of  the  Chinese 
abortion  patients  were  unmarried  as  were 
nearly  half  (47  percent)  of  the  Hawaiian 
patients.  Only  31  percent  of  the  Filipino 
patients  were  unmarried.  This  implies  that 
Filipino  women  are  more  likely  to  seek 
abortions  to  limit  family  size,  while  Cau- 
casian, Japanese  and  Chinese  women  tend 
to  seek  termination  of  pregnancies  occur- 
ring before  they  are  ready  to  begin  their 
families. 

Women  of  various  religious  preferences 
did  not  differ  in  their  reasons  for  abortion, 
length  of  gestation  or  prior  use  of  birth 
control.  Forty  percent  of  abortion  patients 
were  Protestant  and  29  percent  were 
Catholic,  essentially  the  same  as  their  pro- 
portions in  the  state.  Buddhists,  who  con- 
stitute 14  percent  of  the  state  population, 
represented  only  eight  percent  of  the 
abortion  population   (see  Table  4). 

Hawaii's  abortion  patients  were  con- 
siderably better  educated  than  the  state's 
population  of  women  of  childbearing  age. 
Nearly  nine  out  of  10  patients  had  com- 
pleted high  school,  compared  to  seven  in 
10  for  the  state  as  a  whole;  and  more  than 
half  had  some  college,  compared  to  just 
three  in  10  women  of  childbearing  age  in 
the  state.  Only  15  percent  of  Hawaii's 
abortion  patients  had  less  than  a  high 
school  education  and  about  40  percent  of 
these  were  currently  in  high  school  and 
planned  further  schooling.  For  the  state 
as  a  whole,  about  three  in  10  women  15- 
44  had  less  than  a  high  school  education 
(see  Table  4).  About  one-fourth  of  all 
abortion  patients  were  students. 

Table  4  also  shows  that  abortion  pa- 
tients had  lower  family  incomes  than  are 
found  in  the  state.  The  difference  is  par- 


ticularly marked  for  those  with  incomes 
under  $6,000  a  year,  where  the  proportion 
of  abortion  patients  is  higher  than  that  in 
the  state,  and  in  the  highest  bracket— 
$15,000  or  more  annually— where  the  pro- 
portion in  the  state  is  higher. 


Table  4.  Ethnic,  Religious,  Educational  and 
Income  Distribution  of  3,643  Abortion  Pa- 
tients, Compared  to  Hawaii  Population: 
March  13, 1970-March  12, 1971 


Ctiaracterisiic 

Percent  of 

Percent  of 

Abortions 

State 

Ethnic  Origin 

Caucasian 

46.7 

37.4- 

Japanese 

21,2 

30.4' 

Hawaiian/Pan  Hawaiian 

104 

9.8* 

Filipino 

8,4 

HO- 

Ctiinese 

5  0 

7.0' 

Other  and  Mixed 

8,3 

44- 

Religious  Atllllatlon 

Protestant 

40,4 

46,7t 

Catholic 

29.0 

27.3t 

Buddhist 

7,7 

14,0t 

Jewish 

09 

0,1t 

None 

15,9 

8.1t 

Other  and  Not  Stated 

6.1 

3.8t 

Education 

<High  School 

15,2 

29,3t 

High  School  Grad,  Only 

33.1 

41,5t 

Some  College 

51,7 

29,2t 

Family  Income 

<$6,000 

32.3 

18,4§ 

$6.000-$9,999 

26,2 

22  9§ 

$10.000-$14,999 

22,2 

26.2§ 

^$15,000 

19.3 

32.5§ 

*  Women  only  —  recalculated  from  U.S.  Department 
of  Commerce,  General  Population  Characteristics, 
1970.  PC  (1)-B13.  Hawaii.  Table  34, 

I  Women  only  —  sample  survey  by  University  ol 
Hawaii,  Economic  Research  Center,  as  quoted  in 
Hawaii  Department  of  Planning  and  Research, 
Statistical  Abstract  of  Hawaii.  1962.  p.  16  Data  re- 
ported for  the  state  are  for  women  20  years  old  and 
over  on  Oahu  Later  data  have  been  compiled  from 
Sfafe  0/  Hawaii  Data  Book,  I97i,  Table  9,  church 
membership,  but  this  information  is  not  comparable. 

t  Women  15-44  Recalculated  from  US-  Depart- 
ment of  Commerce.  General  Social  and  Economic 
Characteristics.   1970.   PC(1)-C13,   Hawaii.  Table  52. 

§  Calculated  from  U.S.  Department  ot  Commerce. 
General  Social  and  Economic  Characteristics,  1970, 
PC(1)-C13,  Hawaii.  Table  47,  Income  comparison  Is 
difficult  lor  two  reasons.  First,  abortion  patients 
were  asked  to  report  "lamily  income."  which  In 
some  cases  meant  the  income  of  husband  and  wife, 
in  others  the  income  of  an  unmarried  woman's 
parents,  and  in  still  others  the  income  ot  an  in- 
dependent woman,  married  or  unmarried  Second, 
comparable  income  figures  for  the  state  as  a  whole 

dividuais"  or  "income  of  family  units."  Although 
the  abortion  population  includes  both,  comparison 
was  made  with  Census  figures  for  income  o' 
lamily  units,"  since  the  women  had  been  asked  to 
report  lamily  income 
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Behavior  and  Motivation 

Concern  was  expressed  about  whether 
abortion  law  reform  would  cause  women 
to  use  contraception  less  effectively  than 
they  had  previously,  and  depend  more  on 
abortion  to  prevent  unplanned  births.  One 
indication  of  this  is  the  number  of  women 
who  have  repeated  abortions.  It  is  difficult 
to  trace  all  such  cases,  since  some  patients 
may  have  changed  doctors  or  hospitals,  or 
may  not  have  reported  previous  abortions 
to  medical  personnel.  To  the  best  of  oiir 
knowledge,  however,  only  23  women-less 
than  one  percent  of  the  total-received 
two  abortions  during  the  year;  none  re- 
ceived more  than  two.  Nearly  10  percent 
of  the  first  year's  patients,  however,  re- 
ported that  they  had  had  one  or  more 
abortions— legal  or  illegal-prior  to  reform 
of  the  law,  with  7.4  percent  reporting  one, 
and  2.1  percent  reporting  two  or  more 
previous  abortions. 

About  two-thirds  (66.5  percent)  of  the 
women  whose  pregnancies  were  legally 
terminated  during  the  first  three  months 
after  abortion  law  liberalization  said  that 
they  had  not  been  using  contraception  at 
the  time  they  became  pregnant.  Virtually 
an  identical  percentage  (66.7  percent)  of 
those  who  had  abortions  in  the  last  quarter 
of  the  year  said  they  had  not  been  using 
birth  control  at  the  time  of  conception.' 
Thus,  although  there  was  no  increase  in 
reported  nonuse  of  contraception  over  the 
year,  the  rate  of  nonuse  was— and  re- 
mained—considerable among  abortion- 
seeking  women. 

About  three-quarters  of  the  first  year's 
patients  reported  a  specific  reason  for  not 
using  contraception  before  they  con- 
ceived. About  four  in  10  of  these  (.38.3 
percent)  reported:  "I  thought  I  was  in  a 
safe  period."  The  second  most  common 
reason  reported  (by  26.3  percent)  was: 
"Intercourse  was  unexpected." 

Sterilization  was  available  to  women 
while  they  were  in  the  hospital  to  have  an 
abortion,  but  only  three  percent  of  the 
women  elected  this  procedure,  partly  be- 
cause so  many  (50.8  percent)  were  termi- 
nating a  first  pregnancy.  (JPSA  reported 
3.7  percent  nationally  with  concurrent 
sterilization,  with  47  percent  terminating 
a  first  pregnancy.)  A  total  of  78  women  had 
tubal  ligations,  and  32  had  hysterectomies, 
virtually  the  same  proportion  as  reported 
by  JPSA.5 

More  than  one-third  (34.3  percent)  of 


•  The  questionnaire  listed  22  reasons,  and  pro- 
vided space  for  additional  write-ins.  Up  to  five 
e  coded  for  each  person. 


Table  5.  Patients  with  Induced  Abortions,  Percent*  by  Period  of  Gestation:  Hawaii, 
1970-March  12, 1971  (by  Reporting  Period),  and  JPSA,'  July  1, 1970-June  30, 1971 


Gestation 
(in  Weeks) 


July-  October-        January- 

September      December       Marcti 


Year 
(N=3.943) 


JPSA 
(N=72,988) 


SS8 

40.6'/o 

46,0°/o 

47.3'/. 

46.4% 

9-12 

44.3 

41.3 

41,3 

41.1 

13-16 

7.5 

66 

54 

53 

17-20 

6-4 

5.2 

53 

62 

>20 

1.2 

0.9 

07 

1.0 

S4.9 
15.1 


87.3 
12.7 


88.6 
11.4 


87.6 
12.4 


87.0 
13.0 


24.0% 

498 

10.8 


73.8 
26.2 


the  women  said  they  had  the  abortion 
because  they  were  not  married.*  Nearly 
the  same  proportion  (31.5  percent)  said: 
"I  cannot  afford  a  child  at  this  time."  More 
than  one-fifth  of  the  women  ( 22  percent 
each)  stated:  "A  child  would  interfere 
with  my  education,"  and  "I  feel  that  I  am 
not  able  to  cope  with  a  child  at  this  time." 
About  one  in  six  (16.3  percent)  said:  "I 
already  have  enough  children,"  and  one 
in  seven  ( 14.3  percent)  said:  "I  think  I  am 
too  young  to  have  a  child."  Less  than  one 
in  10  women  (9.5  percent)  cited  concern 
about  overpopulation  as  a  factor,  and  only 
two  percent  said  they  did  not  want  to 
have  any  children  at  all. 

In  Hawaii's  experience,  few  women 
seek  abortions  for  such  indications  as  pres- 
ervation of  physical  or  mental  health,  or 
in  cases  of  rape  or  incest.  Less  than  one 
percent  of  Hawaii's  abortion  patients  re- 
ported that  either  rape  or  incest  prompted 
them  to  seek  an  abortion.  Medical  records 
show  that  only  1.9  percent  of  all  the  abor- 
tions were  performed  for  medical  reasons, 
with  an  additional  0.5  percent  performed 
for  psychiatric  reasons.  More  than  half  of 
the  women  (51.3  percent)  said  that  if 
abortions  were  illegal  in  Hawaii  they 
would  have  tried  to  get  an  abortion  some- 
how. Less  than  seven  percent  of  the  single 
women  said  they  would  have  married  and 
had  the  child,  and  5.5  percent  of  the  single 
women  reported  they  would  have  re- 
mained single  and  borne  their  children 
out  of  wedlock. 

Overall,  the  behavioral  and  motivational 
data  suggest  that  implementation  of  the 
new  abortion  law  did  not  precipitate 
changes  in  morality  or  behavior,  but  did 
reveal  major  problems  in  the  utilization  of 
contraception.  Legalization  of  abortion 
permits  the  identification  of  a  large  group 
of  sexually  active  women  in  need  of  con- 
traceptive   information    and   of    services. 


Implementation  ot  the  Law 

By  law,  all  Hawaii  abortions  must  be  per- 
formed in  hospitals  by  licensed  physicians. 
The  medical  staff  and  administration  in 
each  hospital  have  established  conserva- 
tive safeguards  for  the  implementation  of 
the  abortion  law.  For  the  most  part,  hos- 
pitals allow  only  board-eligible  or  certified 
obstetrician-gynecologists  to  perform  abor- 
tions on  patients  beyond  12-16  weeks' 
gestation.  If  the  gestation  is  as  late  as  20 
weeks,  the  case  is  presented  to  an  abortion 
board  or  committee  in  order  to  weigh  the 
medical  risks  against  the  need  for  the 
abortion. 

Most  Hawaii  women  obtain  their  abor- 
tions early  in  gestation.  Eighty-seven  per- 
cent of  abortions  in  the  first  year  were  per- 
formed 12  weeks  or  less  following  the  first 
dav  of  the  last  menstrual  period.  As  Table 
5  shows,  this  is  a  considerably  higher  pro- 
portion of  early  abortions  than  Tietze  and 
Lewit  found  for  the  nation  as  a  whole. 
Only  one  percent  of  Hawaii's  abortions 
were  performed  after  20  weeks'  gestation 
-  less  than  half  that  reported  to  JPSA  - 
and  only  one  abortion  was  performed  after 
the  twenty-fourth  week.  After  the  first 
quarter,  there  was  an  increase  in  abortions 


Table  6.  Hours  of  Hospital  Stay,  Percents  by 
Reporting  Period:  Hawaii,  March  13,  1970- 
March12,  1971 

Hours  March-    July-       Oct.-      Jan.-  Year 

June       Sept.       Dec        March 


8.6V(> 


ef/o       8.8%    10,6»/o 


7-12  38  8  47.0  49.2 

13-24  153  12,6  11,4 

25-48  27,2  20.5  21.0 

>48  10.1  11.8  9.6 


Total    100.0         100.0       100.0       lOO.O'       100.0 
■  Does  not  add  to  100  percent  because  of  rounding. 


57-676   O  -  76  -  46 
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Table  7.  Reported  Legal  Abortions,  by  Type  of  Procedure:  Hawaii,  March  13, 1970-Marcli  12, 
1971 ;  JPSA,'  July  1, 1970-June  30, 1971 ;  and  CDC  Survey  of  Nine  Selected  States,  1971t 


D&C 

D  &  C/Suction 


24.0 
653 


52,962 
3,311 


64,387 
196.002 


208 
633 


260,389  84.1 


Hyslerotomy 
Hysterectomy 
Other 


38,948  12.6 

3.321  1.1 

7.100§  2.3§ 


Total 


3.643 


100.0 


72,9S8         100.0 


309,758         100.0*' 


'  C.  Tietze  and  S.  Lewit.  see  reference  4,  Table  7, 

t  J.  P.  Bourne  and  C.  D,  Barber,  see  relerence  2.  Table  4. 

}  Prostaglandins. 

§0  3  percent  are   "ottier  "  procedures,  and  2  0  percent  are  unttnown. 

"  Does  not  add  to  100  percent  because  ol  rounding 


performed  at  eight  weeks'  gestation  or 
less.  The  small  percentage  of  late  abor- 
tions remained  stable. 

The  patient's  length  of  stay  in  the  hos- 
pital was  generally  short  (six  to  12  hours) 
when  abortions  were  performed  early  in 
gestation.  However,  in  those  hospitals  per- 
forming few  abortions,  there  was  a  ten- 
dency to  retain  the  patient  for  a  minimum 
of  36  hours,  regardless  of  length  of  gesta- 
tion. As  hospitals  and  physicians  gained 
more  experience  with  the  management  of 
induced  abortions,  the  average  length  of 
stay  in  the  hospital  decreased  for  the  ma- 
jority of  women  (see  Table  6) . 

Dilatation  and  curettage  (D&C)  and 
suction  were  used  in  nine  out  of  10  of  the 
abortions  performed,  compared  to  about 
eight  out  of  10  as  reported  to  JPSA  and 
the  Center  for  Disease  Control  (CDC) 
(see  Table  7) .  This  is  undoubtedly  due  to 
the  fact  that  a  larger  proportion  of  Hawaii 
abortions  was  performed  in  the  first  tri- 
mester of  pregnancy,  when  these  pro- 
cedures are  most  generally  used.  However, 
a  combination  of  suction  and  D&C  was 
used  more  often  than  suction  or  D&C 
alone  in  Hawaii.  These  are  comparable  to 
the  JPSA  and  CDC  averages.' 

Complications 

All  women  who  had  induced  abortions  in 
hospitals  in  Hawaii  during  the  period  cov- 
ered in  this  report  were  included  in  the 
*  Presently,  suction  is  the  most  commonly  used 
procedure.  Curettage  was  used  initially  as  a 
backup  to  suction. 

t  These  fnllow-iip  figures  are  from  the  hospital 
performing  60  percent  of  the  state's  abortions. 
Data  from  this  same  hospital  constitute  the 
Hawaii  representation  in  JPSA. 


compilation  of  complication  statistics,  re- 
gardless of  whether  they  had  preexisting 
medical  or  obstetric  conditions  which 
would  increase  the  risk  of  complication,  or 
received  other  surgical  procedures  during 
their  hospitalization  for  abortion.  For  the 
purposes  of  this  study,  complications  other 
than  obvious  morbidity  were  defined  as 
follows:  elevated  temperatures  of  100.6° 
F  at  any  point  during  hospitalization;  in- 
fection regardless  of  site  (those  infections 
indirectly  related,  such  as  secondary  to 
anesthesia,  were  classified  as  miscellane- 
ous); blood  loss  of  300  ml  or  more;  any 
laceration  of  the  cervix,  regardless  of  de- 
gree; failed  abortion. 

During  the  first  vear  there  were  no  mor- 
tahties  from  induced  abortions.  (One  mor- 
tality occurred  in  the  second  vear  of  a  total 
of  11,800  abortions  performed  by  Decem- 
ber 31,  1972  —  a  mortality  rate  of  8.4  per 
100,000  abortions,  compared  to  8.2  per 
100,000  as  reported  by  JPSA.")  The  inci- 
dence of  complications  at  one  major  fa- 
cihty,  including  follow-up  reporting  by 
physicians  for  complications  treated  in 
their  offices  and  not  requiring  rehospital- 
ization,  was  13.8  percent  —  nearly  identi- 
cal to  JPSA's  national  figure  of  13.1  per- 
cent.!' The  incidence  of  complications 
actually  recorded  by  all  15  hospitals  which 
performed  3.643  abortions  the  first  year 
was  4.6  percent.  This  indicates  clearly  that 
two-thirds  of  the  complications  following 
abortion  will  not  be  recorded  unless  fol- 
low-up medical  services  are  provided  and 
utilized  after  the  abortion. 

The  three  most  frequent  complications 
were  cervical  laceration,  hemorrhage  and 
infection,  in  that  order,  and  accounted  for 
six  out  of   10  of  all  complications    (see 


Table  8 ) .  With  changes  in  techniques  ( in- 
creased use  of  laminarja,  4mm  and  6mm 
suction  tips  and  decreased  use  of  manual 
dilatation),  a  decrease  in  cervical  lacera- 
tions has  been  noted  in  the  second  year. 
During  the  first  year  there  was  an  increase 
in  complications  from  4.0  percent  in  the 
first  quarter  to  6. 1  percent  in  the  last  quar- 
ter. This  probably  reflected  the  fact  that 
as  the  year  progressed  increasing  numbers 
of  hospitals  and  less  experienced  physi- 
cians began  to  perform  abortions.  TTie  in- 
cidence of  complications  at  one  hospital 
was  more  than  16  percent  during  its  first 
quarter  of  performing  abortions.  As  the 
doctors  gained  experience,  the  complica- 
tions decreased  accordingly. 

Even  though  there  are  differences  in 
data  collection  procedures  and  definitions 
for  complications,  there  is  fairly  complete 
reporting  of  major  complications.  The 
major  complications  of  hemorrhage,  uter- 
ine perforation,  metabolic  disorders  and 
related  sequelae  comprise  25.4  percent  of 
all  complications  and  represent  1.2  per- 
cent of  the  3,643  patients  who  received 
abortions.  Of  these  3,643  patients,  0.9  per- 
cent hemorrhaged.  Uterine  perforation, 
including  associated  abdominal  or  pelvic 
pathology,  was  involved  in  just  eight 
cases,  representing  less  than  0.2  percent 
of  the  abortion  patients. 

Differential  rates  reported  for  early  ver- 
sus late  abortions  and  for  various  proce- 
dures as  reported  by  several  U.S.  studies 
are  remarkably  consistent.  Our  data  show 
similar  differentials.  Complication  rates  re- 
mained about  the  same  through  the  first 
12  weeks  of  gestation.  After  the  twelfth 
week,  the  incidence  of  complications  more 
than  tripled  (see  Table  9).  New  York 
City'  reports  a  similar  ratio.  California' 
notes  approximately  a  fivefold  increase. 
JPSA  indicates  an  increase  of  between 
three  and  four  times  even  when  patients 


Table  8.  Distribution  of  Complications,  by 
Type,  In  3,643  Induced  Abortions:  Hawaii, 
March  13, 1970-March  12, 1971 


Type  of 

Percent  of 

Complication 

Complications 

{N  = 

=  167) 

Cervical  Laceration 

22.5 

Hemorrhage 

19.5 

Infection 

16.0 

Failed  Abortion 

15.4 

Retained  Tissue 

14.8 

Uterus  Perforation 

4.7 

Metabolic 

1.2 

Miscellaneous 

5.9 

Total 

100.0 

715 


Table  9.  Number  of  Abortions  and  Percent  Resulting  In 

Complications,  (or 

Each  Gestation  Period,  by  Abortion  Procedure  Used:  Hawaii, 

March  13. 

1970-March  12. 1971 

Gestation 

D&C 

D  &  C/Suction 

Saline 

Hysterotomy 

t-lystereclomy 

Prostaglandin 

All  Procedures 

No.           'U 

No.                "/o 

No. 

"/o 

No, 

•/o 

No.          % 

No.        % 

No.               "/o 

Abor-      Compli- 

Abor-           Complt- 

Abor- 

Compli- 

Abor- 

Compli- 

Abor-     Compli- 

Abor-    Compli- 

Abor-            Compli- 

tions       cations 

lions            cations 

tions 

cations 

tions 

cations 

tions       cations 

tions     cations 

tions             cations 

1-4 

25            4.2 

4                 0 

0 

0 

0 

0 

0                0 

0                   0 

2S                        3.4 

5-S 

443             18 

1.142              3.2 

0 

0 

5 

60.0 

12             16.7 

4              50.0 

1.606                        3.4 

9-12 

364             25 

1,156              3.2 

0 

0 

6 

0 

8             50.0 

2             100,0 

1,534                        3.5 

13-16 

41           12.2 

72              8.3 

103 

12.6 

11 

18.2 

2             50.0 

0                   0 

229                       11.8 

17-20 

2               0 

3            33.3 

195 

13.3 

8 

12.5 

2            50.0 

0                   0 

210                      14.8 

^21 

0               0 

0                 0 

35 

86 

0 

0 

0                 0 

0                   0 

35                        8.6 

Total 

875            2.9 

2,377              3.3 

333 

12.S 

30 

20.0 

22            30.4 

6              68.7 

3,643                        4.6 

of  increased  risk  are  excluded  from  the 
data.io 

The  comphcation  rates  associated  with 
hysterotomy  and  hysterectomy  are  re- 
ported to  be  higher  by  all  sources  in  ap- 
proximately the  same  ratio  over  D&C  and 
suction.  However,  it  is  important  to  note 
that  hysterotomy  and  hysterectomy  were 
more  frequently  the  treatment  for  a  com- 
plication than  the  cause.  The  complica- 
tions may  have  occurred  prior  to  the  per- 
formance of  the  hysterotomy  or  hysterec- 
tomy; for  example,  when  a  DfitC  per- 
formed late  in  gestation  resulted  in  per- 
foration of  the  uterus. 

Delays 

The  greatest  delays  in  obtaining  abortions 
occurred  among  women  who  were  young- 
er than  18,  women  who  lived  at  home 
with,  were  supported  by.  or  whose  abor- 
tions were  paid  for  by  their  parents.  These 
lags  seem  to  result  from  a  combination  of 
financial  dependence  and  the  necessity  in 
Hawaii  that  minors  obtain  parental  per- 
mission for  the  abortion.  Despite  the  fact 
that  insurance  coverage  was  seldom  avail- 
able to  single  women  during  the  first  year 
of  the  new  law,  this  did  not  cause  an  ap- 
preciable lag  in  obtaining  abortions  if  the 
women  had  resources  other  than  their  own 
parents.  Lack  of  facilities  or  full  schedules 
did  not  contribute  to  the  delay. 

One-third  (33.5  percent)  of  women 
younger  than  18  and  more  than  one-fifth 
(22.5  percent)  of  18-  and  19-year-olds 
obtained  their  abortions  after  the  twelfth 
week,  compared  to  13.3  percent  of  the 
20-year-olds  and  6.5  percent  of  women 
over  20.  A  similar  trend  y  as  reported  for 
JPSA,  but  with  higher  proportions  report- 
ing late  abortions  at  each  age." 

The  percentage  of  women  who  received 
their  abortions  by  the  end  of  the  twelfth 


week  of  pregnancy  was  also  related  to 
their  method  of  payment  for  the  abortion. 
One-third  (33,4  percent)  of  those  women 
whose  parents  paid  for  the  abortion  had 
the  procedure  performed  after  the  twelfth 
week.  By  contrast,  only  about  one  in  10 
women  (9.1  percent)  with  insurance  cov- 
erage, and  the  same  proportion  ( 10.1  per- 
cent) of  women  whose  bill  was  paid  by 
the  man  (other  than  a  husband)  involved, 
and  13.2  percent  of  women  who  paid  out 
of  personal  funds  had  second  trimester 
abortions.  All  women  who  paid  for  their 
abortion  by  a  loan  had  the  operation  by 
the  end  of  the  twelfth  week.  Patients 
whose  method  of  payment  involved  the 
Department  of  Social  Services  (welfare) 
or  military  payment  procedures  were 
somewhat  more  likely  to  have  their  abor- 
tion later.  One-fifth  ( 19.9  percent)  of  wel- 
fare-assisted abortions  and  27.2  percent  of 
those  paid  for  by  the  military*  were  ob- 
tained after  12  weeks  of  gestation. 

Timing  of  the  abortion  was  also  related 
to  the  woman's  major  source  of  income. 
Of  those  women  supported  by  scholar- 
ships, alimony  or  their  own  or  their  hus- 
bands* job,  90  percent  or  more  received 
their  abortions  during  the  first  12  weeks. 
For  women  already  on  welfare,  85.7  per- 
cent had  their  abortions  during  the  first  12 
weeks,  but  only  74.1  percent  of  those  sup- 
ported by  their  parents  received  their 
abortions  during  the  same  time  period. 
Based  on  the  above  data,  it  is  probable 
that  many  late  abortions  could  be  averted 
if  legal  and  financial  barriers  were  re- 
moved. 

Costs 

The  usual  cost  for  an  abortion  in  Hawaii 
was  about  $350.  This  varied  from  locale  to 
locale  and  among  physicians.  The  personal 
cost  for  a  woman  without  insurance  or 


other  assistance  was  generally  at  least 
S300,  including  physician's  fee  and  hos- 
pital charges.  At  other  than  prepaid  insur- 
ance or  military  facilities,  hospital  charges 
were  approximately  $160  for  those  pa- 
tients remaining  in  the  hospital  12  hours 
or  less  and  not  overnight.  Most  physicians' 
fees  were  around  $150  for  an  early  abor- 
tion with  no  complications.  In  New  York, 
California  and  other  states  in  which  many 
facilities  for  abortion  were  available,  abor- 
tions at  less  than  12  weeks'  gestation  were 
obtainable  for  a  wide  variety  of  prices 
ranging  from  about  $100  to  $575,  or  more; 
$150-$250  were  common  charges. '- 

During  the  first  year  of  the  new  law, 
medical  insurance  was  not  available  to 
most  women  for  abortions,  because  only 
women  with  maternity  benefits  in  their 
policies  were  covered.  Maternity  benefits 
were  only  provided  for  married  women, 
and  in  some  cases  only  took  efi^ect  a  full 
10  months  after  the  policy  was  issued. 
Abortion  patients  who  were  single  (over 
half  of  the  total  abortion  population )  were 
ineligible  for  coverage  even  if  they  carried 
medical  insurance.! 

Insurance  partially  covered  the  expenses 
of  about  one-quarter  (23.9  percent)  of  the 
women.  Military  insurance  paid  for  6.4 
percent  of  the  abortions.  Three-fourths 
{72.6  percent)  of  abortions  performed  on 
military  personnel  and  dependents  were 
performed  in  nonmilitary  hospitals,  largely 
because  the  military  hospital  did  not  ofFer 
abortion  services  until  late  in  the  first  year. 
Prepayment  plans,  major  medical  carriers 
and  the  military  covered  from  30  to  92 

"  Hawaii's  military  population,  including  de- 
pendents, is  approximately  7.3  percent  (.56,085) 
of  the  total  state  population  (769,913). 
\  This  problem  quickly  l>ecame  appart-nt  and 
was  corrected  early  in  the  second  year  through 
the  efforts  of  community  groups  and  the  coopera- 
tion of  the  state's  major  insi 
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percent  of  the  insured  patient's  total  costs. 
Department  of  Social  Services  (DSS) 
assistance  for  payment  of  abortion  costs 
was  available  both  to  regular  welfare  re- 
cipients and  to  other  women  classified  as 
medically  indigent.  The  DSS  paid  for  9.2 
percent  of  all  abortions,  but  fewer  than 
half  of  these  women  were  receiving  any 
other  welfare  assistance.  Nearly  six  in  10 
abortions  (57.5  percent)  were  paid  for  by 
personal  funds  obtained  from  the  patient 
herself,  parents,  husband  or  other  man, 
or  loan. 


Conclusions  and  Recommendations 

A  safe,  early  abortion  appears  to  have 
been  available  to  nearly  all  Hawaii  women 
who  wanted  one.  Young  women  who 
needed  parental  consent  and  financing  for 
their  abortions  e.xperienced  delays,  and 
some  delay  was  also  experienced  by  wom- 
en whose  abortions  were  paid  for  through 
mihtary  or  public  welfare  channels.  These 
delays,  however,  were  associated  with  la- 
ter performance  of  the  desired  abortion, 
not  with  denial  of  service. 

The  residency  requirement  does  not 
appear  to  have  caused  nonresidents  to  wait 
out  the  90-day  period  and  obtain  a  late 
abortion.  Nonresidents  either  perjured 
themselves  or  went  elsewhere.  (There  is 
some  indication  that  a  few  obtained  illegal 
abortions. )  For  legitimate  residents  of  the 
state,  the  residency  requirement  created 
annoying  paperwork,  but  no  delay  in  ob- 
taining a  desired  abortion. 

Delays  were  not  occasioned  because  of 
overcrowded  facilities.  The  abortion  pro- 
cedure was  generally  performed  within 
one  week  after  the  woman's  initial  request 
to  the  physician.  While  some  small  hospi- 
tals did  maintain  a  12  or  16  week  limit  on 
abortions,  those  women  who  applied  for 
abortion  later  in  gestation  were  referred 
to  the  larger  urban  facilities  where  physi- 
cians had  more  experience  in  performing 
the  higher-risk  procedures. 

In  the  first  few  weeks  after  the  law 
passed,  there  was  some  indication  that  pa- 
tienfs  had  waited  for  legalization.  In 
March  1970,  one-fifth  of  the  abortion  pa- 
tients were  past  the  twelfth  week  of  gesta- 

°  Fourteen  "abortion  reform"  states  limit  legal 
abortions  to  some  or  all  of  these  indications: 
Arkansas,  California,  Colorado,  Delaware,  Flor- 
ida, Georgia,  Kansas,  Maryland,  Mississippi,  New 
Mexico,  North  Carolina,  Oregon,  South  Carolina 
and  Virginia.  [Such  laws  are  now  unconstitu- 
tional, at  least  insofar  as  abortions  in  the  first 
trimester  are  concerned  {see  inside  front 
cover).] 


tion.  During  the  second  half  of  1970,  only 
11-12  percent  of  abortion  patients  were 
past  12  weeks,  and  nearly  half  received 
their  abortions  at  eight  weeks  or  earlier. 

In  the  questionnaire  sample,  7.2  per- 
cent of  the  abortion  patients  reported  that 
they  had  decided  they  would  terminate 
an  undesired  pregnancy  by  abortion  even 
before  they  knew  they  were  pregnant; 
two-thirds  (63.4  percent)  said  they  de- 
cided on  abortion  as  soon  as  they  knew. 
Thus,  about  70  percent  took  steps  toward 
obtaining  an  abortion  immediately  after 
confirming  the  pregnancy. 

In  general,  Hawaii  appears  to  have  a 
good  record  of  early  pregnancy  detection 
and  early  abortion  decisions. 

Hawaii's  abortion  law  does  not  require 
that  the  woman  justify  her  need  for  abor- 
tion on  any  grounds  other  than  length  of 
gestation.  One  proposed  alternative  to  this 
type  of  abortion-on-request  law  has  been 
the  limited  indications  for  abortion  in  the 
American  Law  Institute's  model  penal 
code.  This  proposal  permits  abortion  for 
preservation  of  physical  or  mental  health, 
in  cases  or  rape,  incest  and  probable  de- 
formity of  offspring.'  At  most,  less  than 
four  percent  of  Hawaii's  abortion  patients 
would  have  quahfied  for  an  abortion  un- 
der the  most  liberal  version  of  the  Ameri- 
can Law  Institute's  model  code. 

Restrictions  relating  to  the  abortion  law 
caused  some  difficulties;  The  residency 
requirement  placed  an  added  burden  on 
hospital  staff  and  patients  who  were  Ha- 
waii residents.  Its  enforcement  was  costly 
in  terms  of  time  and  money.  The  require- 
ment of  parental  permission  for  minors' 
medical  care  led  many  under-age  women 
to  delay  their  abortions.  In  addition,  many 
women  were  not  eligible  for  insurance 
coverage  for  abortion  because  they  were 
single  and  their  policies  tied  abortion  to 
maternity  coverage,  which  was  available 
only  to  married  women. 

Access  to  abortion  is  also  still  limited  in 
Hawaii  by  financial  factors  and  lack  of 
information.  To  remedy  this  we  suggest: 

•  Pregnancy  counseling,  laboratory  serv- 
ices, and  referral  and  payment  for  abortion 
should  be  made  available  through  state- 
administered  and  private  health  serx'ices. 

•  The  state  should  provide  subsidies  or 
low-interest  loans  to  all  women  in  financial 
need  who  are  seeking  abortion,  with  a 
minimum  of  procedures  which  might  de- 
lay the  granting  of  funds. 

•  Hospitals  and  physicians  should  stream- 
line abortion  procedures  to  provide  the 
lowest-cost  service  consistent  with  good 
health  care. 


•  Abortion  patients  without  insurance 
should  be  permitted  to  make  financial  ar- 
rangements as  with  any  other  medical 
procedure;  and  they  should  not  be  singled 
out  to  pay  cash  in  advance  of  treatment. 

•  State  and  private  agencies  should  pro- 
vide widespread  dissemination  of  infor- 
mation on  abortion,  including  provisions 
of  the  law,  availability  of  assistance,  pro- 
cedures for  obtaining  abortion  and  the 
greater  safety  of  early  abortion. 

It  is  further  recommended  that  family 
life,  contracepti\e  and  sex  education  pro- 
grams be  augmented  as  a  means  of  de- 
creasing the  need  for  resort  to  abortion 
services. 
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Abortion  in  Hawaii:  1970-1971 


ROY  G,  SMITH,  M.D.,  M.P.H.,  PATRICIA  G.  STEINHOFF.  Ph.D., 
JAMES  A.  PALMORE,  Ph.D.,  and  MILTON  DIAMOND,  Ph.D.,  Honolulu 


On  March  11,  1970.  Hawaii  became  the  first 
Stale  in  the  nation  to  allow  abortion  essentially  at 
the  request  of  the  woman.  An  abortion  may  be 
performed  legally  by  a  licensed  physician  in  an 
accredited  hospital  before  the  fetus  is  viable  out- 
side the  uterus,  if  the  woman  has  been  a  resident 
for  a  mininuim  of  90  days  immediately  prior  to 
the  abortion.  Other  restrictions  imposed  are  those 
that  normally  apply  to  any  medical-surgical  pro- 
cedure. 

Prior  to  the  passage  of  the  law.  many  legislators, 
individuals,  and  organizations  in  Hawaii  expressed 
concern  about  the  effects  of  the  new  law.  The  State 
Legislature  allocated  fuiuis  to  the  University  of 
Hawaii,  School  of  Public  Health,  to  initiate  a  study 
of  the  operation  and  effects  of  the  law.  The  study 
was  multi-disciplinary  from  its  inception,  and  now 
involves  a  research  tea/n  composed  of  representa- 
tives from  the  School  of  Public  Health,  the  School 
of  Medicine,  the  Department  of  Sociology  and  the 
East-  West  Population  Institute. 

THIS  ARTICLE,  based  on  a  report  made  to 
the  Hawaii  State  Legislature  on  the  operation 
and  effect  of  the  law,  is  an  analysis  of  data  from 
all  cases  of  induced  abortion  performed  in  hos- 
pitals in  1970-71.* 

Following  the  enactment  of  the  law,  from 
March  11,  1970  through  December  31,  1971, 
7,148  induced  abortions  were  performed  in  15 
hospitals.  During  the  first  21  months  of  the  new 
law,  there  were  changes  in  characteristics  of 
women  receiving  induced  abortion,  and  also  in 
medical  and  social  factors  related  to  the  operation 
of  the  law.  However,  it  was  still  too  early  to  assess 
the  full  effect  of  the  new  abortion  law  on  birth 
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rates,  illegitimacy,  adoptions,  or  sexual  and  re- 
productive behavior.  Yearly  fluctuations  in  such 
factors  have  occurred  even  before  the  abortion 
law  was  changed,  and  a  time  period  longer  than 
one  or  two  years  is  necessary  before  we  can  assess 
these  effects  of  the  law  change. 


Data  on  abortion  patients  were  collected  from 
hospital  charts,  self-administered  questionnaires, 
and  in-depth  interviews.!  Information  from  hos- 
pital charts  on  all  abortion  patients  was  made 
available  to  the  study  by  every  hospital  in  the 
State  of  Hawaii  performing  abortions.  Information 
from  the  charts  includes  limited  demographic, 
medical,  and  socioeconomic  data.  A  self-admin- 
istered questionnaire  was  given  to  abortion  pa- 
tients when  they  were  admitted  to  the  hospital 
and  was  filled  out  by  each  patient  prior  to  abor- 
tion. Questionnaire  participation  by  all  patients 
was  voluntary. t  The  questionnaire  provides  in- 
formation on  demographic,  socioeconomic  and 
attitudinal  factors,  aspirations  of  family  size,  con- 
traceptive practices,  reasons  for  use  and  non-use 
of  contraceptives,  and  reasons  for  having  the 
abortion.  Information  was  also  obtained  by  inter- 
views and  correspondence  with  hospital  adminis- 
trators, physicians,  and  other  medical  personnel. 

To  determine  whether  changes  had  occurred 
during  the  first  two  years,  the  data  were  divided 
into  calendar  quarters,  with  the  first  quarter  in- 
cluding March  11,  1970  through  June  30,  1970. 
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This  first  reporting  period  is  somewhat  longer  be- 
cause the  law  took  effect  in  the  middle  of  a  month. 
Where  changes  were  observed,  the  data  are  re- 
ported by  period.  If  no  change  was  observed,  data 
are  reported  for  the  entire  period,  March  1 1,  1970 
through  December  31,  1971. 

FINDINGS  AND  DISCUSSION 

Geographic  Distribution 

The  geographic  distribution  of  the  7,148  in- 
duced abortions  did  not  follow  the  population 
distribution  in  the  State  (Figure  !).§  A  total  of 

Fio.  1. — Dislrihiilion  of  7.148  indiKed  aborlioin  com- 
pared with  dintrihiition  of  women  aQed  13-49  by  County. 
Hnutni:  March   II.   IfTO-Dccembcr  11,   IV7I. 

\9}.A'l  Aborlions 

I  8?.4^;  Wome: 

HAWAII  g  :  9^-6  Aborlions 

MAUI       I  ].S':c  Aborlions 

^^1  5.5^  Women 
KAUAI     I  1.9^c  Abortions 

■  3.5%  Women 


1  of  Table  35.  US.   Depan 
n  Characteristics.  1970.  PC 

6,675  abortions  were  performed  on  Oahu.  This 
was  93.4%  of  the  abortions,  while  only  83.4% 
of  the  women  aged  13-49  in  the  State  live  on 
Oahu,  Hov/ever,  4. 1  %  of  the  Oahu  abortions  were 
performed  on  neighbor  island  women. 

During  the  first  three  months  after  the  change 
in  the  law,  only  3.2%  of  the  abortions  were  per- 
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formed  on  the  neighbor  islands,  though  16.6%  of 
the  population  at  risk  resided  there.  By  the  last 
quarter  of  1971,  this  had  increased  to  7.5%.  The 
average  for  the  entire  period  was  6.6%.  Three 
major  hospitals  on  Oahu  performed  92.5%  of  the 
State's  abortions  during  the  first  period  compared 
to  84.4%  for  the  entire  21  months.  This  repre- 
sents a  general  trend  for  women  to  obtain  abor- 
tions in  their  own  community. 

Table  1. — Induced  abortions  by  hospital. 
Hmcaii:  March  II,  1970-December  31,  1971. 

HOSPITAL  ABORTIONS  PERCENT 

1  666  9.3 

2  4,153  58.1 
4  1,215  17.0 
5"  641  9.0 
(>^  473  6.6 

TOTAL  7,148  100.0 


Frequency  of  Abortions 

The  number  of  abortions  performed  per  day 
increased  slightly  during  the  21  months,  from  9.1 
10  11.4  with  an  average  of  10.9  per  day.  The 
number  of  maternity  cases  in  the  State  decreased 
during  the  two-year  period  from  16,467  in  1970 
to  15.874  in  1971.  At  the  same  time,  the  ratio  of 
abortions  to  live  births  changed  from  one  abortion 
for  every  4.8  live  births  to  one  abortion  for  every 
3.8  live  births.  In  sum,  the  absolute  number  of 
pregnancies  represented  by  live  births  and  abor- 
tions increased  very  slightly  while  the  number  of 
such  pregnancies  terminated  in  abortion  increased 
substantially,  as  shown  by  the  live  birth  to  abortion 
ratio  (Table  2).  Live  births  in  the  State  seem  to 
be  reduced  both  by  increased  utilization  of  con- 
traception and  by  increased  use  of  abortion. 

Table  2. — Rtiiio  of  abortions  lo  live  births  by  period. 
Hawaii:  March  II,  1970-December  31,  1971. 


March-June 

July-Septeinber 

Ociober-December 

January-March 

.April-June 

July-September 

Ociober-December 


Gestation 


ABORTIONS    LIVE  BIRTHS 

1.015  4,833 

996  4.228 

884  4.320 

3.978 
3.796 


994 
1.089 
1,153 
1,047 

7,148 


1:4.8 
1:4.4 
1:4.9 
1:4.0 


4,081 
4.019 


is  employed.    Where  possible,    these   tigi 


fertil 


age  range. 


For  87.2%  of  the  abortions  performed,  the 
gestation  period  was  12  weeks  or  less  (Table  3). 
Only  1  %  of  the  abortions  were  performed  when 
the  period  of  gestation  was  more  than  20  weeks, 
and  only  seven  abortions  were  performed  after  a 
24  week  gestation  period. 
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Table  3. — Length  of  geslalion  in   weeks  for  7.148 

abortions  performed  per  reporting  period  as  percent 

of  abortions  in  tliat  period. 

Hawaii:  March  II.  1970-December  31.  1971. 

WEEKS  OF  GESTATION 

8  or  Over 

Less        9-12      1-1-16    17-20       20        Total 

100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 


Mar.-June  40.5  44.1  7.6  6.6 

July-Sepl.  46.0  41.5  65  5.1 

Ocl.-Dec.  47.3  41.3  5.4  5.3 

Jan-Mar.  45.8  41.4  5.9  6.0 

Apr-June  42.8  43.4  8.3  4.9 

July-Sept.  49.0  39.0  6.5  4.2 

Ocl.-Dec.  48.0  40.1  5.8  4.8 


OVERALL 


45.7        41.5        6.6        5.2        1.0        100.0 


Abortion  Procedures,  Complications, 
and  Length  ot  Stay 

Six  different  procedures  were  used  to  perform 
aborUons.  The  methods  used  were  generally  deter- 
mined by  the  length  of  gestation  at  the  time  of 
abortion.  Dilatation  and  curettage  (D&C)  and/or 
suction  were  the  two  procedures  most  frequently 
used  up  to  12-14  weeks  gestation.  Saline  infusion 
and  hysterotomy  were  generally  used  at  15  or 
more  weeks'  gestation.  Hysterectomy  was  used  at 
any  time  during  gestation  when  removal  of  the 
uterus  was  indicated.  Prostaglandin,  a  new  medi- 
cation under  clinical  investigation,  was  used  to 
induce  abortion  primarily  early  in  gestation.  Ap- 
proximately 89.7%  of  the  abortions  were  per- 
formed by  D&C  and/or  suction  (Table  4). 

Table  4 — Procedures  used  to  induce  abortions. 
Hawaii:  March  II,  1970-December  31.  1971. 


D&C 

D&C/Suction 


Saline 

Hysterotomy 

Hysterectomy 

Prostaglandin 

Other 


PERCENT 
20.9 


Aborlions  in  the  "Other"  category  were  performed  using,  alone 
or  in  combination,  the  following;  laminaria,  pitocin.  mannitol.  ana 
Foley  bag. 

The  incidence  of  complications  resulting  from 
7,148  abortions  was  6.9%  (Table  5).  Ihere  was 
an  increase  in  complication  rates  during  the  21 
months,  from  4.1%  in  the  first  period  to  9.7% 
in  the  last  period.  A  detailed  study  of  this  trend 
is  under  way  and  will  be  reported  on  in  the  near 
future.  No  mortalities  occurred  during  the  first 
year.  However,  one  mortality  occurred  during  the 
second  year.  At  this  writing  over  13,000  abortions 
have  been  performed  with  only  the  one  mortality. 
By  far  the   majority  of  the  complications  were 


minor.  Major  complications  (hemorrhage,  uterine 
perforation,  metabolic  disorders  and  related 
sequelae)  comprised  23.5%  of  all  complications 
and  represented  1.6%  of  the  patients  who  received 
abortions.  Our  criteria  for  complications  are  very 
broad  and  include  some  minor  items  not  usually 
considered  by  the  hospitals  or  other  researchers 
to  be  complications  (eg,  elevated  temperature  of 
100.6°,  minor  infection  or  cervical  laceration  of 
any  degree).  Even  with  the  broad  definition  we 
have  used,  Hawaii's  overall  complication  rates 
were  equivalent  to  those  reported  by  studies  on 
the  mainland.^ 

Table  5. — Number  of  complications  by  type  in  7.148 

induced  aborlions. 

Hawaii:  March  II.  1970-December  31.  I97I. 

PERCENT  OF 
TYPE  OF  COMPLICATIONS  NUMBER  OF 

COMPLICATION  (6.9%)  COMPLICATIONS 

Cervical  Laceration  17.7  87 

Hemorrhage  19.8  97 

Infection  22.2  109 

Failed  Abortion  13.0  64 

Retained  Tissue  17.1  84 

Uterus  Perforation  3.1  15 

Metabolic  0.6  3 

Death  0.2  I 

Miscellaneous  6.3  31 


TOTAL 


100.0 
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The  incidence  of  complications  was  closely 
related  to  length  of  gestation.  Through  the  first  12 
weeks  of  gestation,  complications  were  about  5%. 
After  the  12th  week,  the  incidence  of  complica- 
tions more  than  quadrupled  (Table  6).  New 
York  City  reported  the  same  ratio. ^  California 
noted  approximately  a  five-fold  increase.* 

Table  6. — Complications  by  gestation. 
Hawaii:  March  II.  1970-December  31.  1971. 

NUMBER  OF  PERCENT 

GESTATION  ABORTIONS  COMPLICATIONS 

8  weeks  or  less  3,263  4.2 

9-12  weeks  2,969  5.2 

13-16  weeks  473  20.1 

17-20  weeks  374  25.8 

Over  20  weeks  69  20.3 

TOTAL  7.148  overall  6.9 
Because  the  type  of  procedure  varies  with 
length  of  gestation,  the  rate  of  complications  also 
varied  with  procedure.  Complications  associated 
with  D&C,  and/or  with  suction,  occurred  at  the 
rate  of  4.6%.  (During  the  first  year  suction  was 
rarely  used  alone.  Hence,  the  two'  procedures  are 
reported  together. )  With  experience  and  changes 
in  techniques,  the  frequency  and  pattern  of  compli- 
cations changed.  For  example,  with  increased  use 
of  laminaria,  4  mm  and  6  mm  suction  tips,  and 
decreased  use  of  manual  dilatation,  there  was  a 
marked  decrease  in  the  incidence  of  cervical 
lacerations  from  22.1%  in  1970  to  17.7%  by  the 
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end  of  1971.  Infection  rose  from  third  to  the  most 
frequent  complication  while  hemorrhage  remained 
second. 

The  most  frequently  used  procedure  for  abor- 
tion late  in  gestation,  saline  infusion,  had  a  com- 
plication incidence  of  23.9%  in  Hawaii,  which  is 
comparable  to  the  national  figures.-'  The  majority 
of  complications  resulting  from  saline  infusion 
procedures  were  minor,  and  were  in  three  cate- 
gories: I)  infection  (32.7%),  2)  failed  abortion 
necessitating  a  repeat  of  the  procedure  at  a  later 
date  (28.6%),  and  3)  retained  secundines 
(24.5%). 

When  abortions  were  performed  early  in  gesta- 
tion in  the  hospitals  doing  most  of  the  abortions, 
the  patient's  length  of  stay  in  the  hospital  was 
short  (6-12  hours).  In  those  hospitals  performing 
fewer  abortions,  there  was  a  tendency  to  retain 
the  patient  for  a  minimum  of  36  hours,  regardless 
of  length  of  gestation. 

As  hospitals  and  physicians  gained  more  ex- 
perience with  the  management  of  induced  abor- 
tions, the  length  of  stay  in  the  hospital  decreased. 
A  comparison  of  the  first  reporting  period  with 
later  periods  for  under  12-hour  hospitalizations 
shows  a  slight  trend  to  a  shorter  stay  (Table  7). 

Table  7. — Length  of  slay  in  hospital  percentage  by 

reporting  period. 

Hawaii:  March  11.  1970-December  31.  1972. 

HOURS  IN  HOSPITAL 


7-12      13-24     25-48     Mo 


Total 


Mar.-June  8.6  38.5  15.4  27.1  10.4  100.0 

July-Sept.  8.2  47.2  12.4  20.5  11.7  100.0 

Ocl.-Dec.  8.9  49.1  11.4  20.9  9.6  100.0 

Jan.-Mar.  10.5  49.2  8.2  19.4  12.7  100.0 

Apr-June  8.4  48.8  9.7  22.2  10.9  100.0 

July-Sepl.  8.8  52.4  8.4  18.9  11.5  100.0 

Oct.-Dec.  11.6  51.0  8.5  17.2  11.7  100.0 


OVERALL  9.3  48.1  10.5  20,8  11.3  100.0 
Factors  Leading  lo  Later  Abortions 

Women  under  20  were  much  more  likely  than 
older  women  to  have  abortions  after  the  end  of 
the  12th  week  of  gestation.  Among  women  under 
18,  27.6%  obtained  their  abortions  after  the  12th 
week.  Of  the  18  and  19  year  olds,  20.1%  had 
abortions  after  the  first  12  weeks,  as  compared 
with  12.4%  of  the  20  year  olds.  Of  all  women 
over  20,  9.6%  received  their  abortions  after  12 
weeks. 

The  percentage  of  women  who  received  their 
abortions  by  the  end  of  the  12th  week  was  re- 
lated to  their  method  of  payment  for  the  abortion. 
In  cases  where  parents  paid  for  the  abortion, 
27.1%  of  the  women  aborted  after  the  12th  week 
of  gestation.  By  contrast,  only  7.8%  of  women 
with  insurance  coverage  and  8.8%  of  women 
whose  bill  was  paid  by  the  man  involved  other 


than  husband  had  their  abortions  after  the  12th 
week,  as  did  12.7%  of  women  paying  out  of 
personal  funds.  All  women  who  paid  for  their 
abortion  by  a  loan  had  aborted  before  the  13th 
week. 

Patients  whose  method  of  payment  involved 
Department  of  Social  Services  or  military  pay- 
ment procedures  were  more  likely  to  have  their 
abortion  later.  Of  the  welfare-assisted  abortions 
and  for  those  paid  by  the  military,  17.5%  were 
obtained  after  12  weeks  of  gestation. 

The  woman's  major  source  of  income  was  also 
related  to  the  timing  of  her  abortion.  Of  those 
supported  by  scholarships,  alimony,  or  their  own 
or  their  husband's  job,  92.1%  received  their 
abortions  during  the  first  12  weeks  of  gestation. 
Oi  those  on  welfare  assistance,  83.3%  and  of 
those  supported  by  th;ir  parents,  81.6%,  received 
their  abortions  during  the  same  time  period.  Of 
those  living  in  their  own  house  or  apartment  or 
with  friends,  91.0%  received  their  abortions  by 
the  end  of  the  first  12  weeks,  as  compared  with 
85.0%  of  those  living  with  their  parents. 

In  summary,  the  greatest  delays  in  obtaining 
abortions  occurred  among  women  who  were  under 
18,  women  who  lived  at  home,  women  who  were 
supported  by  their  parents,  or  women  whose 
abortions  were  paid  for  by  their  parents.  These 
lags  seemed  to  result  from  a  combination  of 
financial  dependence  and  the  necessity  for  minors 
to  obtain  parental  permission  for  the  abortion. 
Despite  the  f.act  that  insurance  coverage  was  sel- 
dom available  to  single  women  during  the  first 
year  of  the  new  law,  this  did  not  cause  an  appre- 
ciable lag  in  obtaining  abortions  if  they  had  re- 
sources other  than  their  own  parents. 

Delaying  an  abortion  past  the  12th  week  of 
gestation  involves  changes  in  abortion  procedure, 
increased  hospitalization  time,  and  a  markedly 
higher  risk  of  complication.  There  are  both  medi- 
cal and  social  conditions  which  make  abortions 
beyond  the  12th  week  necessary.  However,  many 
late  abortions  could  be  eliminated  if  legal  and 
financial  barriers  were  removed. 

Medical  Safeguards 

The  medical  profession  and  the  hospitals  estab- 
lished conservative  safeguards  for  the  implementa- 
tion of  the  abortion  law.  Whether  the  physician 
performing  abortions  was  a  specialist  in  obstetrics 
and  gynecology  depended  on  the  hospital's  poli- 
cies and  regulations.  For  the  most  part,  hospitals 
allowed  only  board-eligible  or  certified  obstetri- 
cian-gynecologists to  perform  abortions  on  pa- 
tients over  a  specified  period  of  gestation.  In 
some  hospitals  the  limit  was  12  weeks,  in  others 
16  weeks. 

Hospitals  also  set  up  other  safeguards  in  con- 
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sideration  of  the  patient's  welfare.  When  a  woman 
was  to  have  an  abortion  late  in  gestation  (12  or 
16  weeks  depending  upon  the  particular  hos- 
pital), a  minimum  requirement  generally  was  one 
or  more  consultations  with  an  obstetrician-gyne- 
cologist. If  the  gestation  was  as  late  as  20  weeks, 
the  case  was  presented  to  an  abortion  board  or 
committee  in  order  to  determine  the  necessity  of 
the  abortion,  and  to  weigh  its  medical  risks 
against  the  need  for  the  abortion. 

While  the  pattern  varied  from  hospital  to  hos- 
pital, it  seems  apparent  that  safeguards  were 
taken  by  the  hospitals  and  their  medical  staffs  to 
prevent  the  performance  of  abortions  by  physi- 
cians not  qualified  in  specific  procedures  and  to 
avoid  non-indicated  abortions  performed  very  late 
in  gestation,  when  there  may  be  a  question  of  fetal 
viability. 

Cost 

The  usual  cost  for  an  abortion  in  Hawaii  was 
about  $350.00.  This  varied  from  locale  to  locale 
and  among  physicians.  For  a  patient  without  in- 
surance or  other  assistance,  the  personal  cost  to 
the  woman  was  a  minimum  of  $300.00.  This  cost 
consisted  of  two  main  components:  physician's 
fees  and  hospital  charges.  For  those  hospitals 
other  than  prepaid  insurance  or  military,  charges 
were  approximately  $160.00  for  those  patients 
remaining  in  the  hospital  12  hours  or  less  and  not 
overnight.  Most  physicians'  fees  were  around 
$150.00  when  the  abortion  was  performed  early 
in  gestation  and  no  complications  were  involved. 
The  largest  percentage  of  abortions  were  paid 
for  by  personal  funds  (50.4%),  which  were  ob- 
tained from  the  patient,  parents,  husband,  male 
involved  in  the  pregnancy  other  than  husband,  or 
a  loan.  During  the  first  year  of  the  new  law,  in- 
surance coverage  was  not  available  to  most  women 
who  had  abortions.  Insurance  partially  covered 
the  expenses  of  26.9%  of  the  women  during  the 
first  period  and  38.8%  during  the  last  quarter  of 
1971,  or  for  28.2%  of  the  total  during  the  21 
months.  Military  insurance  paid  for  8.3%  of  the 
abortions,  43.7%  of  which  were  performed  in 
non-military  hospitals.  Prepayment  plans,  major 
medical  carriers,  and  the  military  covered  from 
30%  to  92%  of  total  costs  to  the  patient. 

Department  of  Social  Services  (DSS)  assistance 
for  payment  of  abortion  costs  was  available  both 
to  regular  welfare  recipients  and  to  other  women 
classified  as  medically  indigent.  DSS  paid  for  817 
(11.4%)  abortions,  but  fewer  than  one-fourth  of 
these  women  were  receiving  other  welfare  assist- 
ance. DSS  paid  for  9.4%  of  abortions  on  the  outer 
islands  during  the  first  reporting  period.  However, 
for  1970-71  as  a  whole  this  figure  increased  to 
22.2%. 


Sterilization 

Sterilization  was  available  to  women  while  they 
were  in  the  hospital  to  have  an  abortion,  but  very 
few  women  elected  to  be  sterilized,  in  part  be- 
cause 47.0%  of  the  women  were  terminating  a 
first  pregnancy.  Only  3.6%  of  the  women  were 
sterilized:  200  women  had  tubal  ligation  and  59 
women  had  hysterectomies.  Sterilizations  were 
performed  on  7.0%  of  the  private  insurance  pa- 
tients; 4.6%  of  the  welfare  patients;  4.4%  of  the 
military  payment  patients;  2.8%  of  loan  patients; 
and  1.7%  of  the  patients  paying  from  personal 
savings.  There  were  no  sterilizations  among  pa- 
tients whose  abortions  were  paid  for  by  the  man 
involved  in  the  pregnancy  other  than  the  husband. 

Demographic  and  Social  Characteristics 

Nearly  half  of  the  abortion  patients  (47.0%) 
were  terminating  a  first  pregnancy.  An  additional 
26.9%  were  terminating  a  second  or  third  preg- 
nancy, while  the  remaining  women  (26.1%)  were 
ending  a  fourth  or  higher  pregnancy. 

The  age  distribution  of  the  7,148  women  having 
induced  abortions  covers  a  wide  range  of  fertile 
years,  12-48.  20.2%  were  under  20  years  of  age; 
21.8%  were  30  or  over.  The  average  age  was 
24.7  years.  53.4%  had  never  been  married.  The 
remaining  46.6%  were  married  (36.6%), 
divorced  (6.6%),  separated  (2.7%)  or  widowed 
(0.6%). 

The  religious  distribution  of  abortion  patients 
closely  followed  that  of  the  State  for  Catholics  and 
Protestants  (Table  8).  Of  the  abortion  patients, 
39.7%  were  Protestant  and  28.9%  were  Catholic. 
Buddhists  comprise  14.0%  of  the  population  and 
only  8.1%  of  the  abortion  patients.  The  religious 
preference  of  the  women  did  not  affect  their  rea- 
sons for  abortion,  the  length  of  gestation,  or  prior 
use  of  birth  control. 


Table  8. — Reli:;ioiis  distribution  of  7.148  abortion 

patients  compared  with  Stale  of  Hawaii 

total  population. 

Hawaii:  March  11.  1970-December  31.  1971. 


PERCENT  OF 

PERCENT  OF 

ABORTIONS 

STATE 

Protestant 

39.7 

467 

Catholic 

28.9 

27.3 

Buddhist 

8.1 

14.0 

Jewish 

0.9 

0.1 

Olher  and  None 

22.4 

11.9 

Laier  data  has  been  compiled  for  church  membership. 
~Siate  ol  Hawaii  Data  Book  1971.  Table  9.  bui  this  informalion  is 
noi  directly  comparable. 

Of  the  abortion  patients,  43.7%  were  born  and 
raised  in  Hawaii,  while  17.4%  had  lived  in  the 
State  less  than  a  year. 

The  law  stipulates  a  90-day  residence  for 
women  receiving  abortions.  At  present  the  hos- 
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pitals  protect  themselves  against  possible  liability 
by  requiring  every  abortion  patient  to  file  a 
notarized  statement  that  she  has  been  a  resident 
in  the  state  for  the  past  90  days.  An  effort  was 
made  early  in  the  year  to  determine  the  degree 
of  non-compliance.  Four  methods  were  used  to 
estimate  residency,  three  statistical  and  one  an 
audit.**  Each  method  indicated  that  during  the 
first  five  months  the  percentage  of  women  coming 
to  Hawaii  without  fulfilling  the  90-day  residency 
clause  was  between  8%  and  13%,  or  an  average 
of  one  per  day.  The  low  estimate  is  from  direct 
reporting  by  questionnaire  respondents.  Some 
falsification  might  be  expected  since  the  respond- 
ents were  reporting  illegal  behavior.  The  per- 
centage reported  dropped  to  2.3%  immediately 
after  New  York's  abortion  law  was  enacted  in 
July.  1970.  By  the  end  of  1970.  other  states  on 
the  west  coast — Alaska.  California,  and  Washing- 
ton— had  also  begun  to  relax  abortion  restrictions, 
and  the  rate  of  non-resident  abortions  reported  in 
Hawaii  dropped  to  less  than  1%.  Obviously.  Ha- 
waii had  not  become  an  "abortion  mecca"  as  some 
feared. 

The  ethnic  distribution  of  abortion  patients 
differed  from  the  State's  distribution  of  females  by 
ethnic  group  (Table  9).  Caucasians  comprised 
37.4%  of  the  state  population  of  females  and 
44.0%  of  the  abortion  population.  Japanese  com- 
prised 30.4%  of  the  State  female  population  and 
20.5%  of  the  abortion  population.  Hawaiians  and 
part-Hawaiians  comprised  9.8%  of  the  State 
female  population,  and  8.0%  of  the  abortion 
population. 

Table  9. — Ethnic  distribution  of  abortion   patients 

coiytpared  to  State  population  of  women. 

Hawaii:  March  II.  1970-Deceniber  31,  1971. 

NUMBER  OF     PERCENT  OF       PERCENT  OF 
ABORTIONS        ABORTIONS  STATE 

Caucasian  3.144  44.0  37.4 

Japanese  1,463  20.5  30.4 

Hawaiian/ 

Pari  Hawaiian  572  8.0  9.8 

Filipino  524  7.3  11,0 

Chinese  264  3.7  7.0 

Oiher  and  Mixed  1,181  16.5  4.4 


TOTAL 


7.14 


At  the  time  of  conception,  over  50%  of  the 
Caucasians.  Japanese  and  Chinese  abortion  pa- 
tients were  unmarried,  as  were  40,4%  of  the 
Hawaiian  patients.  However,  only  32.3%  of  the 
Filipino  patients  were  unmarried. 

Of  the  abortion  patients.  24.7%  were  students, 
22.2%     housewives,    and    22.1%    were    clerical 


workers.  In  the  student  category,  37.2%  were 
under  IS  years  of  age.  50.9%  of  the  students  were 
18-22  years  of  age. 

The  educational  level  of  abortion  patients  was 
high.  Over  80%  of  the  women  had  completed 
high  school  and  more  than  50%  had  education 
beyond  high  school.  Only  15.7%  of  the  women 
had  less  than  a  high  school  education,  and  many 
of  these  women  were  currently  in  high  school  and 
planning  to  obtain  further  education. 

Abortion  patients  were  asked  to  report  their 
family  income  (Table  10).  Since  many  of  the 
women  were  single,  however,  it  was  difficult  to 
determine  what  family  income  included.  In  some 
cases,  it  might  have  been  the  personal  income  of 
an  independent  college  student  or  employed 
woman.  In  other  cases,  it  might  have  been  of  a 
student  who  was  wholly  supported  by  the  par- 
ents. This  problem  made  it  difficult  to  compare 
the  income  level  of  abortion  patients  with  that  of 
the  State  as  a  whole.  When  compared  with  1970 
census  figures  for  family  income  in  Hawaii,  abor- 
tion patients  appeared  to  have  considerably  lower 
incomes.  However,  when  the  census  figures  for 
family  income  and  income  of  unrelated  individuals 
in  the  state  were  compared,  the  distribution  was 
very  similar  to  that  of  abortion  patients.  In  either 
case,  there  was  no  evidence  to  suggest  that  abor- 
tion patients  were  drawn  disproportionately  from 
higher  income  categories. 

Table   10, — Family  income  distribution  of  abortion 

patients  compared  with  State  of  Hawaii 

total  population. 

Hawaii:  March  13.  1970-December  31.  1971. 

PERCENT  OF 

PERCENT        STATE  FAMILY 

PERCENT        OF  STATE  INCOME  AND 

INCOME  OF  FAMILY  UNRELATED 

RANGES  ABORTIONS        INCOME  INDIVIDUALS 

Under  $6,000  34.0 

$6,000-$9,999  25,1 

$10,000-$  1 4,000  20,7 

$15,000  or  More  20.2 


18.4 

37.1 

22.9 

20,6 

26.2 

19,5 

32.5 

22,8 

TOTAL 


100.0 


"•  Conducled  in  association  wi 
lessor  of  Law,  Center  for  Sludi 
School.  University  of  Chicago, 


h  Frank  Zimring,  Associa 


State  income  distribution  calculated  from  Tables  47  and  57,  U.S. 
Department  of  Commerce,  General  Social  and  Economic  Characler- 
lUui.   1970.  PCtI)-CI3,  Hawaii, 

Motivations,  Sexual  Behavior,  and  Contraception 
Prior  to  the  change  in  the  law,  some  legislators 
and  community  members  expressed  concern  about 
the  reasons  for  abortion  and  whether  noticeable 
changes  in  behavior  would  follow  the  change  in 
Hawaii's  abortion  law.  This  is  an  area  very  diffi- 
cult to  monitor. 

The  most  frequently  cited  reasons  for  abortion 
in  the  sample  were,  "I  am  not  married"  and  "I 
cannot  afford  to  have  a  child  at  this  time,"  which 
were  each  given  by  35,4%  of  the  patients  an- 
swering  the   questionnaire.    Next    most   frequent 
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were,  "I  feel  that  1  am  unable  to  cope  with  a  child 
at  this  time,"  given  by  26.4%,  and,  "A  child 
would  interfere  with  my  education,"  given  by 
23.1%.  "1  have  enough  children  already,"  said 
15.4%,  and  16.4%  said,  '"1  am  too  young  to  have 
a  child."  Other  reasons  were  less  frequently  given. 
In  the  past,  morality  has  been  measured  by 
adherence  to  a  religion,  illegitimacy  rates  and/or 
promiscuity.  Information  on  religion  has  been  re- 
ported above.  Data  from  our  study  indicate  that, 
if  abortion  were  still  illegal,  approximately  0.1% 
of  the  women  who  had  legal  abortions  would  have 
remained  single  and  borne  children  out  of  wed- 
lock. However,  statewide  illegitimacy  trends  can- 
not be  determined  for  at  least  another  year  or  two, 
due  to  normal  fluctuation  in  rates. 

During  the  first  21  months  of  the  law,  36.6% 
of  the  women  having  abortions  were  married  and 
18.6%  were  engaged,  going  steady  or  living  with 
a  man  at  the  time  of  conception.  Thus,  55.2% 
of  the  women  were  involved  in  a  continuing  rela- 
tionship. 

Another  possible  indicator  of  morality  is  the 
age  at  which  girls  first  engage  in  intercourse.  Our 
data  for  the  first  three  months  following  abortion 
repeal  show  18.7  as  the  mean  age  of  first  coitus. 
For  the  last  three  months,  18.2  was  the  mean  age 
of  first  coitus.  No  significant  change  in  sexual  be- 
havior is  revealed  by  this  measure,  but  we  do  not 
know  if  the  proportion  of  women  who  engaged  in 
intercourse  has  changed. 

There  was  some  concern  that  the  use  of  birth 
control  methods  would  diminish  following  reform 
of  the  abortion  law.  There  seems  to  be  no  evidence 
in  the  data  to  substantiate  this  fear.  In  fact,  the 
opposite  seems  to  be  occurring.  In  the  first  quarter 
of  the  year,  64.9%  of  the  women  receiving  abor- 
tions had  not  been  using  birth  control.  A  smaller 
percentage,  58.8%,  had  not  used  birth  control 
during  the  last  quarter,  with  a  mean  of  64.4% 
not  using  birth  control  over  the  21  month  period. 
Although  there  was  an  increase  in  the  percent 
using  birth  control,  the  rate  of  non-use  itself  was 
still  high. 

Another  measure  of  the  use  of  abortion  as  a 
means  of  birth  control  is  the  frequency  of  repeat 
abortions.  It  is  difficult  to  have  complete  reporting 
of  repeat  abortions  since  patients  may  change 
doctor  and  hospital,  and  may  not  report  previous 
abortions  to  medical  personnel.  According  to 
available  medical  record  data,  only  195  women 
(2.7%  )  received  two  legal  abortions  during  1970- 
71.  We  expect  that  this  number  will  rise  slightly 
in  the  future,  since  reporting  is  cumulative.  Over- 
all, 10.7%  of  the  women  reported  having  had  one 
abortion,  legal  or  illegal,  at  some  previous  time. 
Only  1.9%  reported  having  had  more  than  one 
previous  abortion. 


CONCLUSION 

In  general,  Hawaii's  new  abortion  law  has  been 
used  by  women  of  all  religions,  ethnic  groups  and 
geographic  areas  in  the  Slate.  During  the  first  21 
months  following  the  change  in  the  abortion  law, 
no  large  influx  of  non-residents  was  observed  nor 
was  there  any  appreciable  change  in  sexual  be- 
havior or  contraceptive  usage.  As  anticipated,  the 
physicians  and  hospitals  in  Hawaii  have  proved 
fully  capable  of  handling  the  abortion  procedures 
and  their  record  of  service  is  generally  good.  Legal 
abortion  has  not  created  any  serious  problems  for 
Hawaii,  medically  or  socially.  Safeguards  estab- 
lished by  the  medical  profession  and  hospital 
administrations  have  provided  safe  medical  care 
lor  the  women  of  Hawaii. 

Based  on  the  above  findings  and  our  concern 
for  th3  women  of  Hawaii,  the  following  recom- 
mendations are  suggested  for  consideration  by  the 
Hawaii  Medical  Association  and  the  Legislature 
of  the  State  of  Hawaii. 

RECOMMENDATIONS 

To  decrease  the  need  for  abortion  we  recom- 
mend that: 

A.  Family  life,  sex  and  reproduction  education 
appropriate  to  age  level  and  including  infor- 
mation on  birth  control  and  abortion,  be 
further  emphasized  and  supported  in  all 
schools,  public  and  private.  Such  education 
should  be  offered  in  primary,  intermediate, 
secondary,  and  post-secondary  institutions, 
to  enable  individuals  to  control  their  re- 
productive lives. 

B.  Conception  planning  be  integrated  into 
abortion  services.  All  institutions  offering 
abortion  services  should  offer  birth  control 
counseling  in  order  to  prevent  repetition  of 
the  need  for  abortion. 

C.  There  be  no  restrictions  on  the  provision  of 
birth  control  services  or  th;  availability  of 
contraceptives  for  any  sexually  active  per- 
son regardless  of  age,  sex,  or  marital  status. 

To  ensure  equal  availability  of  abortion  services 
regardless  of  social  or  economic  class  we  recom- 
mend that: 

A.  Abortion  services  (ie,  pregnancy  counsel- 
ing, laboratory  services,  and  referral  and 
payment  for  the  abortion)  be  made  avail- 
able through  state-administered  health  serv- 
ices such  as  maternity  and  family-planning 
clinics  and  other  prenatal  care  programs. 

B.  The  State  provide  subsidies  or  low-interest 

loans  to  all  women  in  financial  need  who 
are  seeking  abortions,  with  a  minimum  of 
procedures  which  might  delay  obtaining  the 
abortion. 
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To  facilitate  early  abortions  we  recommend; 

A.  Increased  dissemination  of  information  on 
abortion,  regarding  provisions  of  the  law. 
availability  of  assistance,  procedures  for 
obtaining  abortion,  and  the  greater  safety 
of  early  abortion. 

B.  That  minors  be  permitted  to  obtain  abortion 
services  without  parental  consent.  Parental 
guidance  in  such  matters  is  highly  desirable, 
but  not  at  the  cost  of  delaying  or  denying 
needed  medical  services  to  the  pregnant 
woman. 

To   obtain   continuing   and   accurate    abortion 
information  we  recommend  that: 

A.  A  standardized  slate-wide  reporting  system 
be  established  which  maintains  the  distinc- 
tion   between    fetal    deaths    and    induced 


abortions,  and  provides  for  the  routine  col- 
lection of  basic  demographic  and  medical 
information  on  all  induced  abortions  in  the 
state. 
B.   Fetal  deaths  and  induced  abortions  be  dis- 
tinguished, both  statistically  and  conceptu- 
ally. 
To  facilitate  the  administration  of  the  law  we 
recommend  that: 

The  90  day  residency  requirement  be  rescinded. 
The  availability  of  legal  abortion  on  the  mainland 
and  relatively  infrequent  use  by  non-residents  in 
Hawaii  of  abortion  procedure  makes  the  admin- 
istrative procedures  attendant  to  proof  of  res- 
idence superfluous  in  the  great  majority  of  cases. 
This  is  an  added  burden  to  the  hospitals  and  is 
considered  an  infringement  of  privacy  by  most 
women. 


I.  Diamond  M.  Slcinhoff  P.  PaliT 
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[From  Pacific  Health,  Vol.  IV.  1971] 

Peegnancy  Decisions  ;  Locating  the  Psychological  Factobs 

(Patricia  Steinhoff,*  Ph.  D.) 

The  Hawaii  Pregnancy,  Birth  Control  and  Abortion  Study  is  a  state-wide, 
interdicipUnary  investigation  into  the  decision-making  process  and  behavior  of 
maternity  and  abortion  patients  regarding  their  pregnancies. 

It  was  requested  by  the  legislature  after  Hawaii  became  the  first  state  to 
allow  abortion  virtually  at  the  request  of  the  woman  concerned  (March  13, 
1970).  The  legislators  wanted  to  assess  the  impact  of  the  new  law  and  to  dis- 
cover whether  abuses  of  the  law's  intent  would  occur. 

The  School  of  Public  Health,  the  School  of  Medicine  and  the  Department  of 
Sociology,  University  of  Hawaii,  have  taken  active  part  in  the  study.  A  wide- 
ranging  investigation  of  the  psychological  factors  relating  to  pregnancy,  to 
abortion  and  to  the  use  of  birth  control  has  been  undertaken. 

The  purpose  is  to  determine  what  factors  enter  into  the  dedsion-maJcing 
process  regarding  the  termination  of  a  pregnancy. 

The  anticipated  results  of  the  study  will,  it  is  hoped,  contribute  to  the  devel- 
opment and/or  modification  of  action  programs  in  the  field  of  fertility.  They 
also  promise  to  supply  additional  information  pertinent  to  sex  education  so 
abortion  might  become,  ideally,  only  an  alternative  to  actual  mechanical  birth- 
control  failures.  ,  ,  ,  ^  xt,  ^  j  a 
This  paper  is  essentially  a  description  of  the  methodology  of  the  study  and 
the  instruments  developed  to  test  phychological  responses. 

The  study  team  is  headed  by  Milton  Diamond,  Ph.D.,  Patricia  Steinhoff, 
PhD.,  and  Roy  G.  Smith,  M.D.  (James  Palmore,  Jr.,  Ph.D.,  joined  later.) 

The  investigation  utilizes  hospital  records,  a  self-administered  questionnaire 
given  to  ALL  abortion  patients  and  a  sample  of  maternity  patients,  and  a  per- 
sonal, in-depth  interview  given  to  a  sample  of  maternity  and  abortion  patients. 
Material  covered  includes  the  patients's  age,  ethnic  background,  religion,  in- 
come and  marital  status,  as  well  as  data  on  hospital  procedures,  methods  of 
payment,  length  of  hospital  stay  and  complications  (if  any). 

To  locate  motivational  and  attitudinal  correlates  of  behavioral  outcomes, 
questionnaire  data  includes  queries  on  birth  control  usage,  motivation  for  the 
selected  pregnancy  outcome  (whether  birth  or  abortion),  birth  control  know- 
ledge, sexual  experience,  family-size  aspirations  and  related  attitudinal  ques- 
tions. These  correlates  are  more  fully  investigated  through  personal  interviews. 
The  four  areas  of  psychological  relevance  explored  include  ( 1 )  the  woman  s 
relationship  to  the  man  involved  in  the  pregnancy,  (2)  the  context  of  the 
decision-making  after  conception  occured,  (3)  the  woman's  extra-maternal 
aspirations  and  (4)  the  woman's  self-concept  regarding  her  sexual  activity. 

The  target  population  consists  of  women  actively  involved  in  a  pregnancy. 
Given  the  legal  situation  in  a  state,  it  is  possible  to  study  the  full  spectrum 
of  women  making  decisions  about  an  actual  pregnancy,  including  women  who 
choose  to  abort.  The  only  exceptions  are  women  avoiding  pregnancy  through 
successful  contraception. 

The  relevant  decision-making  and  behavior  of  these  pregnant  women  can  be 
located  at  three  points  in  time:  (1)  Were  they  doing  anything  to  prevent  con- 
ception if  they  did  not  want  a  child?  (2)  What  did  they  decide  to  do  after 
becoming  pregnant?  (3)  What  will  they  do  to  prevent  another  pregnancy? 

For  each  time  period,  the  study  population  can  be  divided  into  sub-samples  on 
the  basis  of  the  women's  intentions  and  their  actual  behavior.  For  the  pre-con- 
ception  decision  regarding  birth  control  use,  we  found  one  group  of  women 
who  intended  to  become  pregnant  and  did  not  use  birth  contral.  A  second 
group  consisted  of  women  who  did  not  intend  to  become  pregnant  l)ut  yet 
placed  themselves  at  risk  by  not  using  birth-control— or  by  using  it  ineffec- 
tively. A  third  group  did  not  intend  to  become  pregnant  and  used  birth  control, 

♦  Dr.  Patricia  G.  Steinhoff  majored  in  Japanese  language  and  literature  (University 
of  Michigan  and  Stanford  Center  for  Japanese  Studies,  Tokyo)  and  took  a  Ph  D^  in 
Sociology  at  Harvard.  Mrs.  Steinhoff  is  a  Phi  Beta  Kappa,  a  former  Fulbnght-Hays 
Fellow  and  the  author  of  numerous  publications.  She  is  now  Assistant  Frotessor  m 
Sociology. 
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and  if  they  are  in  the  study  sample  they  constitute  birth  control  failures. 
However,  it  should  be  noted  these  failures  are  of  two  types;  the  mechanical 
failure  (the  true  birth  control  failure),  and  the  human  failure  which  results 
from  conflicting  motivations.  (That  is,  there  are  probably  some  women  who 
intend  to  become  pregnant  and  yet  employ  some  birth  control. ) 

In  the  first  part  of  the  study,  an  attempt  is  made  to  work  backwards  from  the 
data  collected  by  the  self -administered  questionnaires.  This  instrument  locates 
persons  within  these  categories  on  the  basis  of  behavioral  outcomes.  It  is  then 
possible  to  look  for  clues  to  their  attitudes  and  motivations.  The  questionnaire 
contains  some  very  direct  motivation  questions  regarding  the  intent  and  risk 
of  becoming  pregnant ;  alternatives  are  listed,  and  space  provided  for  additional 
choices. 

The  birth  control  usage  questions,  "Were. you  using  any  birth  control  when 
you  became  pregnant?"  provide  basic  behavioral  data  on  the  type  of  birth  con- 
trol used  which  can  be  classified  by  the  degree  of  effectiveness  of  the  method. 
More  important  is  the  follow-up  question:  "If  you  were  not  using  birth  con- 
trol, why  not?"  This  provides  an  extensive  breakdown  of  possible  motivations 
such  as,  "I  wanted  to  be  pregnant,"  "I  thought  I  was  in  a  safe  period."  "It's 
against  my  religion  to  use  birth  control"  or  "Intercourse  was  unexpected  and  I 
didn't  want  sex  to  seem  planned." 

For  the  second  decision-making  period — the  outcome  of  an  actual  pregnancy — 
the  two  basic  behavioral  posibilities  are  maternity  or  abortion.  These  must  be 
cross-cut,  however,  by  the  woman's  intention  or  desire.  Thus  wa  have  four  cate- 
gories; women  who  wanted  to  bear  the  child  and  did  so,  women  who  did  not 
want  to  bear  the  child  but  did  so  anyway,  women  who  wanted  an  abortion  and 
had  one,  and  women  who  did  not  want  to  have  an  abortion  but  had  one  anyway. 

The  maternity  subjects  are  asked  why  they  had  the  baby.  One  group  of  pos- 
sible responses  refers  to  external  social  pressures  exerted  by  parents  or  peers. 
Other  responses  distinguish  between  a  .ioint  husband-wife  decision  and  a  deci- 
sion made  by  the  woman  alone.  Still  other  responses  placed  the  act  of  bearing 
the  child  beyond  the  woman's  control,  such  as,  "It  is  natural  (God's  will)  to 
have  the  child,"  or  "I  don't  approve  of  abortion." 

As  a  parallel,  abortion  patients  are  asked  why  they  are  having  the  abortion. 
Some  responses  refer  to  family  planning — to  a  desire  to  space  and  limit  chil- 
dren. Others  refer  to  personal  or  home  environmental  problems  as  reasons  for 
not  having  a  child  at  that  time.  Others  place  the  decision  beyond  their  control. 

Other  questions  provide  information  on  the  woman's  birth  control  knowledge, 
her  sexual  experience,  frequency  of  intercourse  and  her  family  size  aspirations. 
Her  "communications  network"  regarding  sex  and  family  planning  are  explored. 
A  series  of  attitudinal  questions  attempt  to  find  out  what  she  thinks  about, 
various  areas  of  sexual  behavior.  All  these  data  are  used  to  locate  possible  con- 
stellations of  attitudes  and  motivations  which  affect  the  process  of  decision- 
making regarding  a  pregnancy.  Preliminary  analvsis  of  data  suggests  that 
while  pre-conception  decision-making  is  quite  irrational,  the  decision  to  abort 
the  pregnancy  tends  to  be  based  on  the  evaluation  of  objective  factors  related 
to  the  woman's  capacity  to  take  care  of  the  child. 

To  probe  more  deeply  into  the  attitudinal  and  motivational  bases  of  these 
decisions  and  their  relation  to  the  third  decision — post-pregnancy  contraception 
— specially  trained  female  interviewers  conduct  in-depth  interviews  with  both 
maternity  and  abortion  patients  in  the  hospitals. 

These  interviews  contain  a  mixture  of  closed  and  open  questions  covering  a 
broad  range  of  areas  including  family  background;  experiences  with,  and  atti- 
tudes toward,  birth  control ;  attitudes  toward  the  female  role ;  drug  experience 
and  its  relation  to  sexual  attitudes  and  behavior,  and  attitudes  about  abortion. 
Demographic  and  socio-economic  information  of  the  usual  sort  is  included. 
Also  included  is  an  extensive  pregnancy  history,  questions  on  the  woman's 
relationship  with  the  man  involved,  her  attitude  toward  pregnancy,  an  account 
of  the  pregnancy  decision-making  process,  her  use  of  available  medical  care  and 
social  agency  services ;  the  anticipated  personal  and  social  effects  of  the  abortion 
or  birth,  and  her  future  pregnancy  and  contraception  plans.  (The  drug  and 
social  agency  usage  questions  were  developed  at  the  request  of  health  and 
social  service  agencies  having  an  interest  in  the  same  population  in  order  to 
avoid  duplication  of  research  efforts. ) 
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Interviewers  are  limited  to  three  probes  on  any  open  question,  and  to  simple 
repetition  on  closed  questions.  They  also  fill  out  an  evaluation  of  the  respondent 
and  attach  it  to  the  interview  form.  This  provides  additional  information  on 
the  respondent  and  some  judgment  as  to  her  responsiveness  and  veracity,  as 
well  as  providing  some  check  on  the  interviewer's  attitude  toward  the  respond- 
ent and  any  attendant  bias. 

These  interviews  allow  for  investigation  of  four  specific  areas  of  psycho- 
logical relevance.  Two  areas  are  relatively  straightforward  aspects  of  inter- 
personal functioning  which  relate  to  pregnancy — the  relationship  to  the  man, 
and  the  context  of  decision-making  following  conception. 

The  woman  is  asked  open  and  closed  questions  concerning  her  relationship 
with  the  man,  and  her  ease  or  difficulty  in  telling  him  about  her  pregnancy. 
To  get  at  the  context  of  decision-making  after  conception,  the  interviewers  are 
instructed  to  encourage  the  respondent  to  relate  the  story  of  the  decision-making 
process  in  her  own  words.  Then  the  interviewer  asks  specifically  about  all  points 
not  covered.  This  reveals  more  of  the  emotional  quality  of  the  process,  while 
yet  enabling  the  interviewer  to  get  all  necessary  information  about  the  "com- 
munication network"  included  in  the  decision-making,  about  the  people  who 
were  intentionally  excluded  from  the  decision-making  (perhaps  the  parents), 
and  the  specific  interaction  with  each  person  who  was  included.  This  helps 
measure  the  independence  or  dependence  of  the  woman's  decision;  did  she  de- 
cide as  an  independent  adult  consulting  with  peers,  or  did  she  take  a  dependent, 
child-like  role  with  others  making  the  decision  for  her?  (This  factor  correlates 
partly  with  age;  we  observe  many  cases,  particularly  minors,  where  girls  are 
forced  by  parents  or  boyfriends  either  to  have  an  abortion  when  they  want  the 
child,  or  to  have  the  child  when  they  want  an  abortion. ) 

Two  other  areas  of  psychological  relevance  being  investigated  are  self-con- 
cepts more  directly  attitudinal  than  the  foregoing.  One  is  the  woman's  extra- 
maternal  aspirations.  What  is  her  concept  of  herself  as  a  woman?  What  present 
and  future  activities  did  she  weign  against  having  the  baby?  What  are  other 
people's  expectations  for  her,  such  as  finishing  school.  Both  the  woman's  own 
aspirations  and  her  perception  of  her  peers'  or  parents'  aspirations  for  her  are 
measured. 

Perhaps  the  most  significant  area  of  psychological  assessment  is  also  the  most 
complex ;  it  is  best  described  as  the  woman's  "sexual-activity  self -concept."  How 
does  she  accept  her  involvement  in  sexual  activity.  What  degree  of  personal 
satisfaction  does  she  derive  from  it?  A  wide  array  of  questions  are  included  to 
measure  these  aspects. 

A  high  proportion  of  the  unwanted  pregnancies  occur  among  unmarried  young 
women.  Tentatively,  it  can  be  hypothesized  that  their  sexual  activity  self-con- 
cept is  a  major  determinant  of  their  failure  to  use  birth  control.  It  appears  that 
much  if  the  failure  to  use  proper  contraception  at  this  point  is  due  to  a  denial 
process  in  which  the  woman  avoids  seeking  a  stable  contraception  method  be- 
cause she  cannot  admit  to  herself  that  she  is  going  to  continue  to  engage  in 
sexual  activity.  The  situation  is  exacerbated  when  she  derives  little  personal 
pleasure  from  sex  and  uses  the  lack  of  contraception  as  an  excuse  to  avoid  it. 
At  the  same  time,  however,  she  is  apt  to  succumb  to  pressures  and  to  continue 
to  engage  in  sexual  activity,  unprepared  to  prevent  pregnancy  effectively. 

Once  she  is  pregnant,  more  objective  factors  enter  into  the  decision  about 
termination.  We  hypothesize  that  her  extra-maternal  aspirations  and  her  rela- 
tionship with  the  man  figure  heavily  in  the  decision  whether  she  will  have  the 
child  or  an  abortion.  ,  .    i,     • 

After  this  pregnancy  is  terminated,  the  third  decision-making  and  behavior 
point  is  reached:  will  the  woman  use  effective  contraception  in  the  future? 
The  impact  of  the  decision  to  abort  on  her  future  decision  to  avoid  unwanted 
pregnancy  by  contraception  is  related  to  her  attitude  toward  her  future  sexual 
activity,  relationship  with  the  man,  and  the  nature  of  the  decision-making 
process  that  led  to  abortion. 

Abortion  is  an  important  alternative  for  women  with  unwanted  pregnancies, 
but  the  real  solution  is  to  prevent  those  pregnancies  from  occurring  in  the  first 
place.  By  analyzing  the  psychological  factors  involved  in  pregnancy  decision- 
making, we  hope  to  devise  means  of  encouraging  more  effective  use  of  contra- 
ception, either  by  altering  attitudes  or  by  providing  birth  control  strategies 
that  accommodate  to  prevailing  attitudes  more  effectively. 
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Abortion  ;  Risk  and  Decision-Making 

(By  Roy  G.  Smith,*  M.D..  M.P.H..  F.A.A.P.) 

Between  March  13  and  December  31.  1970  a  fof-al  nf  9  on  i«„oi    u     ^. 
performed  in  hospitals  under  the  SfafP  of  Wa^!^-        '  ^  ^^^^^  abortions  were 
abortion  to  every  five  brrtsn  filnri  niLf .    ^.^^"^  P^"^  ^^^-  ^he  ratio  is  one 
survey  of  physSns  L  1969      ^        '  °'^  ^°  ^^'^  predicted  estimate  based  on  a 

malrr'SJaf'of  focfaf  p^o^femTVhi;^^^^^^^  '^  ^^-^"  '^^  -'  — d 

with  legal  abortion  and  few  ^Ampliations  Thp'nn.r?  mortalities  associated 
been  excellent.  There  are  some  e?^S  nt  nrli.  quality  of  medical  care  has 
accessibility  of  ser"c\f tLt  dlse^'^'atfen't^^^^^^         ^°^'''''  '"'^'"^^  ''  ''''  ^^^ 

aft^erlL^STh^  lZi%Tl^cr^llTVo',  'SvXT'th^^^^^l^^^^r  ^  ^--<^^^ '' 
increase  with  increased  eestatinr  hnf  thf  J^^  ^^^  *^^  ""^^^  ""^  complication 
patients  who  arf  fSX  faSr  s?4ee^  of  r^r^n^  serious  complications  occur  in 
complications  occurred'iUatlLfsTlgnlnfS^^^^^^  ''  ^^--^  «^  -» 

de^cHls^^^l^Je^^iS^TdTuraSi^^^^^  --P^^-*^-  ^-i- 

Complications  SgSSVsfsiJ  mS^  ft    9?0%rrlased  T  2  5^?  "^^^^• 

i/p:rrL^^^\-TaS^^^^^^^ 

the  phvsiology  of  the  sitn^Hmi    p  nnS  .?  '  ^^  *^^*  *^^  "^^«  ^""^  inherent  in 

Clan's  fees  range  from  $150  to  $200:  laboratory  fees  Ire  from  Sf  tn^«SX'  S^^-" 
tals  charge  about  $160  for  a  stay  of  twelve  hours  or  less  ^  ^  *'  ^^^^  "^"'P'" 

to  ine^Sde  it  ^    ^  ^     "^^  ^'^  ^'°^^^  patients  if  the  entire  group  elects 

abor'i?o5^?/th?''  ^""^"^^^^^y  important  in  the  decision-making  process  regarding 
deSen  on  hpT^'n'^^o  '.  ^^'  ^°^  ^^^  dependency  status.  An  Unmarried  Sf 
bl^oncealed  Even"^  if  i'  '^^"^  Fi?'*P^°^  "confrontation"  until  pregnancy  can'? 
"IJ-  .ft        ^    ^^^  ^^^  t^^  money  for  an  abortion,  she  cannot  lecallv 

law' Ivr  marS  Zfu^VT'"''-  '^"^^  ^"^^"  ^^^  no-'emlnclpat'ed  m?no? 
law,  even  married  status  is  of  no  consequence.  The  situation    in  effect    ics- 

Program'  ..  s.ul,  TCZ'Si.  "I'ZSXS'LSlfXTS.SSHt  "l.fZllA%'oi^^' 
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Another  delaying  factor  in  some  instances  may  be  Hawaii's  law  requiring 
90  days  of  residency  before  an  abortion.  Given  the  unavailability  of  abortions 
in  most  states,  and  the  influx  of  people  coming  to  Hawaii,  a  pregnant  woman 
moving  here  may  feel  constrained  to  wait  90  days  before  seeking  an  abortion, 
thus  increasing  her  risk  and  costs.  . 

Residents,  also,  have  experienced  difficulty  at  times  in  finding  services  avail- 
able because  availability  of  abortion  is  influenced  to  some  extent  by  the  attitude 
of  the  medical  profession  and  the  community  in  general.  Not  all  physicians  who 
are  qualified  are  willing  to  do  abortions ;  a  few  have  refused  to  refer  the  patient 
to  colleagues  who  will.  Even  when  they  do  refer,  this  may  mean  the  patient 
must  travel,  sometimes  from  an  outlying  island  to  Oahu,  which  increases  the 
cost  and  postpones  the  date.  Sometimes  the  woman  herself  will  seek  the  anonym- 
ity of  another  community  and  a  physician  who  does  not  know  her  These  atti- 
tudes are  changing,  however.  In  the  rural  areas  and  on  the  neighbor  islands 
where  only  2.7  percent  of  Hawaii's  abortions  occurred  during  the  first  four 
months  of  the  new  law,  doctors  there  are  now  performing  approximately  7 
percent  of  the  abortions.  ,  ^  ,         .        „<.+!,„  ^„j 

The  number  of  hospitals  doing  abortions  has  increased  from  ten,  at  the  ena 
of  the  first  four  months,  to  13,  and  the  number  of  participating  physicians  has 
also  increased  substantially.  (These  changes  could  imply  an  apparent  decrease 
in  the  stigma  associated  with  abortion  and  the  patient's  desire  for  anonymity.) 

In  order  to  facilitate  early  decision-making  and  action  by  a  woman  seeking 
an  abortion,  a  number  of  suggestions  are  offered.       ,      ,^  .      .  „„<.  *^„ 

1  Sex  and  family  life  education  in  the  schools  should  emphasize  respect  for 
sexuality  and  develop  individual  responsibility  for  behavior.  Information  about 
various  abortion  techniques  should  be  available,  and  should  underscore  the 
safety  of  early  procedures  and  the  higher  risk  associated  with  longer  gestation 
periods  Preventing  the  need  for  abortion  should  be  stressed  with  emphasis 
on  contraception  rather  than  abortion.  The  fact  that  thirteen  to  fifteen-year- 
olds  are  getting  abortions  brings  home  the  importance  of  the  subject  to  young 
students,  the  schools  and  the  community.  Our  studies  show,  however,  that  even 
older  married  women  often  lack  adequate  information  about  family  planning 

^""2  Acleptog'^'ion-punitive  attitudes  need  to  be  fostered  in  every  community 
There  should  be  greater  general  awareness  of  women's  legal  rights,  including 
the  right  to  have  an  abortion.  A  woman  faced  with  this  decision  should  know 
that  abortion  is  more  safely  performed  before  the  end  of  the  third  month  of 
pregnancy  She  should  be  acquainted  with  the  medical  and  social  agency  re- 
sources available  to  her  in  the  community.  Imparting  this  information  and 
Counseling  against  delays  should  be  a  legitimate  responsibility  of  the  physician 
aXotherVellth  personnel.  In  community  pre-natal  programs  and  private  physi- 
dan's  practices,  women  should  be  encouraged  to  come  in  immediatelv  if  they 
sSoect  pregSncy,  whether  it  is  wanted  or  unwanted,  planned  or  unplanned. 
Stfon'^sef^fceTmust  become  an  integral  part  of  comprehensive  family  plan^ 
nine  and  health  care.  Effective  education  in  contraceptive  use  should  be  an 
JsLntlal  part  of  any  abortion  service  program,  to  help  women  avoid  future  un- 

"^T^EffSrTs^Tould'be  made  to  decrease  costs.  Hospital  in-patient  admissions 
should  be  eliminated  except  for  women  with  certain  pre-existing  conditions 
and/or  after  12  weeks  gestation.  Time  should  be  blocked  in  hospital  operating 
Zms  foflborLTslnl?.  This  would  allow  -«- efficient  use  of  operating  room 
personnel  as  well  as  of  the  physician's  time,  which  could  decrease  fees. 
"^4  Methods  of  making  funds  available  to  women  in  need  ^^  ^^^o^jt^^f  ,«^^^^^^^ 
be  established  either  by  subsidies  operating  somewhat  like  the  Crippled  cnii 
dren's  Program  or  bv  low  interest  loans  through  public  or  private  agencies^ 
The  procedures 'for  obtaining  such  funds  must  not  rob  a  woman  of  her  digmty 
and  should  be  regarded  as  a  right  not  a  charity.  Unless  l^S^l  fj^^^f^^^^^^  %l 
nvflilnhlp  to  all  women  who  want  them,  regradless  of  their  financial  status,  we 
mus\'t?icTpat"  iTiZ  women  will  be  forced  to  f,  ^o  ^J-^^f  g^'SfeS^ 
or  will  have  an  abortion  late  in  their  pregnancy.  In  these  cases  both  the  compii 
cItS  risk  and  the  mortality  risk  are  increased.  Such  financial  programs  would 
r?quTre  adm?nistrative  and^medical  receptivity  to  ^^^jJ^'g^X  Department 
dorsement  by  medical  insurance  carriers  and  the  State  health  Departrnent. 
In  the  long  run,  it  would  be  good  medical  economics  pd  good  medical  care. 

In  the  final  analysis,  the  most  important  consideration  is  the  total  health  or 
a  communitv.  Women  of  child-bearing  age  make  up  a  large  P^oP^^f  ^n  or  tne 
commiSity   If  one  pregnancy  in  five  is  to  be  terminated  for  reasons  of  health, 
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economics,  or  inability  to  care  for  the  child    thp  inr.t  «^»  fl>,„v,«-„i 

r^""?  to  mitigate  as  far  as  possible  any  economic  inequalities  thit  ?onTHh  ,f! 
to  delayed  decisions  and  thus  higher  risks  However  to  nrpvln?  n™S        ^ 

fslTeir  ^^^"^"^'^  ^"^  "^^^'^^'  abortion'l?TSslycoX^c?pre"Sanr#g 

ir.i^^Eo*!?-^  ^^^  examining  the  psychological  factors  involved  in  decision-mak 
^rfifh  n-'*'''^  pregnancy  oirth  control  and  abortion  is  the  aim  S  the  Snhoff 
Smith-Diamond  research  team.  This  is  an  on-eoine  nroiPPi-    Tho  fL^T^-  i 

Changing  Hawaii's  Abobtion  Laws 
(By  Roy  G.  Smith.*  M.D.,  M.P.H.) 

How  can  university  resources  be  utilized  to  give  services  to  the  communitv 

..L^^  Maternal  and  Child  Health  section  of  the  School  of  Public  Health  recently 
conducted  a  survey  among  physicians  for  the  Hawaii  State  Legislature  when 
Iw^n^^P  ri  ^^^^'""^  specialized  information  pertaining  to  aborSon  and 
thus  Illustrated  one  way  university  resources  can  be  utilized  by  a  community's 
t^^^^'^^-J''  ^i«^ase,  the  connection  between  university  teachinHnd  re- 
search-and  social  chang^is  apparent:  old  laws  were  re-examined  Ind  quel 

^fl^ur a^dVuTntr ^  ''''''''  ''''''  '^  '  ^^^""  ^'  '^^  workno^t^ibTe^d 

in^Haw^iif  ffwnt  ^^st^t^^ood  has  seen  a  great  deal  of  planned  social  change 
m  Hawaii  It  was  not  surprising,  therefore,  when  certain  progressive  thinkers 
orPvL'  nf^J^^''^^^'^-^  decided  to  request  their  colleagues  to  consider  revSng! 
or  even  totally  repealing,  Hawaii's  antiquated  abortion  laws 

S^^^JacTI^^!^^^"  '^  ^^^^*  ^^^  ™<^^e  t^an  100  years.  They  stated : 
.o^tT  309-3.  Abortion;  penalties.  Whoever  maliciously,  without  lawful  justifl- 
Snvfn^;/.?^''''.'*^'"^'  ''''  ''^"l^'  ^'^  procures  to  be  administered  any  poison  or 
noxious  thing  to  a  woman  when  with  child,  in  order  to  produce  her  miscarriage, 
or  maliciously  uses  any  instrument  or  other  means  with  like  intent,  shall  if  the 
woman  is  then  quick  with  child,  be  fined  not  more  than  $1,000  and  imprisoned  at 

^hJS  ^}"SLT  T'^  '^^.S  ^""trl^r.^'''  ^""^  '^  '^^  i«  tJ^^^^ot  q»ick  with  child, 
shall  be  fined  not  more  than  $500  and  imprisoned  at  hard  labor  not  more  than 
Lwo  ycflrs. 

Jl^.^t^f'^lJ'^''^^^''^  to  save  life  justified.  Where  means  of  causing  abortion 
are  used  for  the  purpose  of  saving  the  life  of  the  woman,  the  surgeon  or  other 
person  using  such  means  is  lawfully  justified." 

Some  lawmakers  considered  it  essential  to  change  these  laws,  which  allowed 
only  therapeutic  abortion,  in  order  to  better  the  health  and  social  well-being 
of  Hawaii  s  people.  Earlier  legislatures  had  also  considered  change,  notably 
in  three  separate  bills  in  1969.  But  real  action  was  deferred  until  1970  so  that 
legislators  could  gather  more  information  on  the  subject. 

To  achieve  this  goal,  these  legislators  established  liaison  with  potentially 
helpful  groups  withm  the  community  and  at  the  University  of  Hawaii.  Inasmuch 
as  the  School  of  Public  Health  is  working  toward  a  balance  between  commu- 
nity service  and  academic  orientation,  Maternal  and  Child  Health  faculty  and 
students  seized  this  opportunity  to  assist  the  legislators. 

TnM^.P'ko^?^  P-^.  Smith  remembers  "old"  yoiinp  Ozark  Mountain  mothers  walklne  ten 
^ni^^^.^^'^f""*  *°.^'^  physcal  therapy  clinic  during  Arkansas's  lfl52  doIIo  emergencv— 
carrying  two  or  three  babies  for  treatment.  He's  been  a  family-planning  advocate  ever 
since  and  a  foe  of  antiquated,  discriminatory  abortion  laws.  Graduating  first  In  physical 
A  ^T^,-  be/f  eived  his  M.D.  from  New  York  Medical  College  and  became  a  pediatrician 
^n/Sf  l^^  Interest  in  the  mentally-retarded  and  multi-handicapped  child  and  concern 
for  prevention  as  well  as  care,  brought  him  to  the  Maternal  and  ChUd  Health  a?ea  of 
o„  o  ^K  t^'*^'  ?°*^  ^?  earned  his  M.P.H.  at  University  of  California  Berkeley  He  fore- 
c^oL^^*''"*''??^  becoming  acceptable  and  available  everywhere.  As  a  doctor  offering  re- 
search results,   his  testimony    before   Hawaii's   1970  legislative   hearings   on   abortiof-law 

Hi'w^„\ir!,,^^^^°'*'^^.H^''*^°"^^-  S"'"^  «f  t^«  data  in  this  Sle^  appeared  fi?st  in 
Hawaii  Medical  Journal,  January-February,  1970. 


731 

Senator  Vincent  Yano,  Chairman  of  the  Committee  on  Public  Health,  Wel- 
fare and  Housing,  outlined  the  problem  to  them :  It  would  be  exceedingly  help- 
ful in  guiding  the  passage  of  an  abortion  reform  or  repeal  bill  if  his  committee 
Imew  the  attitude  of  the  medical  profession  toward  the  present  abortion  laws, 
and  toward  any  changes.  In  other  words,  would  the  doctors — whose  profession 
was  most  directly  affected  by  abortion  requests — favor  changes  in  the  law? 

A  graduate  student  with  social  work  background,  Mrs.  Beverly  Manner, 
volunteered  to  coordinate  the  necessary  research.  She  had  attended  the  House 
hearings  on  abortion  the  previous  year  as  part  of  her  field  experience  in  a 
Maternal  and  Child  Health  seminar  and  had  noted  that  physicians,  in  testi- 
fying, had  been  unable  to  make  statements  about  any  attitudes  or  experiences 
concerning  abortion,  except  their  own.  Obviously,  objective  data  concerning  the 
attitudes  and  experiences  of  all  the  physicians  in  Hawaii  regarding  abortion 
was  needed. 

Mrs.  Manner  developed  a  questionnaire  for  presentation  to  the  medical  com- 
munity. In  order  to  achieve  as  reliable  and  imbiased  a  survey  as  possible,  the 
expertise  of  other  professionals  in  the  Maternal  and  Child  Health  seminar — 
M.D.'s,  nurses  and  behavioral  scientists — was  utilized.  The  support  and  assist- 
ance of  the  Hawaii  Medical  Association's  Committee  on  Legislation  and  the 
American  Association  of  University  Women  (AAUW)  was  sought  and  obtained. 
(AAUW,  representing  360  local  women,  had  long  been  interested  in  abortion 
law  changes  and  had  done  some  preliminary  work  under  the  leadership  of 
Legislative  Chairman  Mrs.  Joan  Hayes. ) 

The  Hawaii  Medical  Association  offered  the  use  of  its  mailing  list,  addresso- 
graph  and  stationery.  The  AAUW  handled  the  mailing  details.  Most  important, 
however,  the  President  of  the  Medical  Association,  Dr.  George  Mills,  and  Dr. 
George  Goto,  Legislative  Liaison  OflScer,  signed  the  covering  letter  to  the  phy- 
sicians, stating  the  purpose  of  the  survey  and  insuring  its  confidential  nature. 
It  made  clear  that  the  study  was  being  conducted  under  the  auspices  of  the 
Medical  Association.  (The  high  percentage  of  questionnaire  returns  is  consid- 
ered largely  attributable  to  this  letter. ) 

As  a  result  of  these  cooperative  efforts,  the  questionnaire  was  sent  to  all  the 
793  active  and  inactive  members  of  the  Hawaii  Medical  Association.  Its  pur- 
pose; to  determine  their  attitudes  toward  "legalizing"  abortion.  The  question- 
naire also  requested  information  on  the  number  of  requests  received  for  abortion 
during  the  past  year,  and  information  on  the  marital  status,  age,  ethnic  group, 
and  religious  and  economic  status  of  the  women  involved.  Of  793  questionnaires 
mailed  out,  425  (53.6  per  cent)  were  returned. 

When  Mrs.  Manner  tabulated  returns,  it  became  apparent  that  an  over- 
whelming number  (95  per  cent)  of  responding  physicians  were  in  favor  of  a 
revision  of  the  current  abortion  laws ! 

Of  the  two  medical  specialties  receiving  the  highest  percentage  of  requests 
for  abortion,  obstetrics/gynecology  and  psychiatry,  the  majority  of  members 
favored  outright  repeal.  (A  unanimous  decision  favoring  repeal  was  voted  by 
the  Ob/Gyn  Society  after  the  study  was  completed ;  80  per  cent  of  the  psychia- 
trists favored  repeal. ) 

This  clearly  indicated  that  the  M.D.'s  most  frequently  involved  with  patients 
seeking  abortions  favored  repeal  of  the  old  abortion  law.  In  effect,  they  wanted 
the  law  to  allow  such  a  decision  to  be  made  between  patient  and  doctor. 

The  survey  also  showed  that  a  total  of  1,557  requests  for  abortion  had  been 
received  during  the  past  year  by  227  physicians  out  of  the  425  reporting.  If  we 
speculate  on  this  data,  which  represents  responses  from  more  than  50  per  cent 
of  Hawaii's  physicians,  we  can  say  that  these  1,557  requests  represent  over  3,000 
abortion  requests  annually  in  the  State.  This  is  a  ratio  of  approximately  one 
abortion  request  out  of  every  six  pregnancies,  or  eight  to  nine  abortion  requests 
per  day.  (These  figures  are  closely  in  line  with  other  states'  experiences.) 

In  the  survey  the  marital  status  of  927  women  was  reported.  Of  this  number, 
557  were  single,  269  were  married  and  102  were  either  divorced  or  separated,  39 
were  under  15 ;  298  were  between  16  and  19 ;  439  were  between  20  and  34,  and 
123  were  over  35  years.  Many  other  studies  reinforce  the  inferences  possible 
from  these  figures;  contrary  to  popular  belief,  not  all  women  seeking  abortion 
are  young  and  inexperienced — a  large  number  are  over  21  and  are  married. 

When  the  data  from  this  study  were  analyzed,  the  disposition  of  requests 
for  abortion  according  to  economic  status  indicated  that  the  system  discrinai- 
nated  against  women  from  low  income  groups  and  limited  the  choices  avail- 
able to  them — if  they  decided  to  circumvent  the  law.  (See  What  Price  Tag  On 
Abortion?  this  issue.)  Out  of  677  women  referred  for  abortion,  299  (44  per 
cent)  were  referred  to  Japan  and  117  (17.2  per  cent)  were  referred  locally. 
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In  a  breakdown  of  ethnic  backgrounds  of  the  women  requestine  abortion«» 
the  survey  indicated  that  50  per  cent  were  Caucasian,  34  per  cent  cfriental  and 
11  per  cent  were  Hawaiian  or  part-Hawaiian.  As  far  as  reffiious  aM  ktion 
was  reported,  14  per  cent  were  Buddhists,  28  per  cent  were  citholics  and  52 
TopuTtiorat'largf '""'•  "^^^  '^^''''^""  ''"''''  ^^«-^«  the'dis?r?butSnTn't?e 

The  survey  also  highlighted  the  fact  that  even  if  the  present  laws  were  merelv 
"hberahzed"  according  to  the  revisions  recommended  by  the  AmlrTca^  Law 
iCl  It^most^'onTv  "r^^L  ^«^«f /^,f  e  abortion  request's  4ould  be  consMer'ed 
megai.  At  most,  only  15  per  cent  of  the  requests  for  abortion  reported  bv  the 
Siuh' ^°'-''-'  '^^''^*^  ^^  allowable  under  the  Model  Penal  Code  Xd  if  mental 
healtti  provisions  were  excluded,  only  5.5  per  cent  of  the  requeued  aborUons 
would  be  permitted  legally.  This  would  leave  85  to  95  per  cent  of  the  women 
wanting  abortion  still  at  the  mercy  of  illegal  practitioners 

At  the  request  of  Senator  Yano,  the  findings  of  this  survey  were  renorted  to 
?o'H?nUh'w",f^  *^'  T^""'  '^  '"f  ^"^^y  b^^^^^  t^^  Senate  Commtttee'^n^ub" 
IheforwinlSvaTon?:"""^-  '"^^"'^'  '^  ^^^  ^^^^^^  '^  ^^^  — ^"-  — 

"Most  M.D.'s,  deterred  by  the  laws,  are  reluctant  to  make  an  abortion  re- 
ferral. Even  if  they  wanted  to,  they  usually  have  no  place  to  send  a  woman 
unless  she  is  able  to  afford  Japan,  England,  or  Europe.  Most  women  in  SawS 
Tl^rtfoSst  ^"^  "'''     ^^^  ''''^^  ^""^  alternative;  to  go  to  a  non-professirai 

^r/i^^l^.^^^^^^'°^^^^*'®^i^°^^  ^^  increasing  cause  of  maternal  mortality.  The 
?pnThJ^?i?R?^'*^^''*  of  Health  reported  that  50  per  cent  of  all  maternal 
?i?RM  roJf  ^^n"*^  '■^'""!  of  cnminal  abortions;  Pennsylvania  authorities 
If^r  ^T,  T'^^?./^  P^""  ^^''^'  Mi^^^igan  (1964)  reported  40  per  cent.  On  the 
nfl^of  ^"^  'i^^^'^.^vf'"'^  col  ected  data  for  a  ten-year  period  that  put  the  number 
of  maternal  deaths  associated  with  therapeutic  abortion  at  only  two  out  of 
seven  thousand  (and  these  two  were  from  complications  of  longstanding  chronic 
disea^).  The  mortality  from  properly  performed  therapeutic  abortions  is  less 
than  from  tonsillectomies.  "  o  lo  icso 

Today's  abortion  laws  obviously  do  not  meet  today's  needs.  The  question  is 
not  simply  how  many  abortions  may  be  performed,  but  how  many  abortions 
^^-It,    ,       V^^^^'^  ^^  hospitals  and  clinics  because  they  will  be  performed 

ihe  law  should  allow  abortions  to  be  performed  by  qualified  personnel  and 
allow  health  departments,  medical  societies,  hospitals  and  medical  staffs  to 
determine  appropriate  codes  and  regulations  of  medical  practice.  They  should 
not  be  restricted  by  what  was  considered  appropriate  by  law-makers  one  hun- 
dred years  ago." 

It  is  of  interest  to  note  that  at  the  hearings  eighty  persons  testified;  many 
were  physicians  and  most  spoke  for  a  club  or  organization—  and  all  but  twenty 
favored  the  complete  repeal  of  Hawaii's  old  abortion  laws. 

The  governor  of  the  State  neither  signed  nor  vetoed  the  bill  and  it  became 
law  on  March  11,  1970.  As  drawn  up,  the  new  laws  have  the  following  provi- 
sions: fe  i-  "  ^ 

(a)  Any  abortion  must  be  performed  by  a  licensed  physician  or  surgeon  or 
licensed  osteopath  physician  or  surgeon. 

(b)  Any  abortion  is  to  be  performed  only  in  a  hospital  licensed  by  the  De- 
partment of  Health  under  the  rules  and  regulations  promulgated  under  Chapter 
323  of  the  Hawaii  Revised  Statutes  or  a  hospital  operated  by  the  Federal  Gov- 
ernment or  any  agency  thereof : 

(c)  Provide  immunity  from  liability  for  any  hospital  or  any  person  who 
chooses  not  to  participate  in  the  performance  of  an  abortion  ; 

(d)  A  residence  requirement  providing  that  an  abortion  can  be  performed 
only  on  residents  of  the  State  of  Hawaii  or  any  woman  who  has  in  fact  been 
physically  present  in  the  State  for  a  period  of  ninety  days  immediately  preced- 
ing the  abortion. 

(e)  Provide  a  felony  penalty  for  any  violation  of  the  above  proviisons. 
With  the  introduction  of  the  new  laws,  Hawaii  became  the  first  state  in  the 

Union  to  make  abortion  a  matter  of  private  decision  between  a  woman  and  her 
physician. 

The  School  of  Public  Health's  role  in  helping  bring  about  the  change  was 
commended  by  Senator  Yano  in  the  following  memo  addressed  to  the  faculty 
and  students: 

"The  survey  conducted  by  the  School  of  Public  Health  with  the  assistance 
of  many  of  the  students  proved  invaluable  to  our  Committee  in  producing 
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meaningful  and  up-to-date  statistics  and  data  relating  to  the  attitude  of  the 
medical  community  concerning  this  issue.  The  detailed  and  concise  summary 
of  the  findings  contributed  greatly  to  the  understanding  of  the  members  of  the 
Committee  with  reference  to  the  attitude  of  the  physicians.  The  greatest  im- 
pact was  the  conclusion  drawn  from  these  studies  indicating  that  a  substantial 
majority  of  the  physicians  were  in  favor  of  either  repealing  or  at  least  chang- 
ing the  archaic  laws  on  abortion.  Our  Committee  is  grateful  to  the  School  of 
Public  Health  for  this  commendable  effort." 


What  Pbice  Tag  on  Aboetions? 
(By  Beverly  Manner.*  M.S.W..  M.P.H.) 

Illegal  abortion  has  always  been  Big  Business !  It  is  estimated  that  one  mil- 
lion illegal  abortions  are  performed  annually  in  the  United  States  and  estimates 
of  death  from  complications  go  as  high  as  ten  thousand  women  yearly.  What  is 
the  annual  cost  in  terms  of  guilt,  fear  and  suffering?  It  is  incalculable.  What 
is  the  cost  in  dollars?  No  one  actually  knows.  Information  on  the  prices  charged 
for  abortions  is  clouded  by  the  illegality  of  the  business — it  is  made  up  of 
hearsay  and  educated  guesses. 

Nevertheless,  dollar  costs  are  important.  Hawaii  repealed  its  old  "thera- 
peutic only"  abortion  laws  on  March  11,  1970.  Many  states  are  currently  re- 
viewing and  revising  theirs.  And  it  is  a  genuine  concern  of  progressive  law- 
makers that  abortion  could  be  made  legal,  but  could  remain  too  costly  for 
women  in  the  lower  income  groups. 

The  Hawaii  Department  of  Social  Services  took  a  firm  stand  favoring  abor- 
tion law  repeal  in  Hawaii,  and  it  has  since  indicated  it  will  pay  costs  up  to 
$215  for  women  receiving  public  assistance  who  request  an  abortion.  There  are, 
however,  many  women  in  the  lower  income  group  not  on  welfare.  If  they  desire 
an  abortion,  can  they  afford  it  under  Hawaii's  new  laws? 

For  the  preparation  of  this  article,  three  types  of  cost  information  were 
sought:  (1)  costs  of  abortion  under  the  old  laws  which  made  most  such  opera- 
tions illegal,  (2)  costs  of  abortion  under  the  newly-revised  laws  which  allow 
the  operation  at  the  decision  of  a  woman  and  her  physician  and  (3)  the  price 
a  woman  in  the  lower  income  bracket  can  reasonably  afford  to  pay  for  a  "D&C" 
— dilation  and  curettage.  In  other  words,  is  there  a  break-off  point  in  the  cost 
of  legal  abortion  beyond  which  poorer  women  might  be  tempted  back  to  the 
illegal  practitioner?  .    ,  u 

In  the  summer  of  1969,  a  survey  of  Hawaii's  physicians  was  conducted  by 
the  Maternal  and  Child  Health  section  of  the  School  of  Public  Health  to  deter- 
mine their  attitudes  on  proposed  changes  in  the  law.  (See  CHANGING  HA- 
WAII'S ABORTION  LAWS,  this  issue.)  Among  questions  asked  the  doctors 
was  the  number  of  abortion  requests  received,  and  their  disposition.  As  the 
returned  questionnaires  were  tabulated,  a  striking  aspect  of  the  abortion  prob- 
lem became  apparent :  there  was  a  great  disparity  in  medical  solutions  offered 
to  women  seeking  abortion,  according  to  their  ability  to  pay. 

A  woman  with  an  unwanted  pregnancy  faced  a  dilemna.  When  she  consulted 
a  physician  to  request  termination  of  pregnancy,  there  was  little  doubt  that 
her  reasons  greatly  influenced  her  chances  of  getting  an  abortion  locally.  If  it 
was  a  matter  of  health,  her  own  or  that  of  the  foetus,  she  was  treated  with 
concern  regardless  of  income.  But  for  the  woman  who  chose  to  terminate  a 
pregnancy  for  other  reasons — economic,  family  trouble,  too  many  children  al- 
ready— the  request  was  not  considered  substantial  enough  for  a  physician  to 
risk  breaking  the  law.  Consequently,  physicians  tended  to  refer  such  patients 
to  locations  outside  the  state. 


•  Beverly  Manner  added  the  finishing  touches  to  her  article  on  abortion  costs  en 
route  to  the  maternity  hospital  where  she  had  daughter  Karen  Klyoko  on  February  17. 
Beverly's  advocacy  of  the  planned  child  grew  out  of  observations  made  while  working 
In  a  Connecticut  school  for  delinquent  girls.  She  describes  it  as  s^ort-term  work  that 
had  long-term  influence  on  her  thinking."  She  has  also  worked  on  a  VA  hospital  alcoholic 
ward,  earned  a  blue  belt  in  Aikido.  the  Japanese  art  of  self  defense,  and  accompanied 
her  geographer  husband  on  a  seven-month  research  project  in  New  Guineas  western 
highlands.  Born  in  New  York  state.  Mrs.  Manner  received  her  B.S.  In  Social  Service 
from  the  University  of  New  Hampshre  and  her  Master's  degrees  in  Social  Work  and 
In  Public  Health  at  the  University  of  Hawaii.  At  present.  Mrs.  Manner  Is  program 
coordinator  for  the  School  of  Medicine's  Ob/Gyn  Family  Planning  project. 
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<rZ^^\^  ^^T^  ^  comparison  of  the  disposition  of  abortion  request  by  economic 
group.  Seventy  women  with  high  income  and  96  women  with  low  income  w?re 
rZZ'lt- fi^''^''''T'  «^.^^«ther  62  women  in  these  categoS  were  no^re 
ported  by  the  responding  physicians.)  In  spite  of  the  lack  of  complete  informa 
tion,  discrimination  was  obvious  in  that  72  per  cent  of  the  woSen  in  the  Sw 
economic  group  were  refused  abortion,  or  were  advised  not  t?  obtain  one 

.^fly.T^'r^^^' r^^-  2^  P""  ^^^t  «^  t^^  ^ig^  ^^^o^^  group  were  denied  Compar- 
able help.  Thirty-nine  women  in  the  high  income  group  were  referred  to  jZan 
or  to  the  mainland  United  States  for  abortions,  whereaTonly  eight  women  in 
the  low  income  group  were  so  referred.  The  women  with  substantial  incomes  had 
no  problem  securing  abortions.  In  fact,  they  had  a  wide  range  of  XS  and 
could  combine  abortion  with  sightseeing,  if  they  so  desired  England  ?s  the 
place  where  abort  ons  can  be  readily  obtained  if  "continuation  of  the  pregnancy 
would  involve  risk  of  injury  to  the  physical  or  mental  health  of  the  wSman 
or  to  any  existing  children  of  her  family."  woman, 

TABLE  l.-ECONOMIC  COMPARISON  ACCORDING  TO  DISPOSITION  OF  REQUEST 
(In  percent] 


High  Low  economic 

economic  group 

group  (96  women) 
(70  women) 


Advised agaisnt abortion/refused..  ,,  „  ,.  ., 

Referred  for  abortion  24.0  71.2 

To  local  doctor.. ...'""."  74.3  26.0 

ToJapanormainland "" ---  l°-°  17.7 

■" 55.7  8.3 


trnvplf^T'^?  ^^  ''''^H  i^.E^f^and  range  from  $100  to  $1,500,  not  including 
fS  Thi«  ^  ?  r^""^^^  ^?f  I?  ^^°"*  ^^^^  ^^^  treatment  in  a  nursing  home  of 
anSLr^ighomecarr'  ^'^  "'''''  ^  '""^^^  physician,  the  operation  itself 

tni^^TiV'^''"'^'',^?'''*^"^  preferred  Japan  because  of  its  proximity.  (An  air 
Hon  t^^  two-week  stay  is  as  low  as  $350.)  Once  there,  the  least  expensive  abor- 
w^«ith  P  n  ''^^^n'^^'*  \'  ^^  outpatient  clinic  sponsored  by  Japan's  National 
fppm-rtin^  ff  ^-  ^^  abortion  takes  a  half  a  day  or  less  and  costs  about  $40, 
llnl^l  ^-  T^'"-  ^"/c  ^"'''^'  ^«sociate  Professor  of  Public  Health,  who  was 
Nationals?  ""'  ''^^''''^^  ^"'  ^^^  P"*"^  ^^  ^^"^  ^^  ^^^  ^^^  Japanese 

Many  Japanese  women,  and  most  Americans  going  to  Japan,  prefer  private 
physicians  and  facilities ;  .some  women  had  the  operation  performed  in  a  doc- 
tor s  office,  while  others  went  to  private  maternity  hospitals.  The  most  expensive 
Japanese  physicians  are  those  trained  in  the  U.S.  Generally  preferred  by  Amer- 
icans, they  charge  about  $100  per  month  of  gestation,  according  to  Dr.  Ronald 
Fion,  Director  of  University  of  Washington's  Family  Planning  division 

According  to  Dr.  Smith,  Mexico  also  has  a  reputation  for  quick  abortions 
costs  and  quality  of  care  vary  considerably,  however,  with  prices  ranging  from 
$25  to  a  more  common  price  of  $350. 

Oregon,  California  and  Colorado  recently  "liberalized"  their  abortion  laws 
and  now  permit  them  if  the  mental  or  physical  health  of  mother  or  foetus  is 
®"^^ofn^^*^^J^^°^^'^  ^^^^^  ^^  *^^^®  st^t^s  found  costs  ranging  between  $500 
and  $700.  This  includes  hospital  stay,  operating  room,  anaesthesia,  surgeon's 
lees  and  psychiatric  consultations.  (Psychiatric  consultations  are  frequently 
used  b.v  the  profession  as  a  security  measure  against  legal  restrictions.  In  Colo- 
rado, there  is  almost  uniform  agreement  that  the  number  of  criminal  abortions 
has  not  declined,  as  backers  of  the  reformed  laws  had  hoped.  (This  is  deduced 
from  the  number  of  women  hospitalized  by  the  complications  of  criminal  abor- 
tion. )  California  reports  only  a  20  per  cent  decline  in  illegal  abortions  and  that 
the  average  price  of  $600  to  $700  is  forcing  many  women  to  "back  street"  quacks 
or  Mexican  clinics. 

In  marked  contrast  to  these  wesetern  state  costs,  Johns  Hopkins  Hospital 
(Baltimore,  Md.)  has  performed  thousands  of  out-patient  abortions  for  approx- 
imately $180  to  $200,  all  inclusive.  The  hospital  charge  ranges  between  $95  to 
$125,  with  $105  being  the  median  price.  And  according  to  Dr.  Allan  C.  Barnes, 
Director  of  Gynecology  and  Obstetrics,  the  participating  physicians  have  volun- 
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tarily  set  ceilings  on  their  fees  as  follows:  $75  for  D&C ;  $100  for  a  suction 
curettage  and  $125  for  a  saline  abortion. 

Before  Hawaii's  laws  were  changed,  the  least  expensive  legal  abortion  cost 
around  $245  for  a  one-day  hospital  stay,  laboratory  tests,  drugs,  physical  exam- 
ination, anaesthesia,  operating  room  charges  and  two  psychiatric  consultations. 
This  fee  was  possible  as  the  operation  was  performed  by  a  resident  physician ; 
if  done  by  an  obstetrician,  an  additional  $150  would  be  required  to  make  the 
total  cost  realistic. 

When  a  Hawaii  resident  could  not  afford  to  travel  or  could  not  qualify  for  a 
legal  abortion,  she  had  open  the  possibility  of  an  illegal  abortion  performed  in 
a  physician's  office.  No  documentation  on  this  area  is  possible ;  information 
comes  from  women  who've  had  such  abortions  and  will  discuss  it,  but  appar- 
ently illegal  abortions  by  physicians  varied  considerably  in  cost  and  quality 
of  care.  Costs  are  reported  to  run  between  $200  and  $600.  One  physician  charged 
between  $200  and  $300,  according  to  the  woman's  ability  to  pay.  He  did  the 
operation  in  his  office  using  local  anaesthesia,  gave  medication  and  instruction 
on  care.  He  was  available  for  calls  and  gave  a  check-up  one  week  after  the 
operation.  Unfortunately,  this  good  quality  of  care  was  not  typical  and  there 
are  more  reports  of -physicians  who  provided  no  help  for  a  patient  who  developed 
complications.  When  this  happened,  the  patient  showed  up  at  a  local  hospital 
and  found  herself  aiding  substantial  medical  bills  to  the  original  abortion  cost. 

Local  women  who  could  not  afford  to  travel  to  the  Mainland,  Japan  or  Mex- 
ico, and  who  could  not  find  an  accommodating  physician,  were  forced  to  seek 
out  the  illegal  abortion  quacks.  The  illegal  abortionist  charged  whatever  the 
traffic  would  bear.  Reports  on  "back  alley"  prices  range  from  $33  to  $600. 

Mickey  Hummer,  a  member  of  the  Committee  for  the  Protection  of  Children, 
testified  before  the  Senate  Committee  on  Public  Health,  Welfare  and  Housing 
(February  3),  "to  the  best  of  our  information,  there  are  now  at  least  four 
abortionists  without  the  proper  medical  training  who  are  operating  in  the 
Palama  area  alone.  Their  prices  allegedly  range  from  $15  to  $35.  The  real  price 
in  terms  of  suffering  is  incalculable." 

Non-medical  abortions  deserve  the  evil  reputation  that  they  have  acquired. 

Frequently,  a  desperate  woman  would  attempt  to  abort  herself,  or  obtained 
the  assistance  of  a  friend  or  relative  for  this  purpose.  Common  methods  of  self- 
induced  abortion  include  inserting  into  the  uterus  metal  coat  hangers  or  wooden 
sticks,  or  injecting  in  solutions  like  lye,  lysol  or  potassium  permanganate. 

Needless  to  say,  the  risk  of  complications  due  to  abortion  increases  consid- 
erably as  the  procedure  is  removed  farther  and  farther  from  medical  supervi- 
sion. The  woman  who,  out  of  economic  necessity,  chooses  a  $25  neighborhood 
amateur  abortionist,  or  attempts  to  perform  the  surgery  herself,  pays  for  her 
abortion  many  times  over  in  anxiety,  humiliation,  pain  and  perhaps  death  itself. 

Hopefully,  Hawaii's  new  abortion  laws  will  correct  many  inequities.  High 
costs,  dangerous  'quacks',  and  long-distance  travel  to  obtain  a  clinically  safe 
operation  should  become  things  of  the  past. 

But  will  the  cost  of  a  legal  abortion  be  reasonable?  And  ju.st  what  is  reason- 
able? Dr.  Smith  has  stated  he  believes  it  is  possible  to  perform  an  abortion 
at  medical  facilities,  on  an  out-patient  basis,  for  as  low  as  $75. 

While  still  too  early  to  know  the  exact  price  tag  that  will  finally  be  put  on 
legal  D&C's,  physicians  and  hospitals  seem  concerned  with  making  the  operation 
economically  within  the  reach  of  all  women.  Hawaii  Medical  Service  Associa- 
tion and  Kaiser  Foundation  Health  Plan  are  studying  costs  to  estimate  how 
much  coverage  can  be  extended  to  their  health  plan  subscribers.  Major  hospitals 
are  formulating  experimental  one-day,  out-patient  programs  to  reduce  patient 
costs  and  prevent  overloads  on  facilities. 

One  local  hospital  figures  the  total  procedure  should  cost  $227.  This  includes : 

Use  of  operating  room ^35 

Disposable  curet 1^ 

Anaesthesia  equipment 25 

Intravenous ^ 

Recovery  room  use  (estimate) 1^ 

Surgeon's  fee 1^0 

Anaesthetist  fee *" 
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New  patients  needing  a  first-visit  work-up,  urinalysis,  blood  count  and  tissue 

tS?&?  ""'"  P^  ^^?  T^"'  ^"  ^  t°t^l  ^««t  to  new  patients  0^26? 

on  welflrf  Rrwh'if'f^'l*^"  ^^^^  ^""^"^  ^y  ^SS  for  an  abortion  for  women 

on  welfare.  But  what  of  the  women  in  lower  income  brackets  who  are  NOT  on 

public  assistance?  What  can  they  afford?  i^^icKets  wno  are  wui  on 

oo?/"..^'^"'  ^^^  ^^^  ^^^^  working  in  the  family  planning  field  many  years 
Sf  ^n  abortloS?^'  ^'''^^''  "^^""^^^^  '^"""^^^  '°  '""'^^  "P  ^^^^^  $lS)  or'^ISo 
Mrs.  Erlene  Chambers,  Director  of  Services  for  Palama  Settlement  (a  low 
income  area  in  Honolulu),  feels  that  $150  would  be  a  reasonable  cos?  She 
far^^ii^lTJ'"'  ^^'  tJ\^°^Fgi°al'  struggling  income  group  who  do  not  quaUfy 
for  DSS  ass  stance  and  likely  do  not  have  insurance  coverage.  Various  sugges- 
tions including  a  revolving  loan  fund,  are  being  discussed  for  this  group^^ 
.1-  -K?  ^^^^J^able  solution  is  found  to  help  the  low-income  woman  who  is  not 
eligible  for  public  assistance,  it  appears  optimistic  that  Hawaifs  new  law  h?s 

Sf  ecSfomicTta'tS.'"'''"  '  ^''  "'°''"°"  "  """^^"^^^  ''  ^'^^  ^oi^-rei^ai"i 

Chaeactebistics  &  Motivations  of  Women  Receiving  Abortions 

(By  Patricia  G.   Steinhoff,  Roy  G.   Smith  &  Milton  Diamond,  University  of 

Hawaii) 

[Paper  presented  at  the  1971  Denver  meetings  of  the  American  Sociological 
Association.  This  research  was  supported  by  an  allocation  from  the  Hawaii 
State  Legislature  to  the  University  of  Hawaii  School  of  Public  Health  for 
the  purpose  of  studying  the  effects  if  the  state's  new  abortion  legislation.] 
inZ  J^^^J^^  increase  in  support  for  reform  and  repeal  of  restrictive  abortion 
laws  has  focused  attention  on  the  characteristics  and  motivations  of  women 
seeking  abortions.  However,  the  restrictive  laws  themselves  have  made  it  vir- 
tually impossible  to  describe  that  population  accurately  until  now." 

Studies  based  on  illegal  abortion  patients  have  suffered  from  unavoidable 
problems  of  sampling,  which  make  their  conclusions  about  the  characteristics 
?ation'  ^  ,2^   °"  population  even  less  reliable  than  their  estimates  of  that  popu- 

Under  the  various  "liberal"  abortion  laws,  such  as  the  Scandinavian  laws 
and  the  American  Law  Institute  model  law,  legal  abortions  are  restricted  to 
certain  health-related  categories.  Thus,  only  abortion-seekers  who  can  success- 
fully present  themselves  within  those  categories  fall  into  the  study  population. 
Not  only  is  some  unknown  part  of  the  population  screened  out  of  such  a  sample, 
Dut  that  part  which  does  get  into  the  sample  is  constrained  to  represent  itself 
according  to  the  legal  criteria. 

4.1.'^  further  difl5culty  in  previous  studies  of  women  seeking  abortions  has  been 
the  absence  of  a  relevant  control  group,  with  which  abortion-seekers  could  be 
compared. 

A  study  without  these  biases  is  now  possible.  Hawaii,  which  in  March,  1970, 
became  the  first  state  in  the  nation  to  allow  abortions  essentially  at  the  re- 
quest of  the  woman.  The  state's  relative  geographic  isolation  makes  it  possible 
to  study  allabortion-seeking  women  within  a  delimited  population.  According 
to  the  new  state  law,  abortions  must  be  performed  in  hospitals,  .which  makes 
the  population  accessible  for  study.  Since  the  law  only  requires  the  woman  to 
meet  conditions  or  residence  and  length  of  gestation,  but  does  not  in  any  other 
way  restrict  the  criteria  for  the  abortion  itself,  most  of  the  usual  biases  of 
presentation  are  absent. 

rfcow'*/Ji!l^7!vf,^fMi^%!^T'^T^°Ln'?°'""?^,^^^^^'"*^^'  see  D.  Callahan.  Abortion:  Law, 
Lnotce  d  Morality  (New  York:  MacMillan    1970> 

ln^'^**L^rI^i^^\^^l,!uyi"?^^''^%''''*''"*!.°°Kl^^*^  i  ". 's  performed  by  a  licensed  nhyslclan 
in  an  accredited  hospital.  If  performed  before  the  fetus  Is  viable  outside  the  uterus  and 
^\t  Y«  "J^f  oT^^,*"^^  ^1f °  ^  resident  of  the  state  for  ninety  days  or  more  Immediately 
Pi«  1*°  ..  t 'l*'**''H2?-  ^v^  <??'-^.?*^^'*  ^^^^^  restriction  (not  contained  within  the  "abor- 
™o?«  1*^ /oa"?*  ^"^i°  tbe  "medical  practices"  act>  Is  that  anyone  under  the  age  of 
majority  (20)  must  have  parental  consent  for  medical  and/or  surgical  procedures 
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METHODS 


This  paper  is  based  on  data  from  a  pilot  study'  using  a  self -administered 
questionnaire  given  to  patients  at  two  large  medical  facilities  in  Honolulu 
during  the  period  from  June  1  ti  July  15,  1970.  The  questionnaire  was  given  to 
all  abortion  patients  at  hospital  admission,  and  was  filled  out  by  the  patient 
prior  to  the  abortion.  The  same  questionnaire  was  filled  out  by  maternity  pa- 
tients on  the  first  or  second  post-partum  day.  Participation  by  all  patients  was 

voluntary.  •<.,.  ^  4. 

Although  the  questionnaire  was  designed  to  reach  every  woman  admitted  to 
the  two  participating  hospitals  for  either  an  abortion  or  a  delivery  during  the 
data  collection  period,  there  were  two  groups  for  whom  questionnaire  data 
are  not  available:  those  who  refused  the  questionnaire,  and  those  who  were 
inadvertantly  missed.  . 

Usable  questionnaires  were  received  from  400  maternity  patients  ana  Zi^ 
abortion  patients.  There  were  56  refusals,  of  which  25%  (14)  were  maternity 
patients  and  75%  (42)  were  abortion  patients.  This  represents  a  97%  return 
rate  for  the  maternity  sample,  and  an  87%  return  rate  for  the  abortion  sample. 
Tabulation  of  the  demographic  data  from  hospital  charts  for  those  who  refused 
the  questionnaire  reveals  no  major  differences  between  respondents  and  non- 
respondents  in  either  the  maternity  or  the  abortion  population.  Those  who  were 
inadvertantly  missed  in  the  questionnaire  administration  likewise  appear  to  be 
a  random  selection. 

BESX7LTS  &  DISCUSSION 

The  reasons  most  often  cited  by  abortion  patients  as  the  major  cause  of  term- 
inating their  pregnancies  were  (1)  "I  am  not  married,"  (2)  "I  cannot  afford  a 
child  at  this  time,"  (3)  "A  child  would  interfere  with  my  education,  (4)  A 
child  would  interfere  with  my  job  or  other  activity,"  and  (5)  "I  think  I  am  too 
young  to  have  a  child."  (See  Table  I)  These  reasons  suggest  that  abortion-see^ 
ers  do  not  want  to  carry  their  pregnancies  to  term  because  they  do  not  meet 
certain  standards  of  marital  status,  income,  occupation,  or  age.  A  comparison 
of  maternity  and  abortion  patients  reveals  that  abortion  patients  actually  do 
meet  these  demographic  and  social  standards  to  a  considerably  lesser  degree 
than  maternity  patients.*  ,      ..^  o^ 

The  mean  age  of  the  abortion  population  is  22.5  years,  as  compared  with  ^4 
years  for  the  maternity  population.  However,  55%  of  the  abortions  were  first 
pregnancies,  as  compared  with  38.7%  of  the  maternities.  Taking  only  the  first 
pregnancies  among  the  two  populations,  the  abortion  group  is  still  consistently 
younger.  Among  155  first  pregnancies  in  the  abortion  population,  the  mean  age 
was  20,  while  for  150  first  pregnancies  in  the  maternity  population,  the  mean 

was  22  years.  ^  ^    ^  ^„  \.i„y^ 

The  age  distribution  of  the  abortion  population  shows  an  extremely  nign 

mode  at  age  20.  While  this  might  be  actual,  it  does  appear  to  refiect  the  legal 

requirement  of  parental  consent  for  surgical  procedures  performed  on  minors 

3  The  data  presented  below  were  collected  as  part  of  a  wide-ranging  study  of  preg- 
nancy, birth  control  and  abortion,  which  Is  being  conducted  ^rough  the  auspices  of  the 
University  of  Hawaii  College  of  Health  Sciences  and  Social  Welfare  An  allocation  from 
the  Hawaii  State  Legislature  to  the  University  of  Hawaii  School  of  ,PuWi^  Health 
facilitated  initiation  of  the  study,  and  a  supplemental  grant  from  the  Population  Councu 
Sorted  data  collection  during'^'the  first  year.  The  study  Is  designed  to  Permit  system- 
atic comparisons  among  various  groups  In  the  pregnant  population  :  women  who  attempted 
to  prevent  pregnancy  ;  women  who  did  not  attempt  to  prevent  pregnancy  ;  women  carry- 
ing pregnancy  to  term  ;  and  women  terminating  pregnancy  by  abortion  ^^^...^   __^    _ 

Data  are  being  collected  throughout  the  State  of  Hawaii  on  abortion  patients  and  a 
control  tampleff  maternity  patients,  from  hospital  charts,  self -administered  question- 
naires, and  in-depth  interviews.  These  three  instruments  provide  extensive  Information 
on  the  medical,  demographic,  psycho-social  and  attltudlnal  aspects  of  legal  abortion, 
within  the  broader  context  of  alternative  outcomes  of  pregnancy. 

3a  These  two  hospitals  represent  74.5%   of  the  abortions  reported  *iit°ie  state 

♦The  maternity  data  are  from  patients  in  the  hospital  for  delivery  during  Jun^Juy 
1970.  whTblcame  pregnant  too  soon  to  have  been  eligible  for  legal  abortions  in  Hawai 
The  comparison  is  thus  between  those  who  obtained  abort  ons  r'^£?„/i'^-\„^t,rfn<,  when 
available  locally  to  most  pregnant  women,  and  those  who  did  not  obtain  abortions  when 
they  were  available  (1)  llle|ally  locally.  (2)  legally  under  rare  circumstances  loc^^^^^^ 
and  (3)  legally  at  considerable  expense  outside  the  state  or  t^ie  country  This  compar 
ison  wUl  provide  the  base-line  data  for  a  future  report  on  '^^^ether  legalizing  abortion 
actually  makes  the  service  avaUable  to  a  larger  population  of  abortion-seekers. 
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(the  age  of  majority  in  Hawaii  is  20).  Thus,  the  two-year  age  difference  in  the 
mean  age  of  first  pregnancy  maternity  and  abortion  patients  represents  the 
minimum  age  gap  between  the  two.  Depending  on  the  size  of  the  group  whose 
actual  age  is  lower  than  that  reported,  the  abortion  population  may  be  even 
younger  m  relation  to  maternities.  In  either  case,  it  is  clear  that  those  women 
who  abort  their  first  pregnancy  tend  to  become  pregnant  at  an  earlier  age  than 
those  who  carry  their  first  pregnancy  to  term. 

"cJ^^  l^'^^ml^•  ^^^^^®  occupational  category  reported  by  abortion  patients  was 
student.  This  corroborates  the  finding  that  interference  with  education  was 
me  third  most  commonly  reported  reason  for  having  an  abortion.  Of  the  abor- 
tion patients,  41.5%  reported  current  employment.  If  those  students  who  did 
not  report  current  employment  were  added,  probably  well  over  half  of  the  abor- 
tion patients  were  engaged  in  non-domestic  activities.  By  contrast,  only  19% 
of  the  maternity  patients  were  employed.  Nearly  half  of  the  maternity  popula- 
tion reported  their  usual  occupation  as  housewife,  while  only  16  2%  of  the 
abortion  patients  reported  that  they  were  housewives.  Thus,  it  is  clear  that  a 
much  higher  proportion  of  maternity  patients  are  already  in  the  occupational 
position  most  easily  adapted  to  childbirth  and  infant  care,  while  a  high  propor- 
tion of  abortion  patients  are  committed  to  activities  outside  the  home  which 
would  be  interrupted  or  curtailed  by  childbirth. 

Financial  reasons  for  abortion  are  substantiated  by  the  income  distribution 
comparisons,  which  show  a  higher  proportion  of  abortion  patients  than  mater- 
nity patients  in  the  lower  income  brackets.  Moreover,  the  proportion  of  abortion 
patients  in  lower  income  brackets  is  more  than  that  of  the  state  income  distri- 
bution ;  thus,  abortion  patients  are  not  only  less  affluent  than  maternity  patients, 
but  also  when  measured  against  the  state  as  a  whole  (See  Table  II.) 

The  great  majority  of  the  women  under  21  in  both  the  maternity  (63%)  and 
abortion  (86%)  populations  were  unmarried  at  the  time  of  conception.  For  the 
young  woman  in  this  position,  there  are  three  possible  alternatives :  marriage, 
to  legitimize  the  birth  of  the  child ;  bearing  the  child  out-of-wedlock ;  or  abor- 
tion. Within  the  maternity  population,  half  chose  the  first  alternative,  and  mar- 
ried before  the  child  was  born,  while  the  other  half  remained  unmarried  when 
the  child  was  born. 

The  higher  proportion  of  abortion  patients  giving  the  reason  "I  am  not  mar- 
ried" for  having  an  abortion  indicates  that  these  women  either  were  imable 
to  marry,  or  refused  to  allow  pregnancy  to  become  the  reason  for  marriage.  At 
the  same  time,  they  also  rejected  the  alternative  of  bearing  a  child  while 
unmarried. 

The  percentage  of  single  (never-married)  women  drops  rapidly  with  age  in 
both  populations,  but  more  rapidly  among  maternities.  After  the  age  of  25,  the 
difference  in  the  percentage  of  married  women  between  the  two  populations  is 
largely  accounted  for  by  a  much  higher  proportion  of  separated,  divorced  and 
widowed  women  in  the  abortion  group.  (See  Table  III.)  Overall,  87.2%  of  the 
maternity  patients  were  married  at  the  time  of  delivery.  Thus,  the  women  who 
carry  their  pregnancies  to  term  seem  to  have  relatively  stable  family  situations 
into  which  to  bring  children,  while  abortion  tends  to  be  chosen  by  women  who 
do  not  have  those  family  conditions. 

CONCLUSIONS 

Demographic  and  social  characteristics  of  abortion  patients  have  been  com- 
pared with  those  of  a  control  group  of  maternity  patietns,  to  determine  whether 
the  reasons  for  abortion  refiected  the  abortion-seekers'  actual  social  condition. 
The  reasons  given  by  abortion  patients  pointed  to  factors  of  age,  occupation, 
marital  status,  and  income,  all  of  which  relate  to  the  capacity  to  provide  a 
satisfactory  environment  in  which  to  raise  a  child.  The  maternity  and  abortion 
samples  reveal  clear  differences  on  these  criteria.  Overall,  the  women  carrying 
their  pregnancies  to  term  are  in  a  better  position  to  provide  a  stable  home  for 
a  child  than  are  the  abortion  patients.  It  appears  that  abortion  patients  are 
objectively  evaluating  their  own  capacity  to  provide  for  a  child,  and  are  making 
a  decision  that  is  not  only  in  their  own  interest,  but  also  in  the  best  interest 
of  the  potential  child. 
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TABLE  I.— REASONS  MOST  FREQUENTLY  CITED  BY  ABORTION  PATIENTS 
(Up  to  3  reasons  per  respondent  coded) 

Number  of 
Reason  >  Number  patients 

I  am  not  married - -- 

I  cannot  afford  to  tiave  a  cliild  at  this  time --. 

A  child  would  interfere  with  my  education 

A  child  would  interfere  with  my  job  or  other  activity - 

I  think  I  am  too  young  to  have  a  child 

1  Other  possible  choices  were  "I  want  more  time  between  children;,,  "a  child  would  interfere  with  the  father's  educa- 
tion;" "I  already  have  enough  children;"  "a  child  would  interfere  with  the  father's  job  or  other  activity;"  "I  was  raped; 
"the  father  is  a  blood  relative;"  "my  husband  is  not  the  father;"  "I  am  concerned  about  over-population;"  "my  husband 
is  not  the  father;"  "I  am  concerned  about  over-population;  '  "my  marriage  is  too  shaky;"  "I  do  not  want  to  have  any 
children  at  all;"  "my  parents  do  not  want  me  to  have  the  child;"  "I  feel  that  lam  not  physically  strong  enough  to  have  the 
child;"  "medical  (please  give  reason)"  and  "other  (please  give  reason)." 


TABLE  ll.-FAMILY  INCOME  OF  MATERNITY  AND  ABORTION  PATIENTS,  COMPARED  WITH  STATE  INCOME  DIS- 
TRIBUTION* 


116 

36.0 

83 

25.7 

50 

15.5 

39 

12.0 

30 

9.0 

[In  percent] 

Maternity 

Abortion 

State 
distribution 

Under  $6,000                

27.7 
33.9 
38.3 

37.4 
28.7 
33.9 

18.4 

$6  000  to  $9  999 

22.9 

JIO  000  and  over 

58.7 

1  Data  on  State  income  distribution  calculated  from  table  47,  U.S.  Department  of  Commerce,  "General  Social  &  Economic 
Characteristics,"  1970,  PC  (1)-C13,  Hawaii. 


TABLE  lll.-MATERNITY  AND  ABORTION  PATIENTS'  AGE  AND  MARITAL  STATUS  AT  CONCEPTION 

[in  percent] 


Under  21         21  to  25         26  to  30         31  to  39  40  plus 


Maternity: 

Single 

Married 

Separated/divorced/widowed. 
Abortion: 

Single 

Married 

Separated/divorced/widowed . 


63 

22 

2 

6 

14 

36 

76 

96 

88 

72 

1 

2 

2 

6 

14 

87 

63 

27 

10 

0 

12 

27 

57 

71 

75 

1 

10 

16 

19 

25 

Aboetion  Law  Ideology  And  Reality 

(By  Patricia  G.  Steinhoff*,  Associate  Professor  of  Sociology  and  Roy  G.  Smith*, 
Professor  of  Maternal  and  Child  Health,  University  of  Hawaii,  Honolulu, 
Hawaii) 

There  are  presently  three  types  of  abortion  laws  in  the  United  States:  those 
which  prohibit  abortion  except  to  preserve  the  life  of  the  mother;  those  which 
specify  reasons  for  which  abortions  may  be  performed ;  and  those  which  do  not 
limit  the  reasons  for  which  abortions  may  be  performed.  The  traditional  pro- 
hibitive type  of  abortion  law,  permitting  abortion  only  to  save  the  life  of  the 
mother,  prevailed  until  the  mid-1960' s.  Abortion  laws  in  several  states  have"  been 
reformed  to  permit  abortion  for  limited  reasons,  although  they  still  hold  abor- 
tion in  general  to  be  criminal.  Hawaii,  New  York,  Alaska,  and  Washington  have 
passed  abortion  laws  which  do  not  limit  the  reasons  for  which  abortions  may 


♦  We  are  grateful  to  our  colleagues.  James  A.  Palmore,  Jr.,  and  Milton  Diamond,  for 
their  helpful  suggestions  on  an  earlier  version  of  this  paper. 
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h!h^J^°'*^^?-  These  laws  essentially  remove  abortion  from  the  realm  of  criminal 
behavior  and  make  it  a  medical  service  available  to  women  upon  requestTo^S 
LmHthe^r  a?ek?  ^^^^^^^'^^  ^^^^-^  ^^-^  ^ave  producedX' JaTetffSrS 
Regardless  of  which  law  prevails,  obtaining  a  legal  abortion  in  the  UnifPrt 
States  involves  at  least  three  parties:  the  State,  the  womanf Ind  tWXSn 
h.  if  f^"^  ^T\^f  "^^.^''  ^^'""^  conditions  and  for  what  reasons  abortSmav 
whSh  ''^.^^'^-  I^d.^Pe^dently  of  this,  women  determine  for  their  omi?eaSns 
r.c?.  f  they  want  to  terminate  a  pregnancy.  However,  physicians  S  in  s^me 
ThpTr  rfT?^'  ""'  certifying  boards  decide  which  abortions  win  be  i^rformS 
Their  practices  may  be  more  stringent  or  more  liberal  than  the  intSt  of  the 

Under  both  prohibitive  and  limited  abortion  laws,  the  physician  is  in  the  kev 

of  the?«w  wf '^^'?l.^*^^^^  '^^  ^^^•^^  ^^  ^i«  patients  and  the  requirements 
of  the  law.  We  would  therefore  expect  that  the  physician  who  is  Dhilosonhioallv 
in  agreement  with  women  who  want  to  terminate  unwanteTpregnancTes^U  be 
influenced  by  the  prevailing  attitudes.  When  he  feels  that  he  is  Sr  mo7e  sur^ 
veillance  by  the  law,  he  will  permit  fewer  abortions;  and  wLn  he  f^els  that 
he  has  strong  public  support,  he  will  permit  more  abortions,  even  though  the 
written  law  remains  constant.  tnougn  tne 

Where  abortion  has  been  legalized  and  decriminalized,  it  is  possible  to  exam- 
ieedToTa^borTon^T^X  ^^^^^^^'^h^  ^  Pregnancy,  as  well  as  th?  aJ?ual  mldfSl 
hfbitiS  /nrtH^f; J  I  %*^^''  ^^^"^  ^^  compared  with  the  formal  criteria  in  pro- 
hibitive and  limited  abortion  laws,  and  with  the  actual  diagnostic  classification 
used  as  justification  by  the  physician  under  those  conditions  classification 

^.^!?i  f ^  ^^u^^  requires  complete  data  on  all  legal  abortions  within  a  known 
popuation  base,  over  a  period  of  years  which  encompasses  a  change  from  a 
restrictive  abortion  law  to  full  legalization  of  abortion.  It  mus^  also  be  4ssTbll 

^hZ?/S'L^'-^^"'^^  ^^^^  '"i"^^"*  ^°  ^^^^ses  in  the  abortion  law  and^i?X 
climate  of  opinion  regarding  abortion. 

Sufficient  data  are  available  for  the  state  of  Hawaii.  The  state's  small  size 

wLriTJ'^''^''''''''\'^f''^''  '^''''''  ^^ta  collection  on  a  statewSe  bas?s 
iTio/.  Hawaii  became  the  first  state  to  fully  legalize  abortion  in  1970,  there 
bv  «  S.w?h1  cf  T''''?  data  base  on  the  subject,  which  was  soon  supplemented 
by  a  statewide  study  of  abortion  patients. 

METHODS 

fnJ?L^-^^''  'I.^M^^,^''  ?.^*^  ^'■'^'^  ^^^^'■al  sources.  Data  on  women's  reasons 
thrnnXn  ,?fhi  f  .^  ^^^^^l^^^T  "^^""^  obtained  from  questionnaires  distributed 
?fnH^^??^r.  ^  .-^^^^  .^^  ^^"^  H^^^"  Pregnancy,  Birth  Control  and  Abortion 
fetudy  (i).  Questiannaire  respondents  were  asked  to  check  their  most  important 
reasons  for  having  the  abortion.  A  list  of  twenty-one  possible  reasons  was 
^5,.!;  ^  u^  space  for  writing  in  additional  reasons.  Up  to  five  reasons  were 
coded  for  each  respondent. 

Hawaii  State  Department  of  Health  Statistics  on  therapeutic  abortions  were 
obtained  for  the  period  1961-1970  (2).  These  records  were  extracted  from  fetal 
death  certificates,  which  are  required  following  the  death  of  any  fetus  from  any 
cause,  regardless  of  length  of  gestation.  The  certificates  record  the  causes  of 
fetal  death  and  in  cases  of  induced  abortion  the  medical  reason,  diagnosis  or 
justification,  as  stated  by  the  physician. 

For  the  years  1967-1970,  data  on  therapeutic  abortions  were  also  collected 
from  hospital  charts  as  part  of  the  Hawaii  Pregnancy,  Birth  Control  and  Abor- 
tion btudy.  This  source  produced  a  considerably  higher  number  of  cases  than 
was  reported  to  the  Health  Department. 

Historical  data  were  collected  as  part  of  a  study  of  how  the  1970  Hawaii 
abortion  law  was  passed  (3).  Sources  include  legislative  records,  newspaper 
reports,  and  interviews  with  persons  involved  in  the  passage  of  the  law. 

FINDINGS  AND  DISCUSSION 

From  1870  to  1970,  Hawaii  law  permitted  abortion  only  to  save  the  life  of  the 
mother.  In  March,  1970,  a  new  law  went  into  effect  which  permits  abortions 
to  be  performed  by  licensed  physicians  in  accredited  hospitals  prior  to  the 
viability  of  the  fetus  outside  the  uterus  and  when  the  woman  has  been  a  resi- 
dent of  the  state  for  90  days  or  more  immediately  prior  to  the  abortion.  The  law 
requires  no  justification  for  the  abortion. 
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The  Demand  for  Abortion 

During  the  first  year  of  the  new  law,  3,643  induced  abortions  were  performed 
in  Hawaii.  Although  this  number  may  seem  small,  in  a  state  with  a  population 
of  769,913  and  a  crude  birth  rate  of  22.9  in  1970,  it  represents  a  ratio  of  one 
abortion  to  every  4.5  live  births. 

There  is  considerable  evidence  that  the  present  demand  was  not  the  product 
of  the  legalization,  but  had  existed  for  some  time  prior  to  it.  A  1969  study  of 
Hawaii  physicians'  attitudes  toward  the  legalization  of  abortion  revealed  that 
even  before  the  law  was  changed,  physicians  were  receiving  a  considerable 
volume  of  requests  for  abortion  from  their  patients  (4).  For  the  state  as  a 
whole,  this  demand  was  estimated  at  about  3,000  cases  per  pear,  which  is  close 
to  the  actual  number  after  the  law  was  passed.  Respondents  in  the  Hawaii 
Pregnancy,  Birth  Control  and  Abortion  Study  were  also  asked  what  they  thought 
they  would  have  done  if  abortion  had  been  illegal :  32.1%  of  the  abortion 
patients  said  they  would  have  attempted  to  obtain  an  abortion,  legally  or 
illegally ;  another  30%  said  they  would  have  tried  to  get  an  abortion,  but  if  they 
could  not,  they  would  have  had  the  baby.  Thus  an  estimated  2,200  persons  would 
have  sought,  if  not  obtained,  abortions  even  if  the  law  had  not  been  changed. 

Among  women  who  obtained  abortion  after  passage  of  the  new  law,  the  most 
common  reason  for  abortion  was  "I  am  not  married,"  which  was  given  by 
36.2%.  The  second  most  common  reason  was  "I  cannot  afford  a  child  at  this 
time,"  (32.4%).  The  reasons  "A  child  would  interfere  with  my  education"  and 
"I  feel  that  I  am  not  able  to  cope  with  a  child  at  this  time"  were  each  given 
by  22.8%  of  the  women.  The  reasons  "I  already  have  enough  children"  and  "I 
think  I  am  too  young  to  have  a  child"  were  each  given  by  14.7%  of  the  women. 
Overpopulation  concern  was  a  factor  for  9.5%  of  them,  and  only  2%  said  they 
did  not  want  to  have  any  children  at  all.  Since  up  to  five  reasons  were  coded 
per  respondent,  these  percentages  total  more  than  100  (5).  The  reasons  bear 
little  relation  to  medical  conditions.  Rather,  they  reflect  the  woman's  attempt 
to  cope  with  her  immediate  personal  situation. 

Comparison  with  the  Limited  Alternative 

At  the  time  Hawaii's  new  law  was  being  debated  in  the  State  Legislature,  an 
alternative  under  consideration  was  the  American  Law  Institute's  (ALI)  model 
abortion  law.  That  law  would  have  limited  abortion  to  instances  where : 

there  is  substantial  risk   that  continuance   of  the  pregnancy    (1)    would 
gravely  impair  the  physical  or  mental  health  of  the  mother,  or   (2)   that 
the  child  would  be  born  with  grave  physical  or  mental  defect,  or  (3)  that 
the  pregnancy  resulted  from  rape,  incest  or  other  felonious  intercourse.  All 
illicit  intercourse  with  a  girl  below  the  age  of  sixteen  shall  be  deemed 
felonious  *  *  *  (6). 
Data  from  the  first  year  after  legalization  of  abortion  reveal  that  only  a  small 
percent  of  abortions  performed  would  have  been  legal  under  this  alternative. 
Less  than  1%  of  the  abortions  performed  in  the  first  year  of  legalization  in- 
volved rape  or  incest.  Another  2.5%  were  performed  on  women  under  the  age 
of  sixteen,  and  thus  would  have  been  classified   as  felonious  intercourse  or 
statutory  rape. 

Even  after  legalization,  if  there  was  a  medical  reason  for  abortion,  it  was 
recorded  on  the  hospital  chart  by  the  physician.  Medical  reasons  reported  in- 
cluded risks  for  the  mother  as  well  as  potential  damage  to  the  child.  This  is 
used  to  estimate  the  incidence  of  medical  indications  for  abortion  under  the 
American  Law  Institute  definition. 

During  the  first  year  of  the  new  law,  61  abortions  were  performed  for  medi- 
cal reasons  and  nineteen  for  psychiatric  reasons.  Nearly  one-fourth  (19)  of  these 
eighty  cases  were  performed  to  prevent  the  birth  of  a  damaged  child.  This 
represents  31%  of  those  performed  for  medical  reasons. 

Among  the  remaining  61  cases,  many  of  the  reasons  would  have  been  classified 
unacceptable  or  questionable  grounds  for  therapeutic  abortion  if  strict  medical 
or  psychiatric  criteria  were  required.  In  five  cases  the  medical  reason  was  not 
even  specified.  Of  the  forty-two  abortions  performed  for  medical  reasons  related 
to  the  mother's  health  or  life,  54.8%  (23  cases)  were  for  reasons  which  would 
not  be  acceptable  under  the  ALI  definition.  These  included  such  conditions  as 
arthritis,  diabetes,  back  injury,  biopsy  of  the  right  breast,  cancer  of  the  colon, 
liposarcoma  of  the  right  thigh,  chronic  cervicitis,  Parkinson's  disease,  and  lUD 
in  the  wall  of  the  uterus.  Another  two  (4.8%)  were  questionable  (hemolytic 
anemia  and  one  heart  disease  case).  Among  the  19  abortions  performed  for 
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These  cases  were  rep^rtS  lariousTv  llZ.^f^.^''^  ''''^^'  *^^  ^^^  "^^^^^  law. 
tion  of  psychosis  or  s^Sltendencfes     ^^^'^'''^'^  *^^  ^^"'^^sis-  with  no  indica- 

tiot!^"i^piToS^e?y^'^^^^  -«^el  law  criteria  for  abor- 

Comparison  with  the  Prohibitive  Law 

during  the  first  year  of  the  new  law  ^      abortions  performed 

reirjtfor°ern7Xr*LsTg"''„?thlSeriTr  ""^'''"  ^'"'  "^^^''^'^ 

L'Slftf  Tt^arrtfo^nt  £Z^°™"^^ 

+  Lve  Births   SlWrth/?i,T''''  '•'"'°  ™?  calculated  as  follows:  Abortions 

?hP  niw^I      ^^-  To  compensate  for  this,  the  abortion  to  pregnancy  ratio  aS 
Hnnftr/h'^:,'^^'  calculated  two  ways:  first,  including  only  tSt^utic  Jbor 

rffoV  ^'^^^''°''''^i''^  ^°^  «^^^°^'  iiicluding  all  legal  abort  ons 
in^h!lnZtTl^  f-'^''^^  ^^*^  psychiatric  reasons  ffr  aboSSn  were  reported 
nn  nnr,  fh^  ^  abortion  population  at  a  rate  of  157.7  per  100,000  pregnancies  ii 
nP„S^  ov?^'.-^''*'^  abortions  are  excluded  from  the  denominator   If  noSJhe'ri- 
peutic  abortions  are  included,  the  rate  was  129.3  per  100,000.  The  rates  of  thlra 
peutu.  ^abortions  per  100,000  pregnancies  for  the  years  1961-1970  are  shoJ^  £ 

For  the  full  years  available  from  fetal  death  certificate  data  (1961-1969)  fhP 
?nr  S-!^?!''"^''  "^*'  I'.l^-^  ^'  ^^'^^-  Tl^^s  the  rate  of  abortions  S^meJ 
fS?.  w.=  fl^  '■^^f'''  whch  threatened  the  life  of  the  mother  was  lower  whin 

was  Official?  rTqJir^d':"""'''  "^^^"  '''  ^'^"-"^^  ^^^^  ^^^  -  reason  af  IS 
Most  situations  in  which  physicians  have  tended  to  report  therapeutic  ahor 
tions  unnecessarily  after  passage  of  the  law  may  be  ground  intoXee  ca?e' 
gories.  (1)  Some  physicians  and  patients  felt  that  the  te^  aSo^tion  caSed 
TZ^  ?i\^r'  "^^^'^^^  therapeutic  abortion  was  medically  and  sSuy  rii^ct 
able  (2)  In  some  cases,  insurance  coverage  was  available  or  charges  were  lower 
X*"S^;,^ti^c^^a^^^^^^^^^  '^  '''''''''''  ^^^  church-affiliated  hospital  ?eS 
These  situations  account  for  the  broad  range  of  non-life-threatening  medical 
and  psychiatric  reasons  for  abortion  given  by  physicians  after  passage  of  the 
new  law  However,  even  when  these  cases  are  omitted,  the  rate  of  abortions  ir 
f rTf/1  f'ly  S^°"^^^ly  life-threatening  medical  and  psychiatric  reasons  was  high- 
er after  the  passage  of  the  new  law.  This  suggests  that  restrictive  abortion  laws 
depress  the  rate  of  abortions  even  below  the  number  which  should  be  performed 
for  legitimate  medical  reasons. 

Variations  Under  the  Prohibitive  Law 

There  are  three  points  of  interest  within  the  decade  of  therapeutic  abortions 

l?JlT.W^^t^-J^^  ^ZV  ^°  ^^^'-^H  '•i^i^S  t'-^^d  shown  within  the  De 
partment  of  Health  figures.  The  second  is  the  unusual  high  of  269.9  therapeutic 
abortions  per  100,000  in  1965.  The  third  is  the  tremendous  increase  in  thera- 
peutic abortions  m  1969  and  1970,  shown  clearly  in  the  hospital  chart  data, 
and  reflected  to  a  lesser  extent  in  the  fetal  death  certificate  data. 

If  therapeutic  abortions  were  being  performed  strictly  according  to  prevail- 
ing Hawaii  law,  such  fluctuations  could  only  reflect  some  peculiar  variation  in 
the  number  of  pregnant  women  with  life-threatening  medical  problems  which  is 
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hiehlv  unlikely.  A  more  probable  hypothesis  is  that  physicians  were  performing 
thirapeutic  abortions  for  reasons  other  than  that  the  pregnancy  threaten^  the 
life  of  the  mother.  This  hypothesis  can  be  tested  by  examination  of  the  distri- 
bution of  actual  medical  reasons  for  therapeutic  abortion  as  reported  by  the 

^^^Tabie  2  shows  that  during  the  decade  1961-1970,  only  10.4%  of  all  therapeutic 
abortions  were  performed  because  of  medical  indications  which  could  have 
threatened  the  life  of  the  mother.  Another  29.2%  were  performed  for  psychiatric 
reasons  which  presumably  were  considered  to  threaten  the  life  of  the  mother 
(i.e.,  she  was  suicidal).  The  largest  number  of  therapuetic  abortions  (40.3%) 
were  performed  to  prevent  the  birth  of  a  defective  child,  despite  the  fact  that 
Hawaii  law  did  not  permit  this  as  a  reason  for  abortion.  Besides  the  9-^%  for 
which  no  reason  was  given,  10.4%  were  performed  for  medical  reasons  which 
neither  threatened  the  life  of  the  mother  nor  indicated  the  potential  birth  of  a 
defective  child.  Reasons  in  this  category  included  hypertension,  tuberculosis, 
diabetes,  anemia,  cerebrovascular  accident,  thrombophlebitis,  and  maternal  trau- 

""ciearirthe  phvsicians  were  mediating  between  the  demands  of  the  law  and 
the  needs  of  thei'r  patients.  While  they  did  not  perform  great  numbers  of  abor- 
tions without  reporting  some  medical  reason,  they  exercised  their  own  Judgment 
in  extending  the  medical  reasons  beyond  both  the  letter  and  the  intent  of  the 
law.  This  extra-legal  exercise  of  judgment  by  Hawaii  physicians  can  best  be 
understood  in  relation  to  its  historical  context.  

In  1965  Hawaii  experienced  a  severe  rubella,  or  German  measles,  epidemic. 
It  is  a  well-known  medical  fact  that  a  woman's  contraction  of  rubella  during 
the  first  trimester  of  pregnancy  may  result  in  severe  damage  to  the  fetus.  Blind- 
ness, deafness,  mental  retardation,  and  various  physical  defects  and  anomahes 
are  associated  with  such  exposure. 

At  that  time,  many  Hawaii  obstetricians  who  had  never  overtly  questioned 
the  legal  restrictions  on  abortion  .simply  began  to  perform  abortions  when  the 
pregnant  woman  contracted  rubella  and  in  some  instances  when  only  question- 
able exposure  had  occurred.  This  was  a  spontaneous  action  on  the  part  of  sev- 
eral individual  physicians.  It  was  never  officially  discussed  as  a  policy  matter 
by  the  medical  association,  but  it  became  well-known  withm  the  medical  com- 
munity. Moreover,  physicians  who  observed  rubella-exposed  pregnancies  would 
sometimes  suggest  therapeutic  abortion  as  an  alternative  which  was  available 

^'^OfTe^'SThSpeutic  abortions  performed  in  1965,  75%  (33)  were  for  rubella 
exposure.  Smaller  numbers  of  rubella  exposures  were  reported  as  reason  for 
abortion  in  other  years,  reflecting  in  part  the  course  of  the  epidemic.  When  the 
rubella  cases  are  removed  from  the  Department  of  Health  figures  for  1961-1970 
the  rate  of  therapeutic  abortions  per  100,000  levels  out  almost  completely  until 

"^^The^  physicians  performing  the  abortions  knew  they  were  violating  the  law, 
but  they  also  knew  that  both  the  medical  community  and  the  public  were  gen- 
erally sympathetic.  The  physicians  also  knew  that  they  were  quite  safe  from 
prosecution  due  to  the  complexity  of  the  system.  They  filed  fetal  death  certifi- 
cates with  the  Department  of  Health,  which  meant  they  were  not  concealing 
their  actions.  Bv  complying  with  the  certification  procedures,  they  were  also 
behaving  as  if  their  medical  procedures  were  legal  and  standard  medical  prac- 
tice in  the  community.  The  certificates  were  duly  recorded  at  the  Department 
of  Health  but  they  were  not  monitored  since  the  Department's  annual  published 
report  of  fetal  deaths  did  not  isolate  abortion  as  a  separate  category.  Until 
someone  was  interested  enough  to  tally  the  certificates  by  ^^^^f  Jey  remained 
effectively  buried.  Even  if  legal  action  were  undertaken,  multiple  habihties  were 
involved  The  physician,  his  consultants,  the  hospital  administration,  and  the 
woman  would  all  have  been  implicated,  thus  creating  a  very  complex  legal  proc- 
ess It  should  also  be  noted  that  in  nearly  one  hundred  years  of  prohibitive 
abortion  law  in  Hawaii,  only  three  persons  were  ever  tj;'ed  fpj  the  enme  of 
performing  an  abortion.  In  all  three  instances  the  woman  had  died,  th^e  abortion 
had  not  been  performed  by  a  physician,  and  the  abortionist  was  also  charged 

"^  Thrnexrsignificant  increase  in  induced  abortion  during  the  1961-1970  period 
occurred  in  1969-70.  Again,  historical  events  provide  the  necessary  clues.  Early 
in  1969,  Hawaii  State  Legislature  began  seriously  considering  abortion  law 
reform.  Hearings  were  held  in  both  the  House  and  Senate,  and  the  Hawaii  Med- 
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ieal  Association  testified  in  favor  of  the  ALI  model  law  type  of  reform.  A  bill 
of  this  type  passed  the  House  of  Repesentatives  by  a  comfortable  margin  in 
April,  and  was  sent  to  the  Senate.  After  hearings  and  deliberation,  the  bill  was 
held  up  in  committee  when  the  1969  legislative  session  ended  in  May. 

By  September,  key  legislators  and  commimity  leaders  were  advocating  com- 
plete repeal  of  the  abortion  law  as  an  alternative  to  the  ALI  limited  reform  bill. 
Momentum  for  abortion  law  repeal  grew  steadily  during  the  fall  of  1969.  Fol- 
lowing annoimcement  of  a  study  which  showed  that  Hawaii  physicians  favored 
repeal  (9),  both  the  Obstetrical  and  Gynecological  Society  and  the  Hawaii  Med- 
ical Association  announced  their  support  for  the  new  proposal  (10).  There  was 
growing  public  support  for  the  performance  of  abortion  at  the  request  of  the 
woman,  and  physicians  were  officially  coimted  among  the  advocates. 

In  November,  1969,  abortion  counseling  services  were  publicly  advertised  in 
Hawaii  by  a  group  of  local  clergymen.  The  usual  procedure  was  to  obtain  two 
psychiatric  consultations  from  sympathetic  and  cooperative  physicians,  certi^- 
ing  that  the  pregnancy  was  arousing  suicidal  tendencies  in  the  woman.  This 
made  it  possible,  for  any  qualified  physician  to  perform  a  therapeutic  abortion 
in  order  to  save  the  life  of  the  mother.  This  route  to  therapeutic  abortion  con- 
tinued until  the  new  abortion  law  went  into  effect  in  March,  1970.  Within  the 
smaller  number  of  cases  reported  on  fetal  death  certificates,  42.1%  of  the  abor- 
tions in  1969  and  74.1%  in  the  first  two  and  a  half  months  of  1970  (January- 
March  10)  were  performed  for  psychiatric  reasons.  The  increase  in  the  use  of 
psychiatric  reasons  for  abortion  is  even  more  sharply  delineated  in  the  hospital 
chart  data  (Table  4).  While  psychiatric  reasons  were  given  for  only  5.9%  of 
therapeutic  abortions  in  1967,  they  accounted  for  67.9%  in  1969  and  88.6%  in 
1970. 

The  effectiveness  of  the  Clergy  Counseling  Service,  the  groundswell  of  com- 
munity support  for  abortion  on  request,  and  the  sympathetic  cooperation  of 
physicians  are  all  reflected  in  the  geometric  increase  in  the  number  of  thera- 
peutic abortions  performed  during  this  period,  as  shown  in  the  hospital  chart 
data  in  Table  5.  The  rate  of  therapeutic  abortions  in  1969  was  nearly  six  times 
the  rate  in  the  previous  year.  Moreover,  the  number  of  cases  in  the  first  two  and 
a  half  months  of  1970  nearly  equalled  the  number  in  all  of  1969.  If  that  had 
been  maintained  as  the  rate  for  the  whole  year,  it  would  have  been  four  and  a 
half  times  the  1969  rate. 

Once  again,  Hawaii  physicians  mediated  between  the  requirements  of  the  law 
and  the  needs  of  their  patients  by  exercising  their  own  judgment  with  regard  to 
abortion.  Yet  the  rubella  cases  of  1965  and  the  psychiatric  cases  of  1969  and 
1970  are  quite  different  in  terms  of  the  physician's  relation  to  the  law.  In  1965, 
physicians  judged  on  the  basis  of  medical  consequences  alone  that  a  pregnancy 
ought  to  be  terminated  despite  the  law.  In  1969  and  1970,  the  physicians  made 
the  personal  judgment  that  the  law  should  not  restrict  women's  access  to  abor- 
tion, and  then  used  their  medical  role  to  facilitate  the  termination  of  pregnancies 
which  women  wanted  to  abort  for  non-medical  reasons. 

CONCLUSIONS 

Data  have  been  presented  comparing  the  actual  distribution  of  cases  when 
abortion  is  unrestricted  with  the  proportion  of  these  cases  which  vyould  have 
been  legal  under  alternative  laws.  Only  4.5-5.6%  of  the  abortions  performed 
would  have  been  legal  under  the  limited  ALI  model  law,  and  only  0.7%  under 
laws  which  prohibit  abortion  except  to  save  the  life  of  the  mother.  Yet  this 
latter  figure  represents  a  higher  rate  of  abortions  to  save  the  life  of  the  mother 
than  were  actually  performed  in  most  years  during  the  last  decade  when  that 
was  the  only  condition  under  which  abortion  was  permitted.  This  suggests  that 
when  abortion  is  generally  illegal,  it  may  not  be  available  even  to  those  who  are 
legitimately  entitled  to  it. 

Analysis  of  the  medical  reasons  for  therapeutic  abortions  reveals  that  physi- 
cians in  Hawaii  were  in  fact  performing  abortions  for  a  broader  range  of 
reasons  than  the  law  permitted.  Fluctuations  in  the  annual  rate  of  therapeutic 
abortions  are  explained  by  historical  circumstances  which  facilitated  a  looser 
interpretation  of  the  law  by  physicians.  These  periods  also  coincide  with  varia- 
tions in  the  reported  medical  reason  for  abortion. 

Physicians  played  an  active  role  in  mediating  between  legal  constraints  and 
patients'  needs  for  abortion.  Initially,  they  exercised  medical  judgment  which 
extended  beyond  the  limits  of  the  law.  Later,  they  used  their  medical  role  to 
help  implement  personal  judgments  by  bending  the  law. 
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The  second  step  might  never  have  been  taken  without  the  first  Had  phy^cians 
never  qSstioned  the  medical  limits  of  the  law,  they  might  never  have  questioned 
Sloverall  place  of  the  law  in  the  area  of  abortion.  Moreover,  they  translated 
heir  personal  judgments  into  action.  Physicians  were  able  to  use  the  medical 
roS  to  support  thiir  personal  judgment  on  abortion  largely  because  of  strong 
community  support  and  their  expectation  of  imminent  legal  change.  Yet  at  the 
sam^trme  they  were  in  the  forefront  advocating  through  legal  channels  as 
re^ecSd  memberrof  the  community.  Medical  support  for  repeal  of  the  abortion 
[aw  waTa  central  factor  in  the  Legislature's  willingness  to  take  such  a  drastic 
S  Because  of  the-rposition,  they  were  able  to  ask  the  Legislature  to  change 
?he  law   in  Iffect,  to  legalize  prevailing  illegal  practice  within  the  community. 


TABLE  l.-RATES  OF  THERAPEUTIC  ABORTION  PER  100,000  PREGNANCIES,  1961-701 


Fetal  death  certificates  Hospital  charts 


Year 


Number  of  Number  of 

Rate  cases  Rate  cases 


,Q,,                             .  22.8        (4).- - 

\lll - 39.4         (7) - - 

j964 ::::::::::::::::"—-  269.9          m—- - 

1966;::::::::::::-'-'."-'----- |[|          Uy 229.'7" (34) 

}967 -- - - -:  l\:l  V)        95.8          (1?) 

1968 - 120  5  (19)      511.4        (81) 

1969 -;::::::::::::::::::::::::::::::::::::::  ^mi  h)    ^  2,198.0          (70) 


2  Data  tor  Jan.  1-Mar.  10  projected  for  entire  year. 

TABLE  2 -REASONS  FOR  THERAPEUTIC  ABORTION  REPORTED  ON  FETAL  DEATH  CERTIFICATE  JANUARY  1961 
TABLt  Z.  ^^  ^^^    ^^^  ^^^^  (CLASSIFIED  BY  LEGAL  CRITERIA  FOR  ABORTION)' 

Percent  of 
therapeutic 
,      .     ..^                                                                                                abortions             Number 
Reason  for  abortion 

.     .                                                                                          29.2  45 

EcaUondi«onVfmVtherrLifVtVreateniVi(i6.4);n^^^^^^                               20.8  32 

Potential  damage  to  child g'y  15 

Reason  not  stated* 

1  Recalculated  from  data  provided  by  Research  and  Statistics  Office.  Df Part";ent «' "ealth,  State  of  Hawaii. 

2  The  reason  given  w^as  the  abortion  procedure  in  2  cases  and  amenorrhea  in  trie  sa. 

TABLE  3  -RATES  OF  THERAPEUTIC  ABORTION  PER  100,000  PREGNANCIES.  1961-70,  AND  ADJUSTED  FOR  RUBELLA 

CASES » 


All  cases 
All  cases     except  rubella 


22.8  (4)  22.8  (4) 

1961 - - - ,         33.4(6)  33.4(6) 

962-— - - -  ..         39.4  (7)  33.8  (6) 

1963 - .         69.4(12)  52.0(9) 

1964 269.9  (44)  55.2  (9) 

1965 - - - 93.6  (14)  40.1  (6) 

1966 "           81.2  (12)  47.4  (7) 

1967 - - -         61.6  (9)  41.1  (6) 

1968 - — - — ■:::    120.5  (i9)  95.1  (i5) 

1969 i;:::::::::;:::::""::::..;---!-— --  '78i.i  (27)  ^665.4 (23) 

1  Calculated  from  data  provided  by  Research  and  Statistics  Office.  Department  of  Health,  State  of  Hawaii. 
>  Cases  through  Mar.  10, 1970,  projected  to  whole  year  rate. 


57-676   O  -  76  -  48 
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TABLE  4.-REAS0NS  FOR  THERAPEUTIC  ABORTION  REPORTED  ON  HOSPITAL  CHARTS    1967-70  (MAR    10) 
(CUSSIFIED  BY  LEGAL  CRITERIA  FOR  ABORTION) i 


Jan.  1> 

Reason  1007      ,qco      ,„,„     Mar.  10, 
*'0'       1968       1969        1970 


Percent— 

MedicaL  unspecified 59 


Psychiatric 253                >;n  n  ^il  H 

IVIedical  condition  of  mother 353                 Sj-?  ??•?  88.6 

Potential  damage  to  child :::::::::::"        35:3         214  \lo           f? 

'^^^^ 0 0  2.5                     0 

NumbeI°o\''dksei::::::::::::::::::::::::::::::::::::       ^°y        ioy  ioy  mo 

>  Data  from  Hawaii  pregnancy,  birth  control,  and  abortion  study. 


Therapeutic  Abortions  Reported  on  Hospital  Chart, 
1967-1970* 


Rate  Per  100,000 


1569  511.4  I  81  cases 

1/1-3/10 

1970  __  r-^ 1 

I  70  cases  | 


Projected 
1970 


*Data  from  Hawaii  Pregnancy,  Birth  Control  and  Abortion  Study. 


we?e  admift^d'^'^Sl''^'^  questionnaire  was  given  to  abortion  patients  when  they 

gSstlo^aire  oar^^^^^  """^  ^^  '^'^  P""^^'"^  P'^"'  *°  abortioZ 

^Wo^  •   f       participation  by  all  patients  was  voluntary.  Questionnaires  were 

Sne  dIrLTthe  fostTerin'"  ,^^  l^'"'  ^"  "°^  ^^^^^  ab^ortronTt'ent  r?ceTve5 
o?U?ch  81  2I  rf fi?!?  wi^.  '  ques^onnaires  were  received  from  2,005  patients, 
fr..^  WT  •;  1  ^"^  ^l'^28)  were  usable.  The  availabUity  of  demographic  information 
cor?lctT  wLvm'^''^'  ^^  ri^.f  ^  ^^^  ^b°'-^i'^^«  "i^de  it  possible  to  identity  and 
Si  teL  revpX?'?'''^  V^'  non-response  bias  in  the  questionnaire  sampl 
sStfs  S  Pthnf.  I  ^  '""^^^  ''"'J'''^^  °^  b^^^  «n  the  variables  of  age,  marital 
?Sal  and  f^lti^nnr.-  ^^'  .^^^  ethnicity  this  was  due  to  both  questionnaire 
were  Ifalmos^  P^nSt  ^''r'u  ^^^^"b^tion.  Smaller  biases  in  marital  status 
frfrtT^^^  almost  entirely  to  faulty  questionnaire  distribution.  There  were  no  dis- 

on  S'  mar?tat?t«'t,  '"'^^H-^'^r'-^  '?  '^'  ^^°^*i«^  ^^^P^^-  ^  three-factor  weighting 
SSn-fesoXe  hi,  «^'  ^H^  ethnicity  was  apphed  to  account  'or  both  sources  of 
non  response  bias,  according  to  the  following  formula: 
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fCi+Ri+Ni\  A     (Ci+Ri) 
V         Cl         J  fyCi+Ri+  Ni 

Where  C  =  completed  questionnaires 
R  =  refused  questionnaires 
N  =  not  distributed  questionnaires 
P= total  number  of  groups 

The  weights  range  in  value  from  .55  to  4.95  with  82%  of  the  weights  between  the 

"^^TtLsb  date  were  provided  by  courtesy  of  the  Research  and  Statistics  Office, 

Dept.  of  Health,  State  of  Hawaii.  ^,      t,       ^  j.-       r^         -i  ^     A/r-u^», 

(3)  This  study  is  supported  by  a  grant  from  The  Population  Council  to  Milton 

Diamond.  Data  used  were  collected  by  the  author,  and  their  use  herem  does  not 

'l!fsmlth'"R'''G"'B'Sln?er^nd  G.  Goto.  "Physicians'  Attitudes  on  the 
Aboiio^Sw^  taai?  MeS  Journal,  Jan.-Feb.,  1970,  Vol.  29,  No.  3  p.  210. 

(5)  Smith,  R.  G.,  M.  Diamond,  P.  Steinhoff,  and  J.  Palmore.  "Abortion  in 
Hawaii:  The  First  Year",  Report  to  the  Legislature,  State  of  Hawau,  January  24, 

^^(1)  House  Bill  No.  61,  a  bill  for  an  act  relating  to  abortion  Feb.  24  1969,  State 
of  Hawaii,  Fifth  Legislature.  Numbers  in  parentheses  added  for  clarity. 

(7)  Dr.  George  Goto,  Chairman  of  the  Legislative  Committee,  Hawau  Medical 
Association,  personal  interview,  January,  1972.  TTo-ncraii  i«Q- 

(S)  The  Territory  vs  Hart,  35  Hawaii  582;  The  Territory  vs  Young,  37  Hawau  189, 
The  Territory  vs  Decorian,  38  Hawaii  121.  -r^iio+Jti 

(9)  "96%  of  Doctors  in  Abortion  Poll  Back  Change",  Honolulu  Star  BuUetin, 

^'aor'New  Support  to  Repeal  Abortion  Law",  Honolulu  Star  Bulletin,  Decem- 
ber 16,  1969. 

[From  TIME,  September  1971] 
Genetics  foe  the  Community 

Few  legacies  are  more  lethal  than  Tay-Sachs  disease,  a  rare  ailment  that 
occurs  almost  exclusively  among  Jews  of  Eastern  European  ancestry  Caused  by 
an  inherited  enzyme  deficiency,  the  disease  begins  to  affect  "^ff^^^,?^  at  about 
six  months  of  age,  causes  brain  deterioration,  and  usually  kills  the  patient 
before  his  fifth  birthday.  Science  has  yet  to  discover  either  ^^ure  or  a  treat- 
ment. But  doctors  at  Baltimore's  John  F.  Kennedy  Institute  believe  that  they 
can  nrevent  it  In  a  unique  experiment  to  bring  genetics  to  the  community, 
?S?y^are  seekfng  to  Mentify  those  who  carry  the  deadly  Tay-Sachs  gene  so  that 
the  birth  of  doomed  infants  can  be  avoided.  -^^^sa^  .nc^nTr^^nVq 

The  Baltimore  program  owes  its  origin  to  several  recent  scientific  discoveries 
in  the  field  of  molecular  biology.  One  was  the  identification  of  the  enzyme  hexo- 
iaminidase-A  the  lack  of  which  causes  Tay-Sachs  disease.  Another  was  the 
deXpment  of  a  technique  for  taking  cells  from  tl^e  amniotic  fluid  the  clear 
amber  liquid  in  which  the  developing  fetus  floats,  and  analyzing  the  cells  for 
?K  presence-or  absence-of  the  essential  enzyme.  The  most  important  step, 
howevS,  perfecting  a  simple  blood  test  to  identify  adults  who  carry  the 
defective  gene  but  are  themselves  unaffected  by  it. 

PULPIT  PAETICIPATION 

The  screening  campaign  is  being  conducted  ^y  Dr.  Michael  Kaback  Z^M^fi 
ant  professor  of  pediatrics  at  the  Johns  Hopkins  V^i^^f-fty  School  of  Med^- 
cine  and  Dr.  Robert  Zeiger  of  the  National  Cancer  Institute.  Says  Kaback .  A 
successful  genetic  counseling  program  requires  three  tilings.  First  the  popula- 
tion at  risk  must  be  easily  identifiable.  Second,  there  X-5/?hPre  must  be  a 
pensive  method  of  detecting  carriers  of  the  disease  Third,  there  must  be  a 
means  of  diagnosing  the  disease  in  utero."  Many  diseases  meet  two  of  the 
three  criteria.  Tay-Sachs  is  the  onty  disease  that  meets  all  tbree. 

Ther^  are  more  than  240,000  Jews  in  the  Baltimore-Washington  area  and 
the  doctors  decided  to  focus  on  those  most  likely  to  bear  children  80  0^^ 
people  between  the  ages  of  18  and  43.  To  reach  and  test  this  high-risk  popula- 
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tion  Kaback  and  Zeiger  sought  the  support  of  local  rabbis  and  leaders  of 
Jewish  organizations.  Few  refused  to  provide  it.  Rabbis  took  to  thefr  nulni?^ 
0  inform  the  r  congregations  about  the  disease  and  to  urge  them  trXt?cimtf 
^n?«  nf  r^'^f^'^  •^^'^^^'^  "^'^^^^'^  organizations  not  only  dStribS  tW 
Ss"  sarKabnc'lf^'^:'^'^  volunteers  to  conduct  the^ctual  s frLTngs. 
AT   '    f^      ?o^^^^'     ^^^  ^  program  by  the  community  for  the  communitv  " 

th^Srt/^''  ^'^^  ?'°??'  ^'^^^  °^  ^^^^  y«""^  ^^"ied  couples   showT  up  for 
the  first  screening  in  May  at  a  Bethesda  synagogue.  Housewives  handl^  thP 

HTnirnT'^^rr'^'ll^^.'r'r'  ^"^'"^•^^'  ^^^"^  ^^  thim  interns  frrmJohnsHSkns 
Hospital,  drew  the  blood  samples  which  were  then  sent  to  the  Kennedy  InsS 
tute  for  analysis.  Since  then,  nearly  6,000  more  people  have  turned  JutsiSr 
sessions  at  community  centers  and  religious  schools.  AH  were  IskeS    ZuS 
not  required,  to  pay  $5  to  help  cover  the  cost  of  the  program    which '  is  sZi 

Sost^'an  d'ld  ''V'iV'^''''^^  Department  of  Health  fnd   Mental  Hygrne 
Almost  all  did,  for  the  screening,  even  if  it  should  lead  to  further  testine  and 

WhT^M^  ^^'''"^°'  K^  ^^'^^^^  compared  with  the  agony  of  hiv  ng  a Vay 
before  t£e  child  Ses.^^^^  "'  *^'  astronomical  medical  bills  that  acfumSte 


CHAIN  LETTER 


Thus  far,  the  screening  program  has  produced  few  surprises  Kaback's  team 
has  Identified  individual  carriers  at  the  rate  of  about  one In  30  Because  th^ 
FvPn'ff'wr"^''  bf^  P^^^^^ts  must  carry  it  for  their  children  to  be  In  Sanger 
Even  If  both  parents  do  have  the  trait,  the  chances  of  the  child  getting  Tav- 

hJf'h  hn«h»T  '^/^"?;  ^'  ^^''  '^^  P^«^^^°^  ^^«  identified  four  coSpfes  S  w^ch 
both  husband  and  wife  are  carriers.  They  will  be  able  to  avoid  the  experience 
of  two  women  who  found  out  about  the  disease  the  hard  way  Onl  was  se?en 
months  pregnant  with  her  second  child  when  she  was  toM  that  her  first  hid 
Tay-Sachs  disease.  She  had  to  worry  through  the  remaining  two  months  before 

pJf^Jfoifo^ii^^.r^^l.'^*^**  ^^^  ^^^^P^d  t^e  a^f"l  inheritance    When  the 

n  h«T     ^•^K*^^  ^^i.^^'''^  ^^i^d  ^'^"Id  ^^^^  Tay-Sachs  disease,  she  elec  ed 

to  have  an  abortion.  The  second  mother  of  a  Tay-Sachs  child  allowed  herself 

aeS^L'It?^7:,lff?^^^^^^^  ^^^-  '^^'  ^-^^^^^^  ^-*«  -"^<^  ^-ide^he^ 
"Four  months  ago,  98%  of  the  Jews  in  the  Baltimore-Washington  area  had 
never  even  heard  of  Tay-Sachs  disease,"  says  Dr.  Kaback.  "Now,  95%  know 
iT  Vnf  .  1  More  important,  a  significant  number  are  doing  something  abouT 
deffcHvP  !Lf  l^.^^  '"^l"^?"?  continuing  to  have  themselvel  screened  for  the 
defective  gene,  but,  in  chain-letter  fashion,  many  of  those  found  to  carry  the 

Evenh^^iw 'Ih'^'^i^  H^-^^  "'^^"^"'  ^"  "^^^  t^^t  they,  too,  be  tested       "^ 
hazards    siv.  K^^ni   ^^rl^^   approach    could   be   applied    to    other   inherited 
nazards.  Says  Kaback:  "There  is  nothing  experimental  about  our  tests    Thev 
are  accurate  and  effective.  What  is  expe?imeS.l  is  the  program  itself   We're 
trying  to  see  if  we  can  deliver  genetics-education  and  counseling-to  a  largi 

oZZfpi^hJ'.V^^  ^'  '^^  Baltimore-Washington  area's  Jewish  fommiiity  fs 
concerned,  the  effort  is  succeeding. 


University  of  Minnesota, 

DEPARTMENT  OF  OBSTETRICS  AND  GYNECOLOGY,  MeDICAL  ScHOOL 

Hon.  Senator  Birch  Bayh,  Minneapolis,  Minn.,  April  3, 1974. 

Chairman,  Senate  Subcommittee  on  Constitutional  Amendments  of  the  Judi- 
ciary Committee,  Old  Senate  Office  Building,   Washington,  D.C. 
ow^  Senator  Bayh:  The  abortion  dilemma  in  the  United   States  is  but 
There  ^.fnfi'"'-  'V'''^   to  divide   and    separate   American   from   American 
«n   nhClf  ?^-^  simple  or  satisfactory  answer  to  this  problem.  As  a  citizen,  as 

r^Jr^'..^"''!f  vF''^'^.'*^''^'^*'   ^°<^   ^«   a   medical   educator,   I   appreciate   y.ur 
Committee's  deliberation  on  behalf  of  all  Americans  ^ 

No  doubt  data  will  be  presented  both  pro  and  con  abortion,  and  I  wish  your 
Committee  much  success  in  its  attempt  to  establish  an  answer  to  the  question 
SL^cf^K^""'^''  }'^^  P^l'""^-  ^  d°  ^^*  ^^^^^""^  that  the  present  state  of  science 
flJ^^l  *^^t,S"^«tion  to  be  medically  answerable.  Attempts  to  decide  this  issue 
it  fiil'  P°^^*^<^^"y  OJ"  medically  are  frustrating  in  their  lack  of  ultimate  truth, 
or  their  permanence.  These  questions  have  long  eluded  the  deliberation   of 
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many  cultures  and  individuals,  but   I   wish  to   draw  your   attention   to   two 
sensitive  areas  that  may  have  escaped  your  deliberations.  ,,i,Hva  tn 

The  first  deals  with  the  fact  that  the  present  state  of  affairs  relative  to 
abortion,  has  allowed  a  previously  disguised  socio-medical  problem  to  surface. 
All  attention  has  been  drawn  to  the  number  of  fetal  lives  lost,  rather  than 
to  the  fact  that  these  conceptions  (65%  in  the  14-22  year  old  group  occur  at 
all  Regardless  of  the  local  or  national  laws,  women  will,  at  the  risk  of  their 
mortality,  obtain  an  abortion.  Since  the  liberalization  of  abortion,  the  maternal 
mortality  due  to  "botched"  or  criminal  abortions  has  fallen  precipitously.  In 
some  large  metropolitan  hospitals,  septic  abortions  has  become  a  disorder  of 
only  the  textbook.  The  data  on  this  is  very  clear.  The  argument  has  not  been 
strongly  made  that  for  the  first  time  we  have  the  opportunity  to  practice  the 
preventive  aspects  of  our  specialty.  We  have  spent  far  too  much  money  and 
effort  arguing  the  relative  good  and  evil  of  abortion,  rather  than  raising  the 
general  level  of  awareness  of  our  people  and  educating  our  people  as  to  the 
inherent  risk  of  their  sexual  behavior.  If  citizens  are  to  have  intercourse  why 
should  they  risk  conception?  Only  because  they  have  been  leit  ignorant  and 
unmotivated  as  to  the  consequences  of  this  act.  If  it  is  possible  to  motivate  a 
nation  of  people  to  conserve  energy  by  turning  a  thermostat  down  it  must  be 
possible  to  motivate  them  in  less  destructive  patterns  of  sexual  behavior. 

To  legislate  restrictive  laws  will  not  abolish  abortion.  If  this  were  true, 
the  problem  would  be  simple.  Restrictive  legislation  will  only  serve  to  drive 
the  problem  underground  again,  where,  like  a  malignancy,  it  continues  to 
destroy  our  will,  intellect  and  resources.  Dealt  with  preventively,  we  can  save 
lives,  both  the  wanted  lives  of  mother  and  child. 

The  second  area,  that  is  only  now  starting  to  make  its  impact,  is  a  purely 
economic  one.  It  has  not  escaped  our  Presidenfs  attention  that  the  welfare 
rolls  are  down  for  the  first  time  in  30  years.  This  is  not  due  to  improved  orga- 
nization or  training  programs,  but  is  primarily  a  reflection  i.^^/he  decrease  of 
federal  subsidies  to  aid  to  dependent  children,  lour  committee  is  far  more 
aware  of  these  figures  than  I.  The  California  figures  would  lead  me  to  believe 
that  per  avoided  obstetrical  delivery,  approximately  $1,478  is  saved  m  the  case 
of  each  unwanted  pregnancy.  This  would  amount  to  many  millions  of  dollars  m 

*^InXmmary!^l''doubt  the  ability  of  any  group  of  men  to  uncover  the  absolute 
truth  as  to  when  "human"  life  begins.  I  have  been  taught  and  I  teach  that  the 
solution  to  a  medical  problem  begins  with  an  intelligent  statement  of  the  prob- 
lem It  proceeds  with  the  description  of  the  etiology  of  the  disease  process  m 
detail,  with  attention  to  the  manifestations  of  the  disease  A  cure  is  only  pos- 
sMe  when  one  has  dealt  with  reality.  A  painful  reality,  in  this  ea^.  because 
it  concerns  our  unborn.  To  deal  with  the  problems  by  any  other  route,  does 
not  allow  for  the  intervention  of  preventive  methods  ^^.^  i„^r.o«« 

Finally,  the  economic  impact  of  "unwantedness"  is  certain  to  pose  increas- 
ingly greater  pressure  in  future  decades.  Painfully,  but  unashamedly,  we  must 
also  consider  the  "cost."  ,      ,       , 

It  is  the  hope  of  many  physicians  and  concerned  citizens,  that  the  legal 
climate  in  our  country  will  give  us  the  time  to  understand  the  abortion 
dilemma  and  eliminate  the  excessive  fetal  wastage  by  preventative  education 
and  the  universal  availability  of  family  planning  services  as  a  part  ot  com- 
prehensive health  care  services.  _  i„/i„^  +1,0 

It  is  my  hope  that  it  will  be  the  character  of  Americans  to  acknowledge  the 
problem,  deal  with  the  reality,  and  heal  our  divisions. 

Respectfully,  ^^^^^^  ^  ^^^^^^  ^^   ^^ 

Assistant  Professor,  Obstetrics  and  Gynecology. 
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Mongolism  Preventable  by  Amniocentesis* 

An  Appraisal  of  the  Genetic  Considerations 
J.   B.  Bodensteiiier.  H.  Zellweger 


Th, 


HE    development    of     prenatal    cytogenetics 

(chromosomal  analysis  of  amniotic  fluid  cells)  has 
opened  a  new  avenue  of  disease  prevention.  It 
amniocentesis  and  prenatal  karyotype  determina- 
tion were  feasible  in  every  pregnancy,  the  births 

•  This  investigation  was  supported  by  the  National 
Genetics  Foundation,  Inc.,  and  a  Special  Project  MR 
12,  HEW,  Children's  Bureau,  Clinical  Research  in 
Mental  Retardation  and  Genetic  Study. 

From  the  Department  of  Pediatrics,  Univcisitv  of 
Iowa,  Iowa  City.  Iowa  .'i22in. 


of  infants  born  with  chromosomal  aneuploidy  (an 
abnormal  number  of  chromosomes)  could  be  made 
wholly  preventable.  However,  presently  available 
methods  are  so  complicated  and  expensive  as  to 
make  such  tasks  uneconomic  and  technically  im- 
possible. Thus,  prenatal  chromosomal  analysis  is 
limited  to  high  risk  pregnancies,  i.e.,  to  pregnan- 
cies  carrying  a  risk  of  at  least  one  per  cent  to  end 
in  the  delivery  of  an  aneuploid  child. 

The  following  discussion  will  be  limited  .to  mon- 
golism and  the  number  of  such  high  risk  pregnan 
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cies  within  an  American  population  of  three  mil- 
lion people  (population  of  the  State  of  Iowa)  with 
approximately  50,000  live  births  per  year. 

Five  groups  of  women  who  have  a  high  risk  of 
giving  birth  to  a  mongoloid  child  can  be  distin- 
guished: 

Group  1.  Women  40  years  of  age  and  over. 
Group  2.  Women  35  to  40  years  of  age  with 

a  previous  mongoloid  child. 
Group  3.  Mongoloid  women. 
Group  4.   Parental   mosaicism   with   a   21    tri- 

somic  cell  population. 
Group    5.    Familial    translocation    (G/G    and 

D/G). 

Group  I.  This  is  the  largest  of  the  five  groups. 
A  recent  study  revealed  that  during  the  two  years 
1967  and  1968.  in  the  Iowa  population  of  approxi- 
mately three  million  mentioned  above,  1,920  in- 
fants were  born  to  mothers  age  40  and  over.  Thus, 
one  may  estimate  that  in  such  a  population  the 
births  to  such  high  risk  women  will  amount  to 
about  1.000  per  year.  To  check  on  the  number  of 
mongoloids  born  to  these  mothers,  we  sent  ques- 
tionnaires to  all  physicians  who  had  signed  their 
birth  certificates  during  1967  and  1968.  Study  of 
the  data  after  two-thirds  of  the  answers  had  been 
returned  showed  one  mongoloid  child  per  66  in- 
fants born  to  mothers  40  to  45  years  of  age,  and 
one  mongoloid  child  per  21  infants  born  to  moth- 
ers aged  45  years  and  over.  On  the  average,  then, 
about  two  per  cent  of  the  children  born  to  Group 
1  women  would  be  mongoloid.  This  incidence  is 
in  agreement  with  data  reported  by  other  investi- 
gators (Nadler  s  and  Wahrman  «).  We  conclude, 
therefore,  that  about  20  cases  of  mongolism  could 
be  detected  by  amniocentesis  and  chromosomal 
analysis  of  amniotic  fluid  cells  during  prenatal  life 
of  each  1,000  Group  1  high  risk  women. 

Group  2.  Mothers  who  have  already  had  one 
mongoloid  child  are  believed  to  have  a  somewhat 
higher  risk  of  giving  birth  to  another  mongoloid 
child.  The  risk  is  said  to  be  about  three  times 
greater  than  that  of  mothers  of  the  same  age  with- 
out a  previous  mongoloid  child.  The  mongolism 
incidence  with  all  mothers  aged  35  to  40  is  about 
one  in  250;  thus  it  would  be  one  in  80  for  those 
m  this  age  group  with  a  previous  mongoloid  child 
—in  other  words,  slightly  over  one  per  cent.  In 
the  population  under  discussion,  6,000  of  the  total 
of  50,000  live  births  per  year  are  born  to  mothers 
m  this  age  period.  Other  data  have  shown  that 
about  40  of  these  may  previously  have  given  birth 
to  a  mongoloid  child.  Thus,  Group  2  of  high  risk 
pregnancies  would  number  about  40.  We  should 
expect  to  uncover  approximately  one  21  trisomic 
fetus  every  two  years  by  amniocentesis  of  the 
women  in  Group  2 

Group  3.  This  group  is  comprised  of  pregnant 
mongoloid  girls  (Mongoloid  men  have  not  fathered 
anv  children,  as  fai  as  we  know).  Fifty  per  cent  of 


the  zygotes  of  these  women  are  21  trisomic  but 
there  is  a  high  prenatal  wastage  of  21  trisomic 
fetuses;  hence  the  risk  of  a  trisomic  infant  is  only 
about  10-15  per  cent.  However,  pregnancies  among 
mongoloid  girls  are  very  rare.  In  the  last  40  years, 
only  one  such  case  was  observed  in  the  population 
discussed  here.  Not  more  than  17  mongoloid  girls, 
with  altogether  23  pregnancies,  have  been  collected 
from  the  world  literature  (R^thord  et  al.^).  The 
number  of  high  risk  women  in  Group  3  is,  there- 
fore, negligible,  and  since  sterilization  or  even 
hysterectomy)  has  been  proposed  as  being  indi- 
cated for  some  mongoloid  girls  (Zellweger  et  al.^) 
it  is  even  more  negligible. 

Group  4.  Fathers  as  well  as  mothers  who  possess 
chromosomal  mosaicism  with  a  21  trisomic  cell 
population  show  a  high  though  not  precisely  pre- 
dictable risk  of  having  more  than  one  mongoloid 
child.  The  magnitude  of  the  risk  depends  on  the 
prevalence  of  21  trisomic  spermatogonia  or  ovo- 
gonia,  respectively.  If  a  21  trisomic  gonadal  stem 
cells  goes  into  meiotic  division,  the  risk  would  be 
the  same  as  that  mention  for  Group  3  high  risk 
women.  Before  the  method  of  prenatal  karyotyp- 
ing became  available,  sterilization  was  often  con- 
sidered for  individuals  with  such  mosaicism.  Pre- 
natal chromosome  analysis  has  now  replaced  the 
indication  for  sterilization,  provided  religious  con- 
siderations do  not  preclude  such  procedure.  In  the 
large  body  of  case  material  studied  in  our  Cyto- 
genetic Laboratory  about  one  per  cent  of  the  mon- 
goloid children  were  found  to  be  born  to  a  father 
or  mother  with  chromosomal  mosaicism.  Thus, 
within  a  population  having  nearly  50,000  live 
births,  not  more  than  one  to  two  mongoloids  due 
to  parental  mosaicism  may  be  expected  per  year. 
Whether  or  not  such  parents  would  reproduce  fur- 
ther remains  questionable.  Thus,  Group  4  high 
risk  pregnancies  are  negligible  in  number  also. 

Group  5.  In  the  presence  of  a  chromosomal  trans- 
location, the  empirical  risk  of  a  mongoloid  off- 
spring is  about  ten  per  cent  if  the  mother  carries 
a  balanced  15/21  or  21/22  translocation,  and 
about  four  per  cent  if  the  father  carries  a  similar 
translocation  in  balanced  form.  The  risk  increases 
to  100  per  cent  if  one  parent  carries  a  balanced 
21/21  translocation  (Zellweger');  a  parent  carrying 
such  a  translocation  in  balanced  form  should  be 
sterilized.  Somewhat  less  than  two  per  cent  of  all 
mongoloids  studied  in  our  Cytogenetic  Laboratory 
were  ascribable  to  a  parental  translocation.  We 
conclude,  therefore,  that  studies  for  a  parental  bal- 
anced translocation  would  not  add  substantially 
to  the  case  load  in  a  prenatal  karyotype  pro- 
gram. •* 

••There  is  some  presumptive  evidence  that  in- 
creased satellite  association  in  one  or  both  pyrents 
may  facilitate  meiotic  non-disjunction  and  may  repre- 
sent an  increased  risk  of  having  aneuploid  offspring. 
However,  further  studies  are  needed  before  increased 
satellite  association  can  be  considered  as  a  sixth  indi- 
cation to  prenatal  chromosomal  analysis 
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With  a  population  of  50,000  live  births,  there- 
fore, prenatal  chromosomal  analysis  of  llie  approx- 
imately 1,000-1,100  high  risk  pregnancies  which 
would  be  selected  for  these  studies  according  to 
the  classification  listed  above  should  allow  the  ad- 
vance detection  of  about  20  cases  of  mongolism 
per  year.  In  other  words,  about  one-fourth  of  all 
mongoloids  expected  to  be  born  per  year  in  such 
a  population  could  be  recognized  very  early  by 
such  a  program.  Non-scientific  (religious  and  legal) 
aspects  of  preventive  abortion  will  not  be  consid- 
ered here. 

What  Would  Such  an  Identifying 
Program  Cost? 

Gynecologic  examinations  and  amniocenteses  of 
over  1,000  high  risk  women  would  require,  in  the 
aggregate,  a  half  time  gynecologist  and  a  half  time 
nurse.  Since  one  well  trained  technician  can  per- 
form about  120  chromosomal  analyses  per  year,  a 
cytogenetic  laboratory  with  nine  well-trained  tech- 
nicians would  be  needed.  The  initial  cost  of  equip- 
ping such  a  laboratory  would  be  about  $100,000. 
Thus  the  salaries  of  a  half  time  gynecologist,  a 
half  time  nurse  and  nine  technicians,  plus  the  cur- 
rent operational  costs  of  maintaining  such  a  clinic 
and  laboratory,  would  amount  to  somewhat  less 
than  $200,000  per  annum. 

What  Would  Be  the  Financial  Benefits  of 
Such  a  Program? 

Many  of  the  mongoloid  patients,  and  notably 
those  bom  to  older  mothers,  sooner  or  later  come 
to  institutionalization  in  one  of  our  State  schools 
for  the  mentally  retarded.  Present  cost  for  one  pa- 
tient per  year  in  one  of  these  institutions  (in  the 
Sute  of  Iowa)  amounts  to  approximately  $7,000 
per  year.  Neel  *  has  estimated  that  the  lifetime  ex- 
pense of  one  single  mongoloid  child  amounts  to 
$180,000.  Even  taking  account  that  some  mon- 
goloids have  a  limited  life  expectancy,  it  is  ob- 
A-ious   iliat   prevention   of   the   above   number   of 


mongoloids  would  lead  to  savings  which  are  at 
least  ten  times  greater  than  the  cost  of  the  whole 
diagnostic  operation. 

In  this  Commentary  we  have  considered  only 
mongolism,  but  obviously  a  variety  of  other  chro- 
mosomal anomalies  could  be  detected  and  ulti- 
mately prevented  by  the  same  operational  mech- 


Final  Comment 

Every  clinician  dealing  with  mongolism  and 
other  chromosomal  anomalies  is  well  aware  how 
much  grief  and  sorrow  arises  from  the  arrival  of 
such  a  child  in  the  family,  and  how  many  families 
suffer  permanent  consequences  (divorce,  maternal 
suicide,  neglect  of  other  children)  from  it.  Pre- 
vention of  these  tragedies  alone  would  make  a 
preventive  program  worthwhile,  not  to  say  man- 
datory. 
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Progress  in  the  biological  sciences  is  com 
monly  made  when  new  methods  and  new 
techniques  are  discovered.  At  times,  progress 
is  made  when  techniques  already  established 
are  used  in  a  new  combination.  Prenatal  ge 
netics  and  cytogenetics  originated  when  amnio 
centesis  was  combined  with  such  previously 
weU  estabUshed  methods  as  nuclear  sex  deter 
mination,  chromosomal  analysis  and  various 
biochemical  methods. 

A.  AMNIOCENTESIS.  TECHNIQUE  AND  HAZARDS 
Removal  of  amniotic  fluid  from  the  pregnant 
uterus  has  long  been  known.'  Its  application 
for  the  prenatal  recognition  of  Rhesus  incom 
patibility--  ^  soon  became  a  routine  method  in 
many  obstetric  services  although  the  tech 
niques  used  to  obtain  amniotic  fluid  were  not 
without  risks.^-'  Amniocentesis  per  vaginam 
proved  to  be  more  hazardous  than  the  trans 
abdominal  route  and  has  been  abandoned.  Pos 
sible  compUcations  for  the  mother  include 
retroplacental  hematoma  or  hemorrhages  in 
the  abdominal  or  uterine  walls,  into  the  pen 
toneal  or  amniotic  spaces,  as  well  as  infections 
of  these  organs,  notably  amnionitis.  Possible 
complications  for  the  fetus  include  needle 
trauma  or  hemorrhage,  with  subsequent  ane 
mia,  fetal  hypoxia  (also  due  to  placental  sepa 
ration),  fetal  death  or  premature  labor.  Dan 
gers  for  either  mother  or  fetus  have  dropped 
considerably  with  the  improvement  of  techni 
cal  skill.  In  fact,  no  complications  have  been 
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noted  in  the  several  hundred  amniocenteses 
performed  in  our  institution  for  cytogenetics 
as  well  as  Rh  isosensitization  and  determina- 
tion of  fetal  maturity  or  well  being. 

For   adequate   prenatal    genetic    counseling, 
amniocentesis  should  be  done  as  early  as  pos- 
sible. It  is  not  done  in  our  institution  before 
the  fourteenth  week  of  gestation.  In  most  in- 
stances,  we   use   the   time   between   the   four- 
teenth and  sixteenth  week  of  gestation  when 
the  fundus  uteri  is  easily  palpable  above  the 
symphysis  pubis  and  the  amnion  sac  contains 
between  100  and  200  ml.  of  amniotic  fluid.  The 
procedure  is  done  on  an  outpatient  basis  and 
does  not  require  hospitalization.  Ten  to  20  ml. 
of  amniotic  fluid  are  removed.  The  fluid  con- 
tains cells  shed  from  the  fetus  and  from  the 
amnion.   Both  cells  and  supernatant  amniotic 
fluid    are    used    in   prenatal    genetics.    In   our 
laboratory,  we  have  used  amniotic  fluid  cells 
almost  exclusively  for  nuclear  sex  and  chro 
mosomal    analysis.    In    this    presentation,    we 
shall  concern  ourselves  with  these  two  meth- 
ods,  in  particular,   and   their   indications.   We 
shall  mention  briefly  inborn  errors  of  metabo- 
lism which  have  so  far  been  recognized  pre- 
natally  by  studying  amniotic  fluid  cells  and/or 
supernatant  amniotic  fluid. 

B.  PRENATAL  SEX  DETERMINATION 
Prenatal  sex  determination  was  described  al- 
most simultaneously  by  several  investiga- 
tors."' '■  ''■ '"  These  studies  were  done  about 
seven  years  after  Barr  and  Bartram'"  had  dis- 
covered sex  chromatin.  Riis  and  Fuchs"  em 
phasized  the  importance  of  nuclear  sexing  of 
amniotic  fluid  cells  for  prenatal  genetics. 

The  technique  of  nuclear  sex  determination 
in  amniotic  fluid  cells  is  not  different  from  that 
in  other  cells.  Some  authors  report  results  of 
somewhat  lesser  reliability  than  those  obtained 
in  other  tissues.  Nelson  and  Emery'-  found 
concordance  between  nuclear  sex  and  pheno- 
type  in  only  90  per  cent  of  their  cases.  Nuclear 
sex  determination  in  amniotic  fluid  cells 
proved  to  be  a  reliable  method  in  our  labora 
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Figure  I.  Two  pedigrees  with  Duchenne  muscular  dystrophy 
(DMD). 

A.  Ill,  is  a  proven  carrier  as  shown  by  the  analysis  ol 
her  family  history.  She  has  an  affected  brother,  affected 
maternal  uncles  and  an  affected  son.  Moreover,  a  maternal 
aunt  has  two  affected  sons.  Interestingly  enough,  her  carrier 
state  could  not  be  recognized  by  such  laboratory  methods 
as  serum  CPK  analysis  and  her  muscle  biopsy.  Her  serum 
CPK  (three  determinations)  as  well  as  her  muscle  biopsy 
were  normal. 

Prenatal  sex  determination  of  IV,  revealed  the  fetus  to  be 
a  male,  thus  he  has  a  risk  of  50  per  cent  that  he  will  be 
affficted  with  DMD. 

B.  II,  has  a  son  affected  with  DMD.  There  are  no  other 
cases  of  DMD  in  the  family  (no  male  relatives  in  the  family|. 
The  question  o(  whether  or  not  III,  is  the  result  of  a  point 
mutation  or  of  Inheritance  of  the  mutant  gene,  cannot  be 
answered  by  pedigree  analysis  alone.  However,  the  mother 
II,  has  elevated  serum  CPK  and  lor  a  DMD  carrier,  typical 
alteration  of  the  protein  synthetic  activity  of  her  muscle 
ribosomes.  These  findings  are  Indicative  for  carrier  stale. 
Ills  was  found  by  prenatal  sex  determination  to  be  a  male. 
Thus.  he  has  a  risk  of  50  per  cent  to  develop,  later  on.  DMD. 

Both  situations  present  a  clear  indication  for  eugenic 
abortion  and  also  for  sterilization  of  the  mother. 


tory.  Among  almost  200  prenatal  sex  determi 
nations,  we  erred  only  twice.  However,  in  our 
laboratory  the  amniotic  fluid  contaminated 
with  maternal  blood  is  not  used  for  nuclear 
sex  determination. 

Indications  for  Fetal  Sex  Determination 

Nuclear  sexing  of  fetal  cells  is  indicated 
whenever  the  mother  is  a  true  or  probable 
carrier  of  the  gene  of  one  of  the  severe 
X-linked  diseases,  such  as  X-linked  muscular 
dystrophy,    severe    hemophilia,    Lesch  Nyhan 


syndrome  and  Lowe  syndrome.  If  the  fetus  is 
sex  chromatin  positive,  if  in  other  words,  the 
fetus  has  two  X  chromosomes,  there  is  a  risk 
of  50  per  cent  that  the  fetus  may  have  in- 
herited the  mutant  gene.  Yet  clinical  evidence 
of  X  linked  disease  in  such  individuals  is  ex- 
tremely rare  and  occurs  only  when  the  ma- 
ternally derived  X  chromosome  (which  car 
ries  the  mutant  gene)  is  metabohcally  active 
in  the  majority  of  the  cells.  Possible  heterozy 
gosity  of  a  sex  chromatin  positive  individual 
will  become  important  only  when  this  Individ 
ual  reaches  reproductive  age. 

A  sex  chromatin  negative  fetus  has  a  50 
per  cent  chance  that  his  only  X  chromosome 
carries  the  mutant  gene.  In  other  words,  the 
risk  to  develop  the  respective  X-linked  disease 
is  50  per  cent.  If  the  disease  in  question  is  one 
of  the  previously  severe  X  linked  conditions, 
termination  of  the  pregnancy  is  eugenically  in- 
dicated (Figure  1).  In  Lesch  Nyhan  syndrome, 
however,  it  is  possible  to  determine  whether 
or  not  the  fetus  inherited  the  mutant  gene.''' 
This  would  allow  for  saving  not  only  the  fe 
male  offspring  but  also  some  of  the  male  off- 
spring. 

C.  PRENATAL  CHROMOSOMAL  ANALYSIS 

The  technique  for  culturing  amniotic  fluid 
cells  is  similar  to  that  of  fibroblasts.  Good 
metaphases  can  be  obtained  between  the 
twelfth  and  twentieth  days  after  adding  cul 
ture  medium  to  the  cells.  Results  of  fetal 
karyotyping  will  therefore  not  be  available  for 
two  to  three  weeks  after  the  amniocentesis  has 
been  done.  In  order  to  guarantee  the  best  pos 
sible  yield,  we  have  requested  so  far  that  the 
amniocentesis  be  done  in  our  hospital.  We 
have  not  worked  yet  with  amniotic  fluid  shipped 
to  us  for  fetal  karyotyping  from  other  places, 
although  this  may  be  possible  if  the  specimen 
reaches  us  as  rapidly  as  possible,  perhaps  by 
special  messenger.  Our  technique,  which  we 
have  published  elsewhere,"  gives  excellent  re 
suits.  Our  last  20  samples  yielded  between  20 
and  40  metaphases  each,  with  well-identifiable 
chromosomes.  It  should  be  mentioned  here 
however  that  tetraploid  cells  are  found  quite 
frequently  in  amniotic  fluid  cultures,  as  re 
ported  by  Milunsky.'*-'  One  sample  studied 
in  our  laboratory  contained  40  per  cent  tetra 
ploid  cells.  The  origin  of  these  cells  is  not 
clear;  it  could  be  they  stem  from  the  amnion. 


757 


Indications  jor  Prenatal  Karyotypes 

In  theory,  prenatal  chromosomal  analysis  is 
indicated  for  every  pregnancy  in  view  of  the 
high  incidence  of  fetal  aneuploidies.  It  is  well 
documented  that  they  are  found  in  one  of 
about  20  to  40  zygotes  and  in  more  than  one 
in  200  live  newborns.  The  incidence  of  chro 
mosomal  aneuploidies  is  incomparably  higher 
than  that  of  almost  all  single  gene  inherited 
conditions.  Mental  retardation  may  serve  as  an 
example  to  illustrate  this  point. 

There  are   in   the  State   of   Iowa,  in  roimd 
figures,  50,000  livebirths  per  year.  Three  per 
cent  of  these,  namely  1,500,  will  be  mentally 
subnormal.    Smgle   gene   inherited   conditions 
account  for  a  few  cases  only,  e.g.,  two  or  three 
cases  of  phenylketonuria,  two  or  three  cases 
of  muscular   dystrophy   with   mental   retarda 
tion,    one   or   two   cases   of   neurofibromatosis 
with  mental  retardation,  to  name  but  a  few  of 
the  more  frequent  single  gene  inherited  con 
ditions    in    which    mental    retardation   occurs. 
The   incidence   of   mental   retardation   due   to 
chromosomal  aneuploidy  is  much  higher.  We 
estimate  about  80  mongols,  10  to  15  patients 
with  trisomy  18,  10  patients  with  trisomy  15, 
10   with   Turner's   syndrome,   60   with   KUne 
felter  syndrome,   and   60   with  YY  syndrome 
are  bom  each  year  in  the  State  of  Iowa.  Men 
tal  retardation  is  not  a  constant  finding  of  the 
latter  three  aneuploidies.  Prenatal  chromosomal 
analysis  of  every  pregnancy  would  allow  us 
to  detect  them  all.  Of  course,  such  a  task— 
with    present    methods — is    absolutely    out    of 
reach.  The  cytogenetic  laboratory  of  the  De 
partment   of  Pediatrics   at  The  University   of 
Iowa   is   able   with   its   present   manpower   to 
handle  a  maximum  of  300  examinations  a  year. 
There  are  a  few  other  laboratories  in  the  State 
in  which,   at   times,   cytogenetic   analyses   are 
performed.    It    may    be    that    simplified    tech 
niques  and  automated  counting  methods  will 
be  available  in  the  future.  Until  that  time,  we 
have  to  Umit  prenatal  chromosomal  analyses 
to  women  who  present  a  higher  risk  of  having 
an  aneuploid  child.  We  consider  as  high  risk, 
in  this  context,  a  risk  greater  than  1  per  cent 
(this    is    in    contrast    to    Mendelian    genetics 
where  a  risk  over  10  per  cent  is  considered 
as  a  major  risk) .  Six  indications  for  prenatal 
chromosomal  analysis  will  be  discussed. 


1.   Maternal  Age  Oxer  40  Years 

It  is  well-known  that  women  in  their  late 
thirties  and  forties  more  often  have  children 
with  chromosomal  anomalies  than  do  younger 
women.  This  is  true  for  all  autosomal  trisomies 
and  for  sex  chromosomal  tri-  and  tetrasomies. 
Monosomy  X  and  XXXXY  Klinefelter  syn- 
drome, however,  are  not  maternal  age  de- 
pendent. The  mmiber  of  hitherto  observed 
X-pentasomic  females  is  too  small  to  allow 
conclusions  with  respect  to  its  maternal  age 
dependence.  To  prevent  misunderstandings,  it 
should  be  emphasized  that  younger  women 
have  aneuploid  children  as  well.  More  than 
half  of  all  aneuploid  children  are  born  to 
mothers  below  30  years  of  age,  although  the 
relative  incidence  of  aneuploidies  is  much 
smaller  among  the  offspring  of  younger  moth- 
ers. In  the  following,  we  shall  concentrate  on 
mongohsm  as  the  best-studied  of  the  aneu 
ploidies. 

The  risk  of  having  a  mongoloid  child  is  1  in 
2,300  for  mothers  under  20  years  of  age.  It  is 
one  in  less  than  100  for  mothers  over  40 
years.""  We  are  presently  involved  in  a  study 
to  determine  how  many  Iowa  women  over  40 
years  gave  birth  to  mongoloid  children  in 
1967  and  1968.  Questionnaires  have  been  sent 
to  all  physicians  who  had  signed  birth  certifi- 
cates in  these  years.  Preliminary  resuUs,  with 
two-thirds  of  the  surveys  returned,  are:  1  of 
66  liveborn  infants  born  to  mothers  40  and 
over  was  mongoloid,  while  the  mongolism  in 
cidence  of  infants  born  to  mothers  45  years 
and  over  was  1  in  21.*  Nadler,""  reporting 
on  prenatal  chromosomal  analysis,  found  kar- 
yotypic  evidence  of  mongolism  in  2.4  per  cent 
of  the  specimens  obtained  from  mothers  over 
40  years.  Prenatal  chromosomal  analysis  is 
thus  indicated  in  pregnant  women  40  years 
and  over.  The  cytogenetic  laboratory  of  the 
Pediatric  Department  at  the  University  of 
Iowa,  supported  by  the  State  Department  of 
Health,  is  able  to  perform  this  test  free  of 
charge  for  a  limited  number  of  high  risk 
women. 

•  This  study  was  done  by  J.  Bodensteiner.  medical  student, 
and  J  Simpson,  clinical  assistant  in  genetics  under  the 
suoervision  ot  one  of  the  authors  (H.  Z.).  The  autoors 
acknowledge  the  help  of  John  Goodrich.  D  D.S.,  of  the  Sta  e 
Department  of  Health,  and  of  many  medical  colleagues  in 
Iowa  who  were  kind  enough  to  answer  the  special  question- 
naires  sent  to  them. 
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2.   Maternal  Age  of  35  Years  With  a  Previous 
21  Trisomic  Child 

Women  who  have  had  a  child  with  trisomy 
21  are  somewhat  more  likely  to  have  a  second 
mongoloid  child  than  women  of  similar  age 
who  have  not  had  a  mongoloid  child.  The  high 
er  risk  of  the  former  may  be  at  least  in  part 
related  to  a  genetic  tendency  to  nondisjunc- 
tion. Presumptive  evidence  that  such  a  genetic 
—possibly  autosomal  dominant — trait  exists  in 
rare  instances  has  been  presented  elsewhere. '•'• 
It  can  be  logically  assumed  that  parents  with 
a  previous  21  trisomic  child  are  more  likely  to 
belong  in  this  category  than  parents  without 
a  previous  mongoloid  child.  Women  between 
35  and  39  years  of  age  have  a  risk  of  1  in  290 
of  having  a  mongoloid  child.  Women  of  the 
same  age  with  a  previous  21  trisomic  child 
may  fall  into  the  category  of  higher  risk  and 
thus  present  an  indication  for  prenatal  chro 
mosomal  analysis. 

3.   Pregnant  Mongoloids 

As  far  as  we  know,  mongoloid  males  are 
not  reproductive.  Mongoloid  girls  can  be  im 
pregnated.  Rethore  et  aV  collected  from  the 
world  literature  17  mongoloid  girls  between 
14  and  30  years  with  one  or  more  pregnancies. 
Twenty-two  pregnancies  were  observed;  one  of 
them  produced  twins.  Twenty  of  the  23  fetuses 
reached  the  end  of  gestation.  Three  were  mis 
carried.  Seven  of  the  20  liveborn  children 
were  mongoloid.  Thirteen  were  normal.  We 
were  able  to  study  the  offspring  of  a  25-year 
old  mongoloid  girl  reported  earlier  by  Saw 
yer.'"  The  offspring  is  a  normal  female  who  has 
a  B.A.  from  our  University;  she  has  a  normal 
karyotype.  She  has  two  normal  children,  who 
Hkewise  have  normal  karyotypes.  The  mon 
goloid  mother  and  her  mating  partner  were 
not  available  for  chromosomal  studies. 

Meiosis  of  the  21  trisomic  ovogonium  of  a 
mongoloid  female  leads  with  a  probability  of 
50  per  cent  to  an  ovum  with  two  chromosomes 
21  and  after  fertilization  by  an  euploid  sperm 
to  a  21  trisomic  zygote.  Aneuploid  zygotes  are 
often  spontaneously  aborted,  thus  it  is  under- 
standable wTiy  the  ratio  of  aneuploid  to  euploid 
offspring  is  smaller  than  one. 

The  high  probability  of  mongoloid  girls  hav 
ing  mongoloid  offspring  represents  a  cogent 
indication  for  prenatal  chromosomal  analysis. 


It  would  be  even  more  advisable  to  prevent 
mongoloid  girls  from  becoming  pregnant  by 
conventional  contraceptive  methods.  Prophy- 
lactic sterilization  is  indicated  when  suitable 
protection  is  wanting.  (It  may  be  mentioned 
here  that  incestuous  relationships  were  re- 
sponsible for  five  of  the  previously  noted  preg- 
nancies.) Even  hysterectomy  may  be  indi- 
cated, notably  of  those  mongoloid  girls  for 
whom  each  menstruation  is  a  psychologically 
traumatizing  experience. 

4.    Parental  Mosaicism 

Phenotypically  normal  individuals  can  have 
a  chromosomal  mosaicism  with  one  or  several 
aneuploid  clones.  The  exact  incidence  of  chro 
mosomal  mosaicism  in  the  normal  population 
is  not  known.  Mosaicism  is  usually  recognized 
m  a  parent  after  an  aneuploid,  for  instance  21 
trisomic  offspring,  is  born.  The  risk  of  having 
further   aneuploid   children   depends    on   how 
many  of  the  gametic  stem  cells  are  aneuploid. 
The  exact  incidence  of  aneuploidy  in  gonads 
cannot  be  determined.  The  rate  of  euploid  to 
aneuploid  cells   in   tissues  amenable   to   chro 
mosomal   analysis,   such   as  white   blood   cells 
and  skin  fibroblasts,  etc.,  does  by  no  means  re 
fleet  on  the  exact  distribution  of  the  various 
cell  populations  in  the  gonad.  Therefore,  the 
risk  of  having  aneuploid  offspring  can  not  be 
accurately  assessed.   Instances  have  been  ob 
served  where  women  with  10  per  cent  21  tri- 
somic cells  in  the  peripheral  blood  had  three 
trisomic  offspring  in  a  row.'"  Parental  mosai- 
cism  with   an   aneuploid,   notably   21   trisomic 
clone,    was    considered    as    an    indication    for 
birth  control  until  prenatal  chromosomal  anal 
ysis  became  available.  Nowadays,  further  re 
production  may  be  considered  provided  pre 
natal  karyotyping  can  be  performed. 

3.   Familial  Translocation 

In  translocation  mongolism,  major  parts  of 
a  supernumerary  chromosome  21  are  fused 
with  a  G  or  a  D  chromosome,  rarely  with  parts 
of  a  nonacrocentric  chromosome.  About  one 
half  of  the  cases  of  D/G  translocation  mongol- 
ism are  sporadic.  The  remaining  translocation 
mongoloids  have  one  parent — father  or  mother 
— with  the  same  translocation  in  balanced 
form.  It  may  be  found  in  other  members  of 
the  family  as  shown  in  Figure  2. 
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Rgure  2.  Familial  D/G  translocation. 
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A  year  alter  IV,  was  bom.  the  mother  was  again  pr< 
(IV;).  The  empirical  risk  ol  IV.  to  be  mongoloid  is 
10  per  cent,  thus  prenatal  chromosomal  analysis  appea 
be  indicated.  However,  spontaneous  abortion  occurre 
(ore  an  amniocentesis  was  performed. 


The  risk  of  a  parent  with  a  balanced  21/21 
translocation  having  a  mongoloid  child  is  100 
per  cent.  Zygotes  which  do  not  carry  the  trans 
location  are  monosomic  for  chromosome  21 
and  are  not  able  to  live.  Therefore  an  indi 
vidual  with  a  balanced  21/21  translocation  is 
inept  to  have  normal  children  and  sterilization 
is  Indeed  indicated.  However,  it  should  be 
said  that  with  present  optical  means,  21/21 
and  21/22  translocations  cannot  be  distin 
guished  from  each  other  except  with  the  fluo 
rescence  microscope.'"  The  21/22  translocation 
has  a  risk  similar  to  that  of  balanced  D/G 
translocation. 

The  pregnancy  of  a  mother  with  a  balanced 
21/22  or  15/21  (D/G)  translocation  carries 
an  empirical  risk  of  about  10  per  cent  to  end 
with  the  birth  of  a  mongoloid  child.  The  risk 
is  less  than  10  per  cent  if  the  father  carries 
the  translocation.  Nevertheless,  these  risk  fig 
ures  are  high  enough  to  warrant  sterilization 


of  the  translocation  carrier.  In  case  of  preg 
nancy,  prenatal  chromosomal  analysis  is  cer 
tainly  indicated. 

6.   Increased  Satellite  Association 

The  satellited  ends  of  the  acrocentric  chro 
mosomes  13  15  and  21,  22,  have  a  tendency  to 
be  close  together  in  the  metaphase  plates.  This 
is  called  satellite  association.  A  small  number 
of  satellite  associations  are  considered  as  a 
normal  phenomenon.  Increased  satellite  asso 
ciations  were  found  in  the  parents  of  some  of 
our  sporadic  and  familial  cases  of  translocation 
mongolism.  It  was  also  found  in  rare  21  tri 
somic  mongoloids-''  --  and  with  lesser  fre 
quency  in  their  parents.-'-''  '■'■  -'•'  Zang  and  Back 
failed  to  confirm  the  latter  observation.  The 
significance  of  increased  satellite  associations 
is  not  yet  clear  and  needs  to  be  studied  fur- 
ther. For  the  time  being,  we  believe  that  in 
creased  satellite  association  in  a  parent,  nota 
bly  if  found  in  several  karyotypes  done  at  dif 
ferent  times,  suggests  a  possible  increased  risk 
of  aneuploid  offspring;  thus  prenatal  chromo 
somal  analysis  is  indicated. 

D.  PRENATAL  DETECTION  OF  INBORN  ERRORS  OF 
METABOLISM 

Fresh  amniotic  fluid  cells  as  well  as  cul 
tured  amniotic  fluid  cells  have  been  used  to 
detect  a  number  of  inborn  errors  of  metabo 
lism.  Tay  Sachs  disease  has  been  diagnosed  by 
the  discovery  of  the  underlying  enzyme  defi 
ciency  in  the  fresh  sedimented  amniotic  fluid 
cells,  and  in  the  supernatant  amniotic  fluid. 
O'Brien  et  a!-"'  recently  reported  intrauterine 
diagnosis  of  Tay-Sachs  disease  or  GMo  gan 
gliosidosis  in  six  cases.  The  diagnosis  was  con 
firmed  in  all  cases  by  finding  either  increased 
cerebral  GM,.  deposits  or  by  the  absence  of 
hexosaminidase  A  in  various  tissues  of  the 
aborted  fetus  or  the  affected  infant.  In  one 
case,  intermediate  hexosaminidase  levels  were 
obtained  in  uncultured  cells,  suggesting  heter 
ozygosity.  The  latter  was  confirmed  by  post 
partum  examination  of  blood.-'' 

Pompe's  disease  or  glycogen  storage  disease 
Type  II  has  been  diagnosed  prenatally  on  sev 
eral  occasions-'-  -'*-  -'^^'  by  discovering  absent 
acid  maltase  in  the  supernatant  amniotic  fluid, 
in  cultured  and  noncultured  amniotic  fluid 
cells. 
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Hexosaminidase  A  and  acid  maltase  defi- 
ciency are  the  only  two  enzyme  deficiencies 
which  so  far  have  also  been  detected  in  the 
supernatant  amniotic  fluid. 

Enzyme  deficiencies  which  have  been  discov- 
ered by  assaying  cultured  amniotic  fluid  cells 
are  listed  in  Table  1. 


INBORN   ERRORS  OF  METABOLISM  WHERE  THE 

PRENATAL   DIAGNOSIS   BY   ENZVME   ASSAV   OF 

CULTURED  AMNIOTIC  FLUID  CELLS  HAS  BEEN  MADE 

Delicient  Enzymes  In  Cultured 
Disease  Amniotic  Fluid  Cells 

Tay-Sachs  Hexosaminidase  A 

Metachromatic 

Leukodystrophy  Arylsulfatase 

Niemann-Picic  Sphingomyelinase 

Hurler  Specilic  Beta-galactostdase 

Maple  Syrup  Urine  Branched  chain  Ketoacid 

decarboxylase 
Pompe  Alpha,   1-4,  glucosidase 

Galactosemia  Galactose,  I.  Phosphate-Uridyl 

transferase 
Lesch-Nyhan  Hypoxanthine-guanine 

phosphoribosyl  transferase 
Lysosomal  acid  Lysosomal  acid  phosphatase 

phosphatase  deficiency 
Fabry  p-Nltrophenyl-a,D- 

galactopyranidose 
Methylmalonic  aciduria  Methymalonyl-CoA-mutase 


Some  inborn  errors  of  metabolism  can  be 
diagnosed  by  the  discovery  of  abnormal 
amounts  of  catabolic  products  in  the  amniotic 
fluid,  for  example,  methylmalonic  aciduria, 
adrenogenital  syndrome,  as  well  as  muco- 
polysaccharidosis. 

Methylmalonic  aciduria  has  been  recognized 
during  pregnancy  by  finding  increased  amounts 
of  methylmalonate  in  the  urine  of  the  mother 
and  in  the  amniotic  fluid.  In  this  disease,  meth- 
ylmalonate is  found  in  excess  because  the  con- 
version of  methylmalonate  Co  A  into  succinyl 
Co  A  is  blocked  by  the  underlying  enzyme  de 
feet.  Abnormal  amounts  of  methylmalonate 
can  be  detected  only  at  a  rather  advanced 
stage  of  pregnancy  (25  weeks)  which,  of 
course,  excludes  therapeutic  or  preventive 
abortion.-"  Also  the  adrenogenital  syndrome 
can  be  diagnosed  only  late  in  pregnancy,  either 
by  the  detection  of  increased  amounts  of  17- 
ketosteroids  and  pregnanetriol  in  the  amniotic 
fluid''"  or  by  increased  estriol  excretion  in  the 


urine  of  the  mother."  However,  amniotic  fluid 
studies  done  by  New  (1970)  did  not  confirm 
the  results  of  previous  authors. 

Matalon  et  al'"  were  able  to  diagnose  Hurl- 
er's disease  in  the  third  month  of  gestation  by 
the  discovery  of  increased  amounts  of  derma- 
tan  and  heparan  sulfate  in  the  amniotic  fluid. 
Previous  authors"  have  indicated  that  Hurl- 
er's and  Hunter's  diseases  can  be  diagnosed 
by  the  presence  of  metachromatic  granules  in 
the  cultured  amniotic  fluid  cells.  This  is,  how- 
ever, not  a  specific  finding  since  methachroma- 
sia  is  also  found  in  the  amniotic  fluid  cells  of 
cystic  fibrosis  patients  and  of  normal  fe- 
tuses.^^'  -'^ 

Prenatal  diagnosis  of  inborn  errors  of  me- 
tabolism is  just  beginning.  It  is  expected  a 
great  number  of  other  inborn  errors  will  be- 
come detectable  in  prenatal  life,  since  normal 
enzyme  levels  have  already  been  determined 
for  many  of  them.  In  most  instances,  notably 
in  X  linked  and  autosomal  recessive  condi- 
tions, the  previous  occurrence  of  the  disease  in 
a  relative,  notably  an  offspring,  will  draw  at- 
tention to  the  presence  of  that  mutant  gene  in 
a  given  family.  If  a  couple  has  already  had  a 
child  affected  with  a  severe  inborn  error  of 
metabolism,  prenatal  enzyme  studies  are  indi- 
cated. If  another  relative  is  affected,  investiga- 
tion of  heterozygosity  of  the  mother  (in  the 
case  of  an  X  linked  disease)  or  of  both  parents 
(in  the  case  of  autosomal  recessive  disease) 
should   precede   the   diagnostic   amniocentesis. 

E.  ECONOMIC  SIGNIFICANCE  OF  PRENATAL 

CHROMOSOMAL  ANALYSIS  AND  SEX 

DETERMINATION 

It  has  been  mentioned  already  that  at  pres- 
ent only  high  risk  pregnancies  can  be  consid 
ered  for  prenatal  chromosomal  analysis,  and 
even  this  presents  difficulties  since  not  more 
than  a  fraction  of  the  high  risk  pregnancies 
can  be  studied  by  the  presently  available  cyto- 
genetic laboratories  in  Iowa.  We  estimate  that 
about  1,100  high  risk  pregnancies  occur  per 
year.  Amniocentesis  of  these  cases  would  re- 
quire the  addition  of  one  physician  and  one 
nurse  to  the  obstetric  staff.  The  chromosome 
analysis  of  the  1,100  samples  of  amniotic  fluid 
would  require  8  10  laboratory  technicians,  as 
well  as  laboratory  space  and  equipment  for 
these  technicians.  The  cost  of  the  equipment 
for    such    a    laboratory    (provided    laboratory 


761 


space  was  available)  would  require  about 
$100,000.  Estimating  the  cost  for  one  chromo 
somal  analysis  at  $200,  the  operational  budget 
would  amount  to  $240,000  per  year. 

What  would  be  the  benefit  of  such  an  opera- 
tion? By  karyotyping  all  high  risk  pregnancies, 
about  Ys  to  7:,  of  all  chromosomal  aberrations 
could  be  discovered.  Tentatively  25  to  30  cases 
of  mongolism  alone  could  be  recognized  in 
utero  and  prevented  if  a  eugenic  abortion  was 
feasible.  NeeP"  recently  estimated  the  cost  of 
one  mongoloid  at  $180,000.  Prevention  of  25 
mongoloids,  would,  therefore,  lead  to  an  econ- 
omy of  several  million  dollars.  Even  if  this 
figure  is  somewhat  high  considering  the  short 
life  expectancy  of  some  mongoloids,  considera- 
ble economies  for  the  State  and  its  population 
could  be  made,  more  so  since  other  chromo- 
somal abnormalities  could  be  avoided  as  well. 

The  value  of  prenatal  sex  determination  is 
more  difficult  to  assess.  Our  heterozygosity 
studies  of  X-linked  muscular  dystrophy  have 
shown  that  the  mutant  gene  may  be  present 
and  even  widely  distributed  in  a  family  in  hid- 
den form.  It  will  become  apparent  only  if  a 
male  family  member  inherits  the  mutant  gene. 

Figure  3  shows  a  sporadic  case  of  Duchenne 
muscular  dystrophy.  By  studying  serum  en- 
zymes and  muscle  biopsy,  four  female  carriers 


case  ol  Duchenne  muscular  dystrophy 
with  lour  relatives  (III,,  lll=.  IV;,  IV,)  being  carriers  ol 
the  mutant  gene.  This  is  a  sporadic  case  and  therefore  could 
represent  a  point  mutation.  The  carrier  state  of  his  relatives 
was  proven  by  elevated  serum  CPK  |in  all  lour  females) 
by  light  microscopic  evidence  of  muscular  dystrophy  in  the 
muscle  oi  three  ol  them  (in  III..  IV=.  and  IV,)  and  by  an 
altered  ribosomal  protein  synthetic  activity  in  vitro  compati- 
ble with  carrier  state  of  DMD  in  lib  and  IV,. 

In  case  of  pregnancy,  prenatal  sex  determination  should 
be  done,  since  a  male  letus  would  have  a  risk  of  50  per  cent 
to  have  inherited  the  DMD.  Sterilization  of  the  three  adult 
carriers  is  indicated.  IV,  is  only  10  years  old,  thus  steriliza- 
tion would  be  postponed  to  a  later  date. 


were  detected.  The  likelihood  of  these  females 
having  affected  sons  makes  strict  contraception 
or  even  sterilization  advisable.  Prenatal  sex 
determination  is  indicated  if  pregnancy  should 
occur  before  or  in  spite  of  contraceptive  mea- 
sures. 

F    BIOLOGICAL  SIGNIFICANCE  OF  SPONTANEOUS 
ABORTIONS 

It  becomes  quite  clear  from  all  that  has  been 
said  so  far  that  prenatal  genetics  and  prenatal 
cytogenetics  are  of  paramount  importance  for 
the  prevention  of  disease,  if  the  previous  enu- 
merated indications  for  eugenic  abortions  are 
ethically  and  legally  accepted.  Much  has  been 
written  pro  and  con  regarding  the  liberaliza- 
tion of  abortion  laws.  It  is  not  the  intention  of 
the  authors  to  enter  into  this  often  emotionally 
loaded  discussion.  We  would  like,  however,  to 
present  here,  a  biological  consideration  of 
spontaneous  abortion.  Chromosomal  analysis 
of  spontaneously  aborted  fetuses  has  shown 
that  between  25-40  per  cent  of  them  show  a 
chromosomal  aberration.  About  10  per  cent  of 
all  pregnancies  end  in  a  spontaneous  abortion. 
From  these  figures,  it  can  be  estimated  that 
one  in  25  to  40  zygotes  has  an  abnormal  karyo- 
type, while  the  incidence  of  chromosomal  aber- 
rations in  liveborn  infants  is  only  1  in  200.  This 
difference  suggests  that  most  chromosomal 
aneuploidies  are  spontaneously  aborted,  in 
other  words,  nature  itself  eliminates  the  ab- 
normal fetus.  Less  than  25  per  cent  of  21  tri- 
somic  fetuses  and  less  than  10  per  cent  of  the 
fetuses  with  either  monosomy  X,  trisomy  E, 
or  trisomy  D.  reach  the  end  of  gestation.  Al 
most  all  polyploidies  and  autosomal  mono 
somies  are  spontaneously  aborted.  Nature  ap 
parently  eliminates  fetuses  with  a  chromo 
somal  aberration  ari  perhaps  also  other  se 
verely  damaged  fetuses.  Only  a  few  are  car 
ried  to  the  end  of  gestation,  namely  those  who 
escape  this  regulatory  principle  of  nature.  The 
physician  who  eliminates  such  cases  by 
eugenic  abortion  does  nothing  more  than  cor- 
rect this  oversight  of  nature. 

SUMMARY 

Prenatal  genetics  and  cytogenetics  have 
progressed  significantly  in  the  last  few  years 
and  have  added  a  new  dimension  to  medical 
genetics.  So  far  genetic  counseling  has  been 
hmited  to  the  time  prior  to  conception  by  pre- 
venting  reproduction   of  pathogenic   gametes. 
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The  introduction  of  the  new  methods  described 
in  this  article  has  extended  genetic  counseling 
into  the  early  postconceptional  period  with 
potential  ehmination  of  abnormal  zygotes. 

Nuclear  sex  and  karyotype  of  the  fetus  can 
be  determined  nowadays  shortly  after  the  be- 
ginning of  the  second  trimester  of  gestation. 
Nuclear  sexing  of  fetal  (amniotic  fluid)  cells 
is  indicated  if  the  expecting  mother  is  a  known 
conductor  of  one  of  the  severe  X-hnked  dis- 
eases such  as  Duchenne  type  muscular  dys- 
trophy. In  such  instances,  male  offspring  carry 
a  risk  of  50  per  cent  of  becoming  afflicted  by 
the  respective  X  linked  disease.  This  indication 
is  rather  infrequent,  occurring  not  more  often 
than  a  few  times  in  50,000  live  births. 

Prenatal  chromosomal  analysis  is  indicated 
when  the  expected  risk  of  the  fetal  aneuploidy 
is  greater  than  1  per  cent.  This  may  be  found 
in  about  two  out  of  100  pregnancies;  mothers 
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[From  Iowa  City  Press-Citizen — Wednesday,  June  1971] 
UI  Pediatrician  Recommends  Abortion  in  High  Risk  Pbegnancies 

Citizens  concerned  about  the  rising  costs  of  public  services  should  consider 
these  facts,  says  a  University  of  Iowa  professor  of  pediatrics: 

—The  cost  to  Iowa  taxpayers  for  the  birth  of  one  mongoloid  child  is  approx- 
imately $180,000  for  lifetime  care  and  treatment. 

—Approximately  80  mongoloid  children  and  about  200  children  with  other 
chromosomal  abnormalities  are  born  in  Iowa  each  year. 

—The  annual  cost  of  caring  for  these  severely  mentally  retarded  children 
may  be  several  million  dollars.  .  ^     ^   ^^        re    ^  ^ 

—No  price  tag  can  be  placed  on  the  suffering  and  grief  of  the  affected 

families.  ,.       ^     .  a.  , 

"Techniques  for  detecting  mongoloids  and  other  anomalies  during  prenatal 
life  are  available,  but  Iowa  law  does  not  allow  us  to  prevent  them,"  says 
Dr.  Hans  Zellweger,  professor  of  pediatrics  at  the  university. 

Dr.  Zellweger  explains :  , ,  ,.  . 

"About  one-third  of  the  fetuses  who  would  be  born  mongoloid  could  be  posi- 
tively determined  with  an  expanded  program  screening  pregnant  women  who 
are  in  the  high  risk  category,"  he  explained.  "That  means  that  25  to  30  women 
each  year  could  be  spared  the  heartbreak  of  bearing  mongoloid  children." 

Mongolism,  also  called  Down's  syndrome,  is  a  birth  defect  that  results  in 
severe  mental  retardation.  The  number  of  chromosomes  (carriers  of  heredity) 
is  47  instead  of  the  normal  46. 

The  obstacles  in  the  way  of  a  successful  pre-natal  screening  program  in  Iowa 
are  lack  of  funds  and  the  legal  status  of  abortion,  he  said. 

The  annual  cost  of  expanding  present  testing  facilities  at  Iowa   City  and 
other  sites  around  the  state  would  be  approximately  $250,000,  Dr.  Zellweger 
said.  "That's  slightly  more  than  the  cost  of  care  for  one  mongoloid  child." 
In  addition  to  financial  problems,  legal  barriers  exist. 

If  the  fetus  is  found  to  have  abnormal  chromosomes  and  thus  to  be  born 
with  mongolism,  a  eugenic  abortion  is  the  recommendation.  Abortions  in  the 
state  of  Iowa  are  permitted  by  the  law  only  to  save  the  life  of  the  mother. 

Recent  attempts  in  the  Iowa  state  legislature  to  liberalize  the  abortion  laws 
failed.  Women  desiring  legal  abortions  usually  must  travel  out  of  state  to 
obtain  them.  Dr.  Zellweger  said. 

Which  pregnant  women  are  in  the  high  risk  category  and  would  be  likely 
candidates  for  examination.  .   . 

Any  woman  over  the  age  of  40  has  greater  than  1  chance  in  100  of  giving 
birth  to  a  mongoloid  child.  A  woman  who  is  over  35  years  old  and  has  already 
given  birth  to  a  mongoloid  child  is  also  in  this  high  risk  category.  Also,  if 
either  father  or  mother  have  certain  minor  chromosomal  abnormalities,  there 
is  a  high  risk  involved. 

Many  times  the  testing  results  in  a  story  with  a  happy  ending. 
"A  woman  who  had  already  given  birth  to  one  mongoloid  child  became  preg- 
nant and  was  very  upset,  afraid  that  she  would  have  another  such  child.  We 
conducted  the  tests  and  were  able  to  assure  her  that  the  fetus  had  the  normal 
number  of  chromosomes  and  would  not  suffer  mongolism,"  Dr.  Zellweger  said. 
"It  made  all  the  difference  in  the  world.  The  pregnancy  was  completed  in  a 
serene  manner." 

Every  year  there  are  1,100  to  1,200  pregnancies  in  Iowa  that  carry  a  high 
risk  of  mongolism.  Facilities  to  test  only  a  small  percentage  exist  at  the  present 
time,  Dr.  Zellweger  said.  ,, 

"Ideally  this  prenatal  testing  would  be  done  for  every  pregnant  woman,  he 
explained.  "But  we  can't  hope  for  that." 

How  is  the  test  made  and  is  there  a  hazard  for  the  mother  or  unborn  child? 
The   technique  is  called   amniocentesis   and   involves   withdrawing   anniotic 
fluid  from  the  pregnant  uterus.  The  fluid  contains  sloughed-off  skin  cells  of  the 
developing  fetus. 

If  kept  in  a  suitable  culture  medium,  the  fetal  cells  will  reproduce  and  then 
can  be  studied  to  determine  chromosome  abnormality. 

Currently,  amniocenteses  are  made  at  the  Uni/ersity  Hospitals  to  detect 
such  abnormalities  and  also  other  defects. 

For  example,  some  forms  of  muscular  dystrophy  and  hemophilia  (excessive 
bleeding)  are  sex-linked  inherited  conditions.  That  is,  a  defective  chromosome 
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may  be  present  in  both  sexes,  but  is  crippling  only  in  male  children.  A  woman 
who  IS  a  carrier  of  the  sex-linked  disease  is  able  to  have  healthy  femaSS 
dren  but  runs  a  high  risk  of  disease  in  male  children  iemaie  cnn 

Amniocentesis  can  be  used  to  determine  the  sex  of  the  unborn  child    If  the 
fetus  is  a  female    then  the  daughter,  like  her  mother,  may  or  may  not  be  a 

TlTuV:7^L\''''^?''f^  '^^"^^'  ^"^  ^^^  ^^«^^«^  ^"  no^be  expressed 
m  her  If  the  fetus  is  male,  termination  of  the  pregnancy  is  recommended 
since  there  is  one  chance  in  two  of  disease  development  recommended, 

What  about  religious  objections  to  abortion  ' 
natfon^'ol  tZ  ^fSiv'' T/f^^^''  counseling,  we  ask  about  the  religious  denomi- 
fnrfhPr '-  nr    -zl^r   ^-     ^  ^^.^''f.J''^  ^""^  religious  objections,  we  don't  go  any 
^h3    1  K    "^  Zellweger  said.  "We  don't  wish  to  add  an  ethical  conflict  to  the 
physical  burden  of  the  pregnancy."  ^"uuill  lo  me 

Dr.  Zellweger  thinks  that  eugenic  abortions  should  be  legalized  in  Iowa  " 
Many   lawmakers  don't   understand   how  -biologically   unsound   the  present 
abortion  law  is,"  Dr.  Zellweger  said.  "It  is  well  known  that  about  one-ten?h 
Sot  maS'"^''^''"'"'  '"'^^  '"^  spontaneous  abortions.  That  is,  nature  ends  them. 

J'J^^^^^^  ^''"°'^,  *\^^  ^^  ^^  ^^  P^^^^^t  of  these  spontaneously  aborted  fetuses 
Hont  fhlJTf'^V  ^^^^^^f "o^«-  If  yo"  Consider  only  those  spontaneous  abor- 
tions that  take  place  in  the  first  six  weeks  of  pregnancy,  the  number  goes  ud 
to  70  per  cent.  Thus,  we  estimate  that  5  to  15  per  cent  of  200  embryfs  have 
chromosomal  abnormalities.  «muryos  nave 

l'.-'^  "T^:^*^^^  babies,  in  contrast,  only  1  in  200  has  such  chromosomal  aber 
rations.  Thus,  the  majority  of  fetuses  with  chromosomal  abnorZlS  do  not 
survive  but  are  expelled  in  the  early  weeks  of  pregnancy      ''°'^°'^''"^^  ^«  ^«' 

will^hfliL^Jhfa^f'^?-^  °^  Darwinian  selection  principles:  Of  the  offspring  who 
will  be  less  able  to  live  a  productive  and  competitive  life  only  a  few  reach  the 

J^fncfplfofn^aJS^arellcUo'n^.  ^"^^^^^'  '^  '^  ''  ^^  ^^^^^^^^  '^  -^-^  -^  ^^^ 
r,a3"f^?''^^^.S^'"*?'^''  ^^^"  "^""^^  ^"^  nothing  more  than  correct  an  oversight  of 
be  permitted         ''  "^^""^  physicians  think  eugenic  abortions  should  legally 

"The  physician  who  knows  that  a  mother  is  expecting  a  child  with  a  severe 
chromosomal  aberration  would  certainly  not  do  the  best  for  this  mother  !J  hi 
let  such  a  pregnancy  go  until  the  end."  ^  ,  u.  ue 


A  Press  Rexease 

From :  The  Office  of  Dr.  Hans  Zellweger,  Professor  of  Pediatrics,  University 

Hospitals,  Iowa  City,  Iowa.   (Telephone  (319)  356-2674) 
For  immediate  release :  January  19, 1973. 

An  introduction  to  the  attached  press  release : 

Dr.  Hans  Zellweger,  professor  of  pediatrics  and  head  of  the  human  genetics 
division  of  University  Hospitals,  was  a  co-worker  and  friend  of  Dr  Albert 
S^r^f  •  .T^^y,T'■^l^  together  from  1937  to  1939  at  Schweitzer's  world 
famous  hospital  at  Lambarene  m  French  Equatorial  Africa  (now  Gabon) 
f>,ff  .^^^  ^^""i  Phrase  "reverance  for  life"  is  often  quoted.  Dr.  Zellweger  feels 
that  the  words  are  often  misinterpreted.  Out  of  his  personal  acquaintance,  he 
analyzes  and  exp  ains  Schweitzer's  words  and  relates  reverence  for  life  and 
the  issue  of  abortion. 

AiBEBT  SCHWEITZEE  AND  AbOETIONS 

At  a  recent  discussion  of  the  pros  and  cons  of  the  liberalization  of  the  abor- 
tion law,  the  question  came  up,  "Where  is  the  reverence  for  Ufe,  if  the  fetus  is 
eliminated."  i'l^i.uo  io 

As  a  former  co-worker  of  Dr.  Albert  Schweitzer,  the  originator  of  this  prin- 
ciple, this  question  struck  me  and  I  felt  compelled  to  search  for  an  answer. 

Albert  Schweitzer,  theologian,  philosopher,  musician,  physician  of  the  de- 
prived in  the  African  jungle,  philanthropist  and  winner  of  the  Nobel  prize  for 
peace,  recognized  in  Spring  1915  that  "reverence  for  life"  is  the  very  basis  of 
ethics  in  our  civilization.  "Ethics  is  nothing  else  than  reverence  for  life  Rev- 
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erence  for  life  affords  me  my  fundamental  principle  of  morality,  namely  that 
good  consists  in  maintaining,  assisting  and  enhancing  life,  and  that  to  destroy, 
to  harm  or  to  hinder  life  is  evil,"  This  is  what  Schweitzer  wrote  in  Civilization 
and  Ethics,  New  Yorli,  MacMillan,  1929,  page  XVI. 

How  would  Schweitzer  respond  to  the  liberalization  of  the  abortion  law? 
This  problem  never  came  up  in  the  many  discussions  we  had,  yet  we  were  faced 
with  another  problem  while  we  were  working  together  in  the  hospital  in  Lam- 
barene.  His  answer  pertains  to  today's  discussion,  although  the  problem  itself 
is  quite  different.  .,,  .,  , ,     ^     .     . 

In  the  African  jungle  where  we  worked,  no  milk  was  available  to  reed  an 
infant  other  than  breastmilk.  (This  was  35  years  ago.)  Mothers  had  to  breast- 
feed their  babies  for  two  years  or  more  until  they  were  able  to  tolerate  the 
staple  food  of  older  children  and  adults.  Most  mothers  were  able  to  do  so  for  one 
infant  at  a  time,  but  not  for  twins,  at  least  after  the  first  few  months  when  the 
growing  infants  required  greater  amounts  of  milk.  The  well  observing,  indige- 
nous people  recognized  that  both  twins  would  ultimately  starve  to  death.  To 
prevent  this,  there  existed  an  unwritten  law  of  the  jungle  that  one  of  the  twins 
had  to  be  eliminated  soon  after  being  born  in  order  to  keep  the  other  one  ahve. 
I  was  deeply  shocked  when  I  learned  about  this  custom  and  discussed  it  with 
Schweitzer  in  the  light  of  this  ethics.  Schweitzer,  equally  concerned  about  it, 
referred  me  to  a  passage  of  his  well  known  book.  Out  of  My  Life  and  Thought, 
which  read  as  follows,  "To  the  man  who  is  truly  ethical,  all  life  is  sacred,  includ- 
ing that  which,  from  the  human  point  of  view  seems  lower  in  the  scale.  He 
makes  distinctions  only  as  each  case  comes  before  him  and  under  the  pressure 
of  necessity,  as  for  example,  when  it  falls  to  him  to  decide  which  of  two  lives 
he  must  sacrifice  in  order  to  save  the  other.  But  all  through  this  series  of  deci- 
sions, he  is  conscious  of  acting  on  subjective  grounds  and  arbitrarily,  and  knows 
that  he  bears  the  responsibility  for  the  life  which  is  sacrificed." 

The  problem  of  the  indigenous  of  the  jungle  is  certainly  not  ours.  Yet 
Schweitzer's  statement  does  apply  to  the  problem  before  us,  in  other  words, 
abortion.  Phvsicians  dealing  with  malformed  children,  with  mongoloids,  and 
other  chromosomally  abnormal  children  are  well  aware  of  the  tremendous  im- 
pact such  conditions  have  on  the  rest  of  the  family.  Sorrow  and  grief  are  con- 
stant; bitterness  and  resentment  are  often  encountered.  The  previous  happy 
home  life  is  poisoned  by  grief  and  sorrow.  Marriages  may  break  to  the  detri- 
ment of  the  other  children  who  are  in  need  of  a  harmonious  family  hfe  to  grow 
up  and  to  become  good  citizens.  Mothers— in  many  instances— suffer  most.  I  Imow 
quite  a  few  mothers  who  felt  they  had  no  other  course  than  to  destroy  them- 
selves after  having  struggled  with  the  problem  for  years.  Here  then,  the 
physician,  who  by  prenatal  studies  recognizes  severe  fetal  abnormalities,  has 
to  decide  which  life  to  sacrifice— that  of  the  mother  who  is  needed  by  her 
children,  her  husband,  and  society  around  her,  or  that  of  the  severely  abnormal 
fetus 

These  are  situations  where  we  have  to  choose  the  lesser  of  two  evils.  And 
the  answer  is  obvious  if  a  harmonious  family  life  is  in  jeopardy  by  the  threat 
of  a  fetus  which  is  defective.  In  our  demanding  and  sophisticated  society,  we 
may  even  consider  whether  it  is  not  more  humane  to  eliminate  such  a  fetus 
than  to  force  him  to  suffer  life  long  under  his  handicap.  Who  is  allowed  to 
impose  such  prospective  suffering  on  another  individual?  Is  it  not  more  humane, 
and  more  ethical,  to  prevent  such  tragedy?  Similar  thoughts  apply  to  the  un- 
wanted. Who  is  to  decide  in  such  situations?  Every  single  one  is  different  and 
requires  wise  deliberation  before  a  sound  decision  can  be  reached.         -  , ,      ,     . 

It  is  absolutely  clear  that  the  decision  can  not  be  in  the  hands  of  the  legis- 
lators. The  legislators  have  other  burdens  to  carry.  The  decision  has  to  be  that 
alone  of  the  physician  and  the  parents  involved.  In  the  present  law,  as  I  under- 
stand it,  abortion  is  only  allowed  when  the  life  of  the  mother  is  m  danger,  and 
this  means  immediate  danger  by  some  organic  or  psychiatric  disease.  Is  disap- 
pearance of  a  previously  happy  family  life,  is  the  deteriorating  effect  of  unend- 
ing tragedy,  is  maternal  suicide  a  few  years  later,  different  from  the  immediate 
danger  for  life  during  pregnancy?  One  wonders.  I  think  here  the  wise  words  of 
Albert  Schweitzer  should  be  heard:  "It  may  be  reverence  for  life  to  eliminate 
while  to  preserve  may  mean  violation  of  this  basic  principle  of  ethics  in  our 
civilization." 
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PREFACE 


The  first  of  the  papers  here  reprinted  was  originally  prepared  as  par   of  Margaret  Wynn  s  evt- 
Lnri^nthP  Committee  on  One-Parent  Families.    At  the  suggestion  of  the  Chairman  of  that 
dence  '°/'>^^.^°"?'^"^^°"""4tlv  shortened  form,  was  sent  to  the  Con.mittee  on  the  Working  of 
t^hr^borti^n'lcfu^der  thrchairln^^^^    of  Mrs.  Justice  Lane  in  May,  1972.    The  longer  version 
is  reprinted  here. 
Arthur  Wynn's  paper  was  prepared  subsequently  and  was  submitted  to  the  Uine  Committee  in 

singh;^^^:^:^°^=^  ^^^Snd^^S.^;:^s  ^^^, 

indeed,  onlyTe  beginning  of  a  story  that  could  be  greatly  extended  from  existing  sources. 

BIBUOGRAPHICAL  NOTE 

Mar-aret  Wynn  was  born  in  Bamsley,  Yorkshire  and  was  educated  at  Barnsley  High  School  and  St. 
HiS  Couege.^xford.    She  is  the  author  of  Fatherless  Families  (Michael  Joseph,  1964)  and 
Family  Policy  (Michael  Joseph,  1970;  Penguin  Books,  1972), 
;^urWynn"^as  born  in  Birmingham  and  was  educated  at  Oundle  School  and  Trmity  College 

ogy  in  1965  and  retired  in  1971. 

The  Foundation  for  Education  and  Research  in  Child  Bearing  w«  estabUshed  ^J^^-f'lll^^    ^  ^^ 
J    u       i^Kin  t.^.cf     TVio  aim«;  nf  the  Foundation  arc  twoiolu,  as  us  name  t>ubBcoi.=.    m 

feUl  We^nd  makes  known  the  results  of  such  research  by  means  of  papers,  lectures,  public 
meetings,  and  so  on. 

Further  details  are  available  from  the  Correspondent.    The  Foundation  for  Education  and  Research 
In  Child  Bearing,  27  Walpole  Street,  London,  SW3. 
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ABORTION,  ILLEGITIMACY,  AND  EXTRAMARITAL  PREGNANCY 

1  In  the  year  1970  the  following  numbers  of  women  had  legally  induced  abortions: 

Table  1<'^ 

NUMBERS  OF  ABORTIONS  IN  1970 

ENGLAND  &  WALES 


Number 

Single  women 

40,734 

Widowed,  separated  and  divorced  women 

7,611 

Married  women 

38,096 

Not  stated 

124 

86,565 

There  were  58,663  legal  abortions  notified  to  the  Registrar  General  in  1969  and 
126,774  in  1971. 


2  This  increase  in  the  numbers  of  legal  abortions  has  not  been  accompanied  by 

any  corresponding  reduction  in  the  number  of  illegitimate  children.    Table  2  shows 
the  number  of  illegitimate  births  in  recent  years: 

Table  2<') 

ILLEGITIMATE  LIVE  BIRTHS 
ENGLAND  &  WAL3S 


Year 


1957 

1967 
1968 
1969 
1970 


34,562 

69,928 
69,805 
67,041 
64,744 


Illegitimate  as 
Percentage 
of  all  live 
births 

4.78 

8.40 
8.52 
8.41 
8.30 


3  Comparing  Tables  1  and  2  there  are  several  possible  inferences: 

3.1      It  may  be  inferred  that  in  the  absence  of  legal  abortion  the  illegitimacy  rate  in  1970 
and  1971  would  have  been  higher.    By  extending  the  1957  to  1967  trend  it  could  be  inferred 
that  the  illegitimacy  rate  in  1970  could  have  been  9.45  instead  of  8.30.    Illegitimate  births 
might  have  been  about  9,000  higher  in  1970.    There  were,  however,  48,345  abortions  induced 
in  women  without  husbands  in  1970,  and  it  is  unlikely  that  illegitimate  births  could  have  been 
48,000  higher. 


(')  Registrar  General's  Statistical  Review  of  England  and  Wales  for  the  year  1970:  Supplement  oi 
Abortion  {CSTZT. 

al  Report  April  1970-  March 
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3  2      It  may  also  be  inferred  that  in  tlie  absence  of  legal  abortion  the  number  of  pre-marital 
conceptions  followed  by  marriage  would  also  have  been  higher.    Table  3  shows  the  recent  trend: 


Table  3 


(') 


PRE-MARITALLY  CONCEIVED  LEGITIMATE  MATERNITIES 
ENGLAND  &  WALES 

Year  Live  Births  Percentage 

of  all  live 
births 

1957  48,611  6-7 

1967  73,667  8.9 

1968  74,531  9.1 

1969  72,595  9.1 

Again  assuming  that  the  1957  to  1967  trend  had  continued,  the  number  of  extra-maritally 
conceived  legitimate  maternities  in  1069  would  have  been  about  2,000  higher  (9.34  and  not 
9  1  per  cent  of  total  births).    Another  2,000  of  the  48,000  abortions  is  therefore  possibly 
attributable  to  a  reduction  in  the  number  of  these  pre-maritally  conceived  legitimate  births. 

3  3      It  may   also  be  inferred  that  in  the  absence  of  the  Abortion  Act,  1967,  many  of  the 
abortions  performed  under  the  Act  in  1970  would  have  been  performed  nevertheless  m 
circumstances  of  doubtful  legality.    The  number  of  illegal  abortions  has  probably  fallen  since 
1967,  although  the  evidence  from  the  hospitals  of  any  decline  in  complications,  notably  sepsis, 
following  illegal  abortions  is  not  very  convincing  in  the  DHSS  returns. 

3  4      It  may  also  be  inferred  that  abortion  is  being  used  increasingly  as  a  contraceptive 
method.    There  is  evidence  that  more  than  half  the  women  seeking  abortion  had  not  used  any 
other  method  of  contraception. (')   The  total  number  of  legitimate  births  has  been  deeming 
quite  steeply  since  1964  and  the  decline  has  continued  in  1972  so  far.    However,  the  total 
number  of  maternities  resulting  from  extra-marital  conceptions  increased  every  year  frona 
75  250  in  1955  to  144,337  in  1968.    This  big  increase  in  extra-marital  conceptions  earned  to 
term  happened  in  spite  of  the  increased  sales  of  contraceptive  pills  and  other  devices  and 
more  widely  disseminated  contraceptive  knowledge.    The  rising  abortion  rate  appears  then 
also  to  be  having  a  rather  small  effect  on  the  number  of  premarital  conceptions  carried  to 
term.    Unmarried  women,  unlike  married  women,  are  taking  less  care  year  by  year  to  avoid 
conceptions  either  by  abstaining  from  intercourse  or  by  using  contraception.    Reliance  on  a 
more  liberal  abortion  law  could  be  one  factor  encouraging  the  trend  which  may  be  expressed 
in  statistical  terms  by  saying  that  it  seems  to  take  at  least  four  or  five  abortions  to  reduce 
live  births  by  one. 

WHO  IS  AFFECTED  BY  AN  ABORTION? 

4  If  an  abortion  were  generally  regarded  as  reasonably  safe  and  simple  and  accessible  and 
confidential   and  were  either  free  or  inexpensive,  then  large  numbers  of  women  would  be 
expected  to  use  it  increasingly  as  a  contraceptive  method.    Large  numbers  of  young  women 
and  girls  who  become  pregnant  have  an  abortion  believing  that  it  restores  them  to  their 
physiological  and  psychological  condition  preceding  the  conception     Are  they  right  in  so 
believing?    How  safe  is  an  induced  abortion?    How  does  induced  abortion  affect  subsequent 
oreenancies  and  subsequent  children?    Should  an  induced  abortion  be  a  matter  of  any 
concern  to  a  future  husband?    How  far,  ii.deed,  should  an  abortion  be  a  matter  of  serious 
concern  to  people  other  than  the  woman  herself,  in  particular  her  parents,  husband  or  future 
husband,  and  past  or  future  children,  because  they  may  be  affected? 

(0  National  CouncU  lor  the  Unmarried  Mother  and  her  Child,  Annual  Report  April  1970  -  March 

(,)  &rAnnual  Report  ot  Chief  Medical  OHlcer  of  DHSS  tor  1970.    Table  V  14  P.  84. 
())  See  lor  example  Bnidencll,  M.  (1971). 
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THE  EFFECT  OF  ABORTION  ON  SUBSEQUENT  PREGNANCIES  AND  SUBSEQUENT  CHILDREN 

5.  The  evidence  is  clear  that  abortion  frequently  reduces  a  woman's  future  reproductive 
capability.    The  first  report  of  the  British  Perinatal  Mortality  Survey  concluded: 

"Any  patient  who  has  a  previous  history  of  an  abortion 
should  be  regarded  as  a  high  risk  patient  and  be  invariably 
booked  for  hospital  delivery  under  consultant  care."' '' 

This  survey  showed  that  women  who  had  had  abortions  or  ectopic  pregnancies  had  on 
average  a  reduced  reproductive  capability  and  subsequent  children  were  at  higher  risk.    This 
survey  included  in  the  term  abortion  both  illegal  abortions  and  spontaneous  abortions.    There 
are  now  a  substantial  number  of  studies  showing  that  legal  abortions  also  increase  the  risks 
to  subsequent  children.    In  the  words  of  one  paper: 

"It  is  clear  that  induced  abortion  plays  an  important  role  in 
the  development  of  a  subsequent  child."' '^ 

6.  There  are  papers  from  a  number  of  other  countries'''  showing  that  induced  abortion 
increases  perinatal  mortality,  subsequent  spontaneous  abortions,  subsequent  ectopic  or 
extrauterine  pregnancies,  the  proportion  of  premature  births  and  a  variety  of  other 
complications  affecting  subsequent  pregnancies.    These  complications  are  those  statistically 
associated  with  a  poor  reproductive  performance  and  the  birth  of  damaged  and  handicapped 
children.    The  effect  of  even  one  induced  abortion  appears  to  be  serious  in  the  average  case. 
The  British  Perinatal  Mortality  Survey  showed  a  50  per  cent  Increase  in  subsequent  perinatal 
mortality  with  one  abortion.'^'    Papers  from  other  countries  showed  a  doubling  of  perinatal 
mortality  rates  following  the  liberalization  of  abortion,^''   a  40  per  cent^^ncrease  in  premature 
births, ''T    a  100  to  150  per  cent  increase  in  extrauterine  pregnancies,'''   a  fourfold  increase 
in  pelvic  inilammatory  conditions,  menstrual  and  other  disorders,'''   and  an  increase  in 
sterility.'')     One  paper  says: 

"Especially  striking  is  an  increased  incidence  of  ectopic 
pregnancy.    Furthermore,  as  noticed  recently,  a  high 
incidence  of  cervical  incompetence  results  from  interruption 
of  pregnancy  that  raises  the  number  of  spontaneous  abortions 
subsequently  to  30  -  40  per  cent.    These  legal  abortions 
affect  subsequent  pregnancies  and  births."'  '"' 

This  paper  was  describing  the  sequelae  of  legal  abortion  using  primarily  the  suction  method 
and  exclusively  at  less  than  12  weeks  gestation. 

7.  The  substantial  increase  in  the  number  of  premature  births  to  women  with  a  history  of 
alx)rtion  is  reported  in  several  countries.    The  figures  from  Hungary  in  Table  4  show  the 
increase  in  the  risk  of  prematurity  with  the  number  of  abortions.    The  overall  prematurity 
rate  in  Hungary  increased  from  7  per  cent  in  1954  to  12  per  cent  in  1968;  abortion  was 
legalized  in  1956: 

Table  4 

ABORTION  AND  SUBSEQUENT  PREMATURITY: 
HUNGARY  1964'") 

Number  of  Prematurity 

Abortions  rate  per  cent 

0  less  than  10.1 

1  14.4 

2  16.0 

3  or  more  20.5 

.)  Bullcr,  N.  R.  i  Bonham,  D.  G.  (1963)  p.  32. 

i)  Kllngor,  A.  (1970). 

i)  See  references  at  the  end  of  this  piper. 

.)  Butler,  N.  R.  ti  Donhim,  D.  C.  1963. 

>)  KlinRcr,  A.  (1966)  p.  468. 

0  InlernatlonJl  PLlnnod  Parenthood  Federation  (1970);  Stallworthy,  I.  A.  ct  al  (1971). 

')  Hall,  H.  E.  (19701  Vol  II  p.  -16. 

•  )  Hall,  np.  cit.  Vol.  1  pp.  311-312.    VoL  II  pp.  45-46. 

•  )  Sweden  (1971). 

o)  KoUsck,  A.  (1971).  > 

i)  Horsky,  1.  (1971)  Prematurity  means  birth  weight  less  than  2500g. 
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There  are  numerous  papers  showing  associations  between  the  complications  of  pregnancy 
Ltrcullrly  P^ematur^^and  such  handica,^  as  cerebral  palsy,  epilepsy    mental  deficiency  j 

Mor  d'sorde^s,  reading  disabilities,  strabismus,  hearing  disorders,  blindness,  and  aut.sm/ 
U  has  teen  shown  that  the  pathological  consequences  of  prematurity  may  be  much  reduced 
by  fmp^oved,  intensive  care  of  premature  infants.    One  paper  quoted  handicap  rates  as  rising 
froni  l^r  cent  among  children  of  normal  birth  weight  to  64  per  cent  among  children  under 
S!*^  A  recent  paper(  =  )   on  intensive  care  suggested  that  the  rate  might  be  reduced  to 
perhaps  16  per  cent  for  infants  under  1500  g. 

8       An  increase  in  prematurity  rates  or  in  perinatal  mortality  rates  is  normally  accompanied 
bv  Increased  numbers  of  children  born  handicapi^d.    During  the  slx  years  follow  ng  the 

cost  at  m^r  f  1  000  million  a  year  and  the  total  cost  is  probably  of  the  same  order  in  Great 
Britain  ()S  new  measures  like  the  Abortion  Act,  1967,  that  can  be  interpreted  in  practice 
fn  su  h'a  way  as  to  increase  this  cost  measured  in  either  human  suffering  °|; .'" '^°";y.";7>* 
hP  most  careful  scrutiny.    The  complications  of  subsequent  pregnancy  resulting  m  children 
beinrbor    hand icapi^dTn  greater  or  less  degree  could  be  the  most  expensive  consequence  of 
"nduced  abortion  for  society  and  most  grievous  consequence  for  the  individual  and  her  family. 

9  Clause  Kb)  of  the  Abortion  Act,  1967,  legalizes  abortion  if  two  registered  practitioners  are 
o'i  the  opinion  tLt  there  is  a  substantial  Ask  that  if  the  child  were  born  it  would  suffer  from  such 
phvstcaror  menLl  abnormalities  as  to  be  seriously  handicapped.    A  mother  who  contracted 

of  abortions  liable  to  increase  the  prevalence  of  handicap. 

THE  EFFECT  OF  ABORTION  ON  SUBSEQUENT  MARRIAGE 

10  A  man  is  more  likely  to  have  a  sterile  wife  or  a  stillborn  or  premature  or  defective  child  if 
le'mar?res  a  gTrlwho  has  had  an  induced  abortion.    A  single  girl  who  has  had  one  or  "lore 
afx)«io^^  m^ade  less  eligible  for  motherhood  and  therefore  for  marriage.  She  laces  the  dilemma 
o    te  Un^o^  Tt  telling  a  prospective  husband.    She  may  tell  the  man  who  may  marry  her,  not 

sl^gle-i^ent  families.    The  following  case  history  illustrates  this  new  form  of  marital  bitterness. 

••A  24  year  old  woman  was  referred  to  an  infertility  clinic 
because  of  Uvo  miscarriages  at  14  and  16  weeks  P'-eenancy     She 
was  found  to  have  a  badly  damaged  cervix.    "  .t""«'l°"^  that 
she  had  had  a  pregnancy  terminated  when  aged  15.    Shortly 


(.)  Dmnage,  R.  (\9n). 

(.)  DrUlien,  C.  M.  (1969). 

(i)  Rawlings,  G.  et  al  (1971). 

(.)  Matsmiaga,  E.  (1966). 

(j)  Informations  SocUles  (1971). 
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after  marriage,  and  before  the  first  miscarriage,  she  had  told  her 
husband  the  story,  and  she  did  not  think  it  had  altered  his 
affection  for  her.    The  damaged  cervix  wis  repaired  but  a  third 
miscarriage  occurred  a  few  months  later.    Soon  she  became 
increasingly  aware  of  her  husband's  resentment  that  she  was 
unable  to  have  a  child.    He  was  openly  blaming  this  failure  on 
her  prenuptial  therapeutic  abortion.    She  was  deeply  concerned 
about  the  future  of  her  marriage."'') 

A  Swedish  Government  report  refers  to  4  to  5  per  cent  sterility  following  induced  abortion-^') 
a  Norwegian  ^per  quotes  3.4  per  cent.(0    There  are  other  papers  quoting  2  to  5  per  cent 
fn  oVi  ^;<-  f,  '"'%^,'f  "^''^  ^^  "'^  standards  generally  acceptable  for  personal  risk-taking 

less  '^  ^  '"^"  **^'  ^^"'^  ^'^  """^^  *^^'"^'  ^  ^'^^  "^'^  °"^  ^""'^'•^'^  ""^es 

MORBIDITY  AND  MORTALITY  FOLLOWING  ABORTION 

11.    The  social  consequences  of  prematurity  with  its  associated  harvest  of  defective  children 
may  well  be  regarded  as  more  important  than  sterility.    However,  the  long  term  morbidity  of 
mo  hers  will  also  be  damaging  to  family  stability  and  to  the  viability  of  one-parent  families 
that  are  particularly  dependent  on  the  health  of  the  mother.    One  leading  gynecologist  places 
the  mam  emphasis  on  the  long  term  morbidity: 

"There  is  now  ample  evidence  to  show  that  abortion  is  neither 
safe  nor  simple.    The  long  term  complications  alone  condemn  its 
use  as  a  contraceptive  method."'^) 

This  consultant  stresses  the  importance  of  the  long  term  morbidity: 

"The  medical  evidence  available  to  us  suggests  that  much 
chronic  ill  health  has  already  been  induced  and  steps  should  be 
taken  now  to  assess  the  size  of  the  problem."'') 

12.  There  are  a  number  of  countries  that  liberalized  their  abortion  laws  10  or  12  years  or  more 
before  the  United  Kingdom  and  have  therefore  many  more  years  of  experience.  There  are  many 
papers  discussing  morbidity. ( ')  For  example  the  following  quoUtion  summarizes  the  analysis  of 
^7,43&  cases  in  Denmark  by  three  Danish  gynecologists: 

"It  is  clearly  apparent  that  all  methods  involve  a  risk  of  more 
or  less  serious  complications,  ranging  in  the  present  material 
from  3  to  10  per  cent  with  the  various  methods. "(^) 

There  is  a  Swedish  paper  referring  to  3.6  per  cent  of  "relatively  serious  complications."^') 

13.  There  are  several  papers  from  British  teaching  hospitals  showing  that  the  morbiditv  from 
induced  abortion  in  the  United  Kingdom  is  no    less  than  in  continental  hospitals.  ('").( '  '),"('  0 

14.  The  mortality  from  legally  induced  abortion  was  about  16  per  100,000  compared  with  a 
maternal  mortality  rate  of  17  per  100,000  in  England  and  Wales  in  1970.    Six  out  of  14  deaths 
followed  induced  abortions  at  less  than  12  weeks  gestation.    On  the  basis  of  such  mortality 
figures  It  is  sometimes  claimed  that  abortion  is  safer  than  childbirth.    In  any  country  today 
with  a  reasonable  medical  service  the  risk  of  maternal  death  from  either  childbirth  or  abortion 
is  very  low.    However,  throughout  the  crucial  stages  of  human  reproduction  from  conception 

to  the  weaning  of  a  child  the  risk  of  death  to  the  child  is  more  than  100  times  the  risk  of 

(')  Gardner,  R.  F.  R.  (1972)  p.  173. 

())  Sweden  (1971). 

(>)  Kolstad,  P.  (1957). 

(<)   See  Hall,  R.  E.  (1970). 

(>)(»)  Gordon,  H.  (1972). 

(')  See  references  al  (he  end  o(  this  paper. 

(•)  Olsen,  C.  E.  et  al  (1970). 

(•)  Llndahl,  J.  (1959). 
('•)  Sood,  S.  U.  (1971). 
(")  Stallworlhy,  J.  A.  el  al  (1971). 
(ii)  Abortion  Statistics  (rem  The  Samaritan  Hospital,  London  quoted  In  Gardner,  R.  F.  R.  (1972) 
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death  to  the  mother.    The  child  is  also  correspondingly  more  easily  damaged  by  physical, 
chemical  or  nutritional  insult  tlian  the  mother.    It  is  not  the  moOier's  We  that  is  primarily  at 
stake  but  the  consequences  to  subsequent  children,  If  any,  of  surgical  interference  with  the 
delicately  adjusted  reproductive  system  of  women.    The  health  of  the  women  is  also  at  sUke. 
Arguments  based  only  on  the  low  mortality  of  the  women  lack  a  sense  of  proportion  and 
respect  for  the  living. 

ABORTION  FOR  OU3ER  WOMEN 

15  This  morbidity  and  mortality  affect  many  people  other  than  the  woman  concerned,  and 
the  rights  and  wrongs  and  social  expediency  of  abortion  must  depend  very  much  upon  who 
is  affected.    Abortion  may  be  indicated  on  a  variety  of  medical  and  social  grounds  where  a 
mother  and  her  husband  do  not  wish  for  more  children.    Sterilization  may  also  then  be 
indicated     The  risk  of  biological  damage  to  subsequent  children  is  then  absent.    The  health  of 
the  mother  and  well-being  of  the  existing  family  can  dictate  the  right  course.    A  woman  s 
future  reproductive  capabilitv  is  not  involved.    Abortion  at  the  request  of  a  widow  or  separated 
wife  above  an  age  at  which  childbearing  is  wise  may  be  indicated.    Abortion  for  older  women  has, 
indeed,  generally  different  consequences  from  abortion  for  young  women. 

CHANGING  ATTITUDES  TO  ABORTION  FOR  YOUNG  WOMEN 

16  Several  countries  that  introduced  liberal  abortion  laws  in  the  1950's  reversed  their  liberal 
Dolicies  in  the  1960's  in  respect  of  young  women  without  children  at  least  partly  because  of 

^e  morbTd  consequences.^.  TAlthough  older  women  with  several  children  ^tiU  have  the  right  to 
abortion  this  is  no  longer  so  for  young  women  except  on  strictly  medical  grounds.    A  Czechoslo- 
vakian  gynecologist  following  a  summary  of  the  complications  resultmg  from  induced  abortion 
since  1957  wrote: 

"These  findings  do  not  differ  from  experiences  In  other 
countries,  for  instance,  Japan.    We  realize  the  necessity  of 
altering  our  law,  especia,^lly  with  regard  to  young  women  in 
their  first  pregnancy."^'' 

The  proportion  of  very  young  women  having  abortions  is  high  in  the  United  Kingdom  compared 
with  other  countries.    In  1970  46  per  cent  of  abortees  in  England  and  Wales  were  under  the  age  25, 
The  corres^nding  figure  for  Japan  in  1966  was  only  16.9  v^r  cent.    In.l970  17,030  or  almost  20 
per  cent  of  abortees  In  tl  3  United  Kingdom  were  under  the  age  20;    the  correspondmg    igvire  for 
Japan  was  onlv  1.9  per  cent.    Japan  has  a  high  abortion  rate  but  it  is  concentrated  m  older  age 
brackets,  not  among  young  women  with  first  pregnancies.    In  1970  most  of  the  older  women  in 
Great  Britain  had  their  abortions  in  NHS  hospitals,  but  most  of  the  younger  women  in    approved 
places"  where  abortion  was  undertaken  for  payment.    The  incentives  to  counsel  a  young  woman 
against  abortion  on  any  grounds  are  reduced  in  the  private  sector     The  ™'^^^.'- "J ^^4''°"";^ ^^^ 
particulars  of  single  women,  was  lowest  in  Social  Classes  1  and  5,  and  highest  m  Class  3.   there 
were  indeed  moreftan  20  times  as  many  single  women  from  the  intermediate  Class  3  as  from 
each  of  the  Classes  1  and  5. 

THE  NEED  FOR  SURVEILLANCE  OF  THE  COSTS  AND  CONSEQUENCES  OF  ABORTION 

17     The  numerous  papers  in  overseas  medical  journals  and  the  recent  papers  in  United  Kingdom 
publications  sho°,  a  morbiditv  following  induced  abortion  more  than  10  times  higher    han  shown  m 
theReS  of  the  Chief  Medical  Officer  of  DHSS.^)    It  can  be  inferred  that  the  Departmen    is  only 
noti^fe^o   a  small  fraction  of  the  complications.    There  are  strong  disincentives    particularly  m 
the  private  sector  where  nursing  homes  are  subject  to  approval,  to  providmg  full  returns    Further- 
more  the  Department's  "Form  of  Notification"  has  to  be  sent  in  within  seven  days  and  only 
Trttcui^rs  oTcomplications  that  happen  before  it  is  sent  in  and  of  which  "the  operating  practi- 

( .)  For  a  summary  see  Hall.  R  E.  (1970)  VoL  I  Pl  303  on  legislation  In  Roumanla  and  Bulgaria. 

(.)  Kolasek,  A.  (1971). 

(j)  Report  (or  1970  Table  V  IS  p.  8S. 
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tioner"  is  aware  are  requested.    Many  subsequent  complications  are  unknown  to  the  "operating 
practitioner"  and  even  to  the  hospital  where  the  operation  takes  place.    Many  complications  are 
treated  later  by  ceneral  practitioners  and  other  hospitals.    Many  hospitals  keep  no  records  of 
complications.^ ''    Misled,  no  doubt,  by  these  inadequate  returns  the  Chief  Medical  Officer  of 
DHSS  in  his  Report  for  1970  says: 

"There  are  real,  though  very  small,  hazards  in  termination  in  the 
best  hands  and  we  know  too  little  about  morbidity." 

This  reassurance  is  wholly  incompatible  with  the  general  tenor  of  the  large  number  of  papers  in 
the  world's  medical  journals,  or  with  the  recent  papers  from  British  teaching  hospitals. 

18.  Let  us  accept,  however,  the  Chief  Medical  Officer's  view  that  "we  know  too  little  about 
morbidity".    Very  full  knowledge  is  needed  for  doctors  and  social  workers  to  give  women 
responsible  advice  on  therapeutic  abortion.    Only  a  longitudinal  study  of  a  large  number  of 
cases  will  provide  such  knowledge.    The  consequences  of  induced  abortion  in  subsequent 
pregnancies  and  to  subsequent  children  should  be  one  main  purpose  of  a  longitudinal  study. 
Nearly  four  years  have  been  lost  without  accumulating  this  knowledge  since  the  Abortion  Act, 
1967,  came  into  force.    There  is  a  gap  in  the  country's  medical  research  programmes.    The 
scanty  and  misleading  information  published  by  DHSS  is  not  commensurate  with  the  public 
Importance  of  abortion.    The  young  women  seeking  abortion  in  increasing  numbers  deserve 
better  counselling.    In  the  meantime,  it  would  be  wise  for  young  women  and  their  parents  and 
future  husbands  to  assume  that  induced  abortion  is  neither  safe  nor  simple,  that  it  frequently 
has  long  term  consequences,  may  affect  subsequent  children  and  makes  young  single  women 
less  eligible  for  marriage. 

CONCLUSIONS 

19.  The  Committee  should  make  it  clear  in  their  report  that  induced  abortions  has  adverse 
consequences  to  the  reproductive  c.-;pability  of  young  women  who  may  wish  to  have  children 
subsequently  and  increases  the  risk  that  such  children  may  suffer  perinatal  damage. 

19.1  A  husband  has  a  cogent  cause  of  complaint  if  he  discovers  that  his  wife's  good  health  or 
reproductive  capability  have  been  diminished,  or  that  his  wife  is  sterile,  or  that  his  child  has 
suffured  perinatal  damage  following  a  one-time  termination  of  a  pregnancy  for  which  he  was  in 
no  way  responsible.    Abortion  induced  in  young  women,  particularly  prior  to  marriage,  may  be 
a  cause  of  severe  marital  stress  subsequently,  leading  to  marital  breakdown,  separation  and 
divorce. 

19.2  Induced  abortion  may  be  indicated  for  older  women  who  do  not  wish  to  have,  and  are 
unlikely  to  have,  more  children  on  a  variety  of  medical  or  social  grounds  without  the  need 

to  consider  the  consequences  to  subsequent  children  or  to  a  subsequent  marriage.    A  husband's 
consent  is  likely  in  these  cases. 

19.3  The  Committee  should  recommend  that  the  Department  should  sponsor  a  longitudinal 
study  of  a  substantial  cohort  of  women  who  have  an  abortion  in  order  to  provide  more 
satisfactory  quantitative  data  on  the  morbid  consequences  of  induced  abortion  in  Great  Britain, 
both  to  the  women  themselves  and  to  their  subsequent  children. 

19.4  Furthermore,  the  Committee  should  recommend  that  the  Department  should  sponsor  an 
on-going  study  of  both  the  medical  and  social  consequences  of  induced  abortion  in  other  countries 
by  scrutiny  of  overseas  literature  and  by  contacts,  both  for  the  Department's  own  benefit  and  the 
better  information  of  doctors  and  social  workers  in  their  onerous  task  of  advising  women  seeking 
abortion. 

(.)  See  Hordern,  A.  (1971)  p.  212  and  "The  Abortion  Act  (1967):  tlndlngs  o(  an  Inquiry  Into  the  first 
year's  worlcinR  of  the  Act  conducted  by  the  Royal  College  of  Obstetricians  and  Gynecologists", 
BrlL  Med.  J.  2:529-35  (1970). 
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SOME  CONSEQUENCES  OF  INDUCED  ABORTION  TO  CHILDREN  BORN  SUBSEQUENTLY 

A  SuppIemenUry  Note  of  Evidence  by 

Arthur  Wyiin 

SUMMARY 

This  paper  supplements  the  paper  presented  to  the  Committee  by  Margaret  Wynn.    Drawing  upoi: 
additional,  mainly  German,  sources,  it  classifies  the  risks  to  a  subsequent  pregnancy  resulting 
from  an  induced  abortion  that  are  described  in  the  literature.    It  discusses  damage  to  the  pelvic 
organs  resulting  from  induced  abortion  and  the  consequential  latent  morbidity  that  only  becomes 
apparent  during  the  course  of  a  subsequent  pregnancy  and  its  consequences  in  terms  of  mid- 
trimester  abortions,  still-births,  perinaUl  morbidity  and  handicap,  and  sterility.    The  diagram 
on  page  13  summarizes  the  risks  discussed  in  the  papers  selected  for  review. 

CONTENTS 

Introduction 

The  effect  of  the  abortion  of  first  pregnancies  on  the  course  of  subsequent  pregnancies. 

Cervical  incompetence  following  induced  abortion. 

Ante-natal  care  in  a  subsequent  pregnancy. 

The  classification  of  morbid  symptoms  following  induced  abortion  -  apparent  morbidity. 

The  classification  of  morbid  symptoms  -  latent  morbidity. 

Latent  morbidity  -  iso-immunization. 

latent  morbidity  -  sterility. 

Morbidity  following  abortion  by  vacuum  aspiration. 

Latent  morbidity  -  extrauterine  pregnancy. 

Histological  examination  of  abortion  products. 

Conclusions. 

INTRODUCTION 

1  The  paper  submitted  to  the  Committee  by  Margaret  Wynn  in  May,  1972  under  the  same  title 
did  not  include  references  to  papers  published  after  the  end  of  1971  nor  did  it  include  references 
to  papers  in  the  German  language.    The  literature  on  induced  abortion  and  its  sequelae  m  German 
is  extensive.    Several  papers  of  importance  have  been  published  since  the  beginning  of  1972.    The 
diagram  on  page  13  shows  the  pattern  of  morbidity  found  in  subsequent  pregnancies  following 
induced  abortion  as  discussed  in  the  papers  reviewed. 

2  This  supplementary  review,  based  mainly  on  German  sources,  shows  that  there  are  two 
classes  of  women  meriting  separate  counselling  advice  and  separate  consideration  from  many 
social,  legal  and  political  angles.    These  are:  women  who  may  have  children  subsequently  or  the 
possible  future  reproducers  who  will  be  referred  to  as  Class  A  women;  women  who  are  unlikely 
to  have,  or  do  not  wish  to  have,  further  children  or  children  at  all  or  the  non-reproducers  who 
will  be  referred  to  as  Class  B  women.    In  general  Class  A  women  are  young  women  often 
unmarried,  while  Class  B  women  are  usually  married,  often  have  two  or  more  children  already, 
and  do  not  wish  to  increase  the  size  of  their  families.    The  papers  referred  to  show  at  length  that 
there  is  a  serious  latent  morbidity  following  an  induced  abortion  that  only  becomes  apparent 
during  the  course  of  a  subsequent  pregnancy  or  confinement.    This  latent  morbidity  is  a  serious 
matter  for  Class  A  women  and  their  children,  but  of  no  consequence  to  women  in  Class  B.    This 
paper  is  concerned  primarily  with  women  in  Class  A  and  with  the  latent  morbidity  overlooked  in 
many  papers  on  the  sequelae  of  abortion. 

3.      There  are  a  number  of  papers  that  refer  specifically  to  abortion  as  one  factor  In  the 
etiology  of  childhood  handicap.     A  Danish  study  of  2,621  cerebral  palsied  persons,  for 
example,  showed  that  there  was  a  higher  incidence  of  certain  types  of  cerebral  palsy 
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SOME  RISKS  IN  A  SUBSEQUENT  PREGNANCY  FOLLOWING  INDUCED  ABORTION 
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following  abortion.  ^'^   This  is  probably  no  more  than  an  example  of  the  well  known  association 
of  cerebral  palsy,  notably  spastic  dipleRia,  and  prematurity.    There  are  many  papers  that  demon- 
strate associations  between  premature  birth  and  low  birthweipht  with  consenital  handicap  including 
not  only  cerebral  palsy,  but  sensory  disabilities,  like  blindness  and  mental  subnormality.^'J    The 
papers  now  reviewed  show  that  induced  abortion  is  frequently  followed  by  prematurity  and  low 
birthweight. 

4  The  use  of  a  vacuum  aspiration  technique  for  inducing  abortion  early  in  pregnancy  has  been 
publicized  in  the  British  and  American  press.    It  has  been  heralded  as  a  new,  safe  technique  I 
There  is  a  large  number  of  papers  in    medical  journals  in  German  and  other  languages  analysing 
the  use  of  many  variants  of  tliis  technique  over  many  years.    Some  of  the  more  recent  papers  are 
summarized.    The  conclusion  is  that  the  vacuum  aspiration  technique  is  neither  new  nor  safe  but 
does  somewhat  less  damage  than  the  older  technique  if  used  early  enough  in  pregnancy. 

THE  EFFECT  OF  THE  ABORTION  OF  FIRST  PREGNANCIES  ON  THE  COURSE  OF 
SUBSEQUENT  PREGNANCIES 

5  One  recent  paper,  in  the  German  language,  from  the  main  hospital  of  the  Opole  district  of 
Poland  is  expresslv  concerned  only  with  this  latent  morbidity  that  becomes  apparent  durmg  a 
subsequent  pregnancy.(')    Dr.  Lembrych  compared  two  groups  of  women:    Group  I  mcluded  143 
women  who  had  a  first  child  but  had  all  had  a  legal  abortion  in  hospital  from  1  to  8  years  previous- 
ly    All  these  abortions  had  been  performed  between  the  6th  and  12th  week  of  gestation.    No  late 
abortions  or  multiple  births  were  included.    Of  these  women  123  were  married  and  20  were  single. 
Group  n  also  included  143  first  births.    None  of  the  women  in  this  Group  had  had  previous 
abortions.   Of  the  women  in  this  Group  131  were  married  and  12  were  single.    The  age  distribution 
was  similar  to  that  of  the  women  in  Group  L 

6  There  were  substantial,  statistically  significant,  differences  between  the  course  of  pregnancy 
of  the  two  groups.    The  higher  prevalence  of  prematurity  in  subsequent  pregnancies  following 
abortion  reported  in  previous  papers^")   was  repeated  in  this  series  as  shown  in  Table  L 

Table  L 

LENGTH  OF  GESTATION  FOLLOWING  ABORTION  OF  FIRST  PREGNANCY 

Duration  of  oregnancy  Group  I  Group  n 

Weeks  Number 

Under  28  5 

28  to  31  '43  o  16 

32  to  35  7  2 

36  to  37  24  11 

38  to  41  97  117 

42  or  more  3  10 

7.      Table  I  shows  that  43  births  in  Group  I  occurred  before  the  38th  week  but  only  16  births  in 
Group  n,  or  30  per  cent  in  Group  I  compared  with  11.2  per  cent  in  Group  IL 

(.)  Scastic  hemiplegia,  spastic  dlpleirta  ind  spastic  tetraplegia.   See  Hansen,  E.  (I960). 

(0  See  lor  example,  Dlmace,  F.  The  Handicapped  Child,  Vot  1  (1970)  VoU  D  (1972)  National 

Children's  Bureau,  for  an  annotated  bibliography. 
(;)  Lembrych,  S.  (1972).  ,    ^, 

(.)  There  is   for  example,  a  Hungarian  laper,  in  English  in  a  British  medical  journal,  discussing 

therapeutic  abortion  ak  a  lactor  in  producing  a  high  perinatal  mortality  and  high  proportion  of 

low-»elght  births  in  Hungary.    (Czeizel,  A.  et  al  (1970)).    Tiis  (nper  conUins  a  number  of 

references  to  previous  Hungarian  pipers  associating  therapeutic  abortion  and  subsequent 

Increased  prematurity  rates.    A  table  entiUed  "Abortion  and  subsequent  pregnancy:  Hungary 

1964"  was  given  in  Margaret  Wynn's  submission  in  May,  1972. 
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8.  The  same  paper  reports  other  differences  between  the  two  series.    There  was  a  greater 
frequency  of  hemorrhage  during  pregnancy  in  Group  I  compared  with  Group  II.    The  British 
perinatal  mortality  survey  found  that  antepartum  hemorrhage  was  associated  with  "stillbirth  and 
neonatal  mortality  rates  which  were  over  five  times  the  average  and  also  involves  a  risk  to  the 
mother."' '' 

9.  There  were  many  differences  between  the  two  Groups  during  labor  and  delivery.    The  average 
duration  of  labor  for  women  in  Group  I  was  longer  than  in  Group  n  and  this  applied  to  all  three 
stages  of  labor.    It  is  noteworthy  that  if  the  Group  I  births  had  been  second  births  following  a 
normal  delivery  rather  than  an  induced  abortion  then  these  birth  periods  would  have  been  shorter 
not  longer.    Second  births  are  on  average  the  easiest.    However,  Group  I  births  were  more  diffi- 
cult than  Group  n  births.    Group  I  births  were  not  only  more  protracted  but  49  births  in  Group  I 
required  manual  or  instrumental  assistance  compared  with  33  in  Group  IL 

10.  Complications  with  the  placenta  were  considerably  higher  in  Group  I  (34  cases)  compared 
with  Group  II  (9  cases).    These  complications  were  mainly  retained  and  adherent  placentae.    A 
statistically  significant  increase  in  the  duration  of  the  third  stage  of  labor  -  that  is,  the  time 
between  delivery  of  the  baby  and  the  expulsion  of  the  placenta  -  in  pregnancies  preceded  by  a 
previous  abortion  was  also  recorded  in  an  earlier  paper, (')   which  analysed  8,000  births. 

11.  There  were  also  more  cases  of  severe  hemorrhage  at  parturition  in  Group  I  and  a 
substantially  greater  loss  of  blood  for  the  whole  sample  as  shown  in  Table  IL 


LOSS  OF  BLOOD  DURING  DELIVERY  FOLLOWING 
ABORTION  OF  FIRST  PREGNANCY 

Number  of  cases 

Blood  loss  ml.  Group  I  Group  n 

(141  patients)  (137  patients) 

Less  than  200  30  42 

200  to  500  94  87 

500  to  1,000  16  8 

Over  1,000  1 

12.  A  greater  number  of  lesions  were  found  in  Group  I  notably  of  the  cervix.    Dr.  Lembrych  in 
commenting  on  these  injuries  noted  that  they  were  of  two  kinds.    The  first  type  of  lesion  was  of  a 
kind  that  might  be  expected  from  forcible  dilatation.    The  second  type  was  of  a  kind  more  likely  to 
have  been  caused  mainly  by  Infection.    It  may  be  Inferred  from  the  results  in  this  paper  that  the 
damage  to  the  cervix  sometimes  resulted  in  incompetence  and  sometimes  in  cervical  rigidity. 

13.  Dr.  Lembrych  also  commented  that  the  bleeding  during  pregnancy,  the  complications 
involving  the  placenta  and  the  substantial  blood  losses  at  confinement  were  almost  certainly  the 
results  of  a  damaged  endometrium.'^^ 

14.  Dr.  Lembrych  concluded: 

"Our  investigations  demonstrate  the  damaging  effect  of  an 
interrupted  first  pregnancy  on  a  subsequent  pregnancy  and 
birth.   If  we  add  these  sequelae  to  the  more  often  reported  early 
and  late  sequelae  including  sterility  and  infertility  we  come  to 
the  conclusion  that  the  interruption  of  a  first  pregnancy  is 
most  inadvisable.    This  places  the  doctor  under  an  obligation 
to  review  the  evidence  for  an  abortion  with  care  and  to  be 
particularly  conscientious  in  explaining  all  the  possible 
disadvantageous  consequences  to  the  women  concerned." 

(0  BuHer,  N.  R.  &  Alberman,  E.  D.  (1969)  p.  39. 

(>)  Hofmann,  D.  (1965). 

(>)  The  endomelnum  is  .ibout  1.5  mm.  thick  and,  excluding  the  tiasal  layer,  Is  shed  at  menstrua- 
tion.   The  endometrium  lies  on  the  myometrium.    "Endometritis"  and'bndomyomclrltls"  are 
referred  to  frequenlly  in  the  papers  reviewed  as  consequences  ot  Induced  atxirtlon  and  are 
Inflammation  of  these  tissues. 
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CERVICAL  INCOMPETENCE  FOLLOWING  INDUCED  ABORTION 

15.     A  paper( ')   on  second  trimester  abortion  after  vaginal  termination  mainly  of  first  pregnan- 
cies from  Queen  Charlotte's  Hospital  published  in  The  Lancet  in  June,  1972  also  referred  to 
cervical  incompetence  following  an  abortion  as  the  likely  explanation  of  the  ten-fold  increase  in 
second  trimester  abortions  in  pregnancies  that  followed  a  previous,  induced  abortion.    Dr. 
Lembrych,  by  the  v.ay  he  chose  his  patients,  excluded  second  trimester  abortions  but  recorded 
other  data!    The  two  papers  taken  together  pose  many  questions  meriting  further  research. 

16  A  recent  French  paper  is  also  devoted  to  the  effect  of  gynecological  operations,  including 
induced  abortions,  on  the  course  of  subsequent  pregnancies.**'   It  found  that  cervical  incompetence 
leading  to  second  trimester  abortions  and  premature  births  was  due  to  thereapeutic  abortion  more 
frequently  than  to  difficult  previous  pregnancies  or  curettage.    This  French  paper  also  discusses 
damage  to  the  endometrium  and  myometrium  as  sequelae  of  therapeutic  abortion,  with  examples 
of  such  damage  leading  to  second  trimester  abortions,  premature  births  and  stillbirths. 

17  A  recent  American  paper  discusses  the  treatment  of  cervical  incompetence. (''   This  paper 
alio  notes  that  induced  abortion  is  an  important  part  of  the  etiology  of  cervical  incompetence. 
These  four  recent  papers  -  one  British,  one  German,  one  French,  and  one  American  -  are  only 
the  latest  of  a  large  number  of  papers  associating  cervical  incompetence  and  induced  abortion. 
Several  other  references  to  cervical  incompetence  and  damage  to  the  cervix  were  referred  to  m 
Margaret  Wynn's  May  (1972)  submission. 

18  The  papers  that  report  on  cervical  incompetence  may  be  divided  into  those  which  point  to 
ceWical  incompetence  as  a  consequence  of  induced  abortion  and  another  group  which  are  concern- 
ed with  the  treatment  and  etiology  of  cervical  incompetence  which  is  not  only  the  result  of  abor- 
tion    Papers  on  the  surgical  treatment  of  cervical  incompetence  are  encouragmg  and  Professor 
Barter  even  talks  of  "a  new  chapter  in  modern  obstetrics ".^-^   Yosowitz's  1972  paper  is  also 
encouraging  although  the  quoted  results  show  that  a  proportion  of  infants  are  stillborn  or  born  too 
soon  and  too  small  even  after  using  the  best  surgical  techniques.    Palmer's  paper  (par^raph  16 
above)  mentions  90  cases  of  second  trimester  abortion  due  to  cervical  incompetence,  38  the  result 
of  therapeutic  abortion.    Subsequently  68  cases  were  operated  on,  56  successfully,  but  with  3 
abortions  and  9  premature  births. 

ANTE-NATAL  CARE  IN  A  SUBSEQUENT  PREGNANCY 

19  There  will,  however,  always  remain  a  danger  that  the  assistance  of  the  obstetric  surgeon  will 
be  available  too  late  to  avoid  a  second  trimester  abortion  or  premature  birth.    Wright  e^ 
recommend  that: 

"Digital  assessment  of  the  cervix  should  be  performed  every 
two  weeks  in  the  subsequent  pregnancy  for  signs  of  cervical 
incompetence." 

ThPv  are  thus  recommending  a  very  high  standard  of  ante-natal  care  from  the  end  of  the  first 
tHm'ester  ?or  allTmen  who  have7?d  a  previous  induced  abortion.    Reliable  diagnosis  of  cervical 
nc^mitence  ts  very  difficult.(0.(')   Professor  Barter  says  that  cervical  incompetence  should  be 
susSd  if  there  have  been  two  previous  second  trimester  abortions.    He  explams   however,   hat 
ce^^  incompetence    may  result  in  either  a  second  trimester  abortion  or  "immature  labors  . 
Cervical  incom^tence  may  be  suspected  following  any  premature  birth  when  there  is  no  ottier 
Svto^  cause^e  diagnosis  before  a  seE5HdTHSiester  abortion  or  premature  birth  is  not  e^y 
an™tainly  requires  the  co-operation  of  the  woman  from  early  in  pregnancy  and  disclosure  by 
her  of  her  obstetric  history. 

( .)  Wrietit.  C.  S.  W.  ct  al  (1972),  "Of  the  91  patients,  83(91%)  had  had  no  previous  pregnancy  other 

than  the  one  that  had  beea  terminated." 
(.)  Palmer,  R.  (1972). 
(1)  Yosowlli,  E.  E.  (1972). 
(.)  Darter,  B.  H.  (1967). 
(.)  Shlrodtar,  V.  N.  (1970). 
(•)  Barter,  R.  R.  (1967). 
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20.     That  women  who  have  had  a  previous  abortion  should  be  regarded  as  high  risk  cases  in  a 
subsequent  pregnancy  was  the  subject  of  a  recommendation  in  1963  in  the  report  of  the  British 
Perinatal  Mortality  Survey.(W    in  1966  Monro,  basing  nimself  on  the  Survey,  wrote  in  a  book 
intended  for  the  guidance  of  pregnant  women  and  published  by  the  National  Birthday  Trust  Fund:(') 

"The  Survey  showed  that  there  is  an  increased  risk  to  the 
babies  of  mothers  who  have  a  previous  history  of  abortion  or 
ectopic  pregnancy.    Previous  abortion  increased  by  about 
one-third  the  risk  that  the  mother  will  lose  her  baby.    This  is 
true  no  matter  whether  the  abortion  was  a  miscarriage,  whether 
it  was  done  in  hospital  for  medical  reasons,  or  outside  illegally." 

The  1963  recommendation  was  that  a  woman  with  a  previous  history  of  abortion  should  be  regarded 
as  a  high  risk  patient  and  should  be  "invariably  booked  for  hospital  delivery  under  consultant  carel' 
It  IS  now  apparent  that  this  recommendation  is  right  but  not  quite  adequate  and  that  it  is  also 
important  to  ensure  expert  ante-natal  care  from  about  the  12th  week  of  pregnancy.    This  makes  it 
quite  essential  that  all  women  who  have  had  an  abortion  and  may  wish  to  carry  a  subsequent 
pregnancy  to  term  should  know  to  seek  ante-natal  care  early  and  should  know  the  reasons  for 
doing  so.    Class  A  women  need  to  know  much  about  the  risks  and  particularly  the  latent  morbidity 
risk,  that  is  of  much  less  significance  for  Class  B  women.  

The  argument  in  this  paper  for  early,  priority,  ante-natal  care  for  all  women  who  have  had  a 
previous  abortion  is  based  so  far  on  the  likelihood  of  cervical  incompetence  following  an  induced 
abortion.    This  is  not  the  only  reason,  however,  for  placing  such  women  in  the  high  risk  category 
as  discussed  further  below. 

THE  CLASSIFICATION  OF  MORBID  SYMPTOMS  FOLLOWING 
INDUCED  ABORTION  -  APPARENT  MORBIDITY 

21.     One  recent  paper  from  Berlin  University  medical  school^''   analyses  what  is  described  as  the 
"early  complications"  following  1,234  abortions  induced  at  two  Berlin  clinics.    The  restriction  to  a 
discussion  cf  "early  complications"  is  included  in  the  title  of  the  paper  and  the  importance  of  this 
restriction  is  explained  at  some  length.    The  authors  of  this  paper  came  to  the  same  conclusions 
as  the  authors  of  other  more  recent  papers' •').(^)   that  the  prevalence  of  morbidity  following 
induced  abortion  reported  by  many  writers  depends  upon  how  long  the  women  concerned  are  kept 
under  surveillance  after  the  operation.    The  longer  the  surveillance  the  higher  the  morbidity 
reported.    Lunow  et  al  found  12.2  per  cent  of  "early  complications"  in  Berlin.    They  were  only 
able  to  obtain  reports  subsequently  on  703  women,    or  57  per  cent  of  the  original  1,234  women,  at 
varying  times  after  they  were  discharged  from  hospital.    There  were  36  per  cent  of  the  703 
women  with  "longer  term  complications".    Hoffmann  and  Ziegel  recorded  4  per  cent  of  "early 
complications"  and  15.5  per  cent  of  "long-term  complications".    There  is  much  lack  of  precision 
in  the  use  of  "early",  "short-term"  and  "long-term".    Zwahr  records  35.6  per  cent  of  complica- 
tions and  explains  his    high  figure  compared  with  that  reported  by  some  other  hospitals  partly  by 
a  concentration  in  his  hospital   of  the  more  difficult  maternity  cases  of  the  Schwerin  district  but 
also  by  the  unusual  length    of  time  for  which    his  team  deliberately  followed  the  cases  and  the 
unusual  care  with  which  the  women  were  examined. 

22.     Length  of  surveillance  is  therefore  a  major  factor  influencing  the  amount  of  morbidity 
reported.    There  are  papers  both  in  German  and  in  English  that  give  prevalence  figures  for 
morbidity  following  induced  abortion  without  any  details,  or  even  any  broad  indication,  of  the 
length  of  surveillance  of  the  patient  after  the  operation.    Such  papers  not  only  add  little  to  what  is 
known  but  also  can  be  misleading.    Some  clinics  lose  sight  of  their  patients  very  soon  after  the 
operation  and  never  see  them  again    so  that  the  period  of  surveillance  is  minimal. 

(i)  Butler,  N.  R.  4  Bonahm,  D.  G.  (1963)  p.  32. 

(i)  Monro,  I.  C.  (1966)  p.  13. 

(!)  Uinow,  E.  elal  (19711 

(.)  Zwahr,  C.  (1972). 

(>)  Hodmann,  J.  4  Zlcgel,  E.  (1972). 
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The  morbidity  reixjrted  is  then  also  likely  to  be  minimal  and  bear  little  relation  to  what  would  be 
discovered  if  the  latients  were  followed  for  five  years.    The  requirements  of  the  Department  of 
Health  &  Social  Security  that  complications  should  be  reported  to  the  Department  by    the  operating 
practitioner"  within  one  week  rules  out  any  period  of  surveillance  likely  to  result  in  the  diagnosis 
of  most  of  the  post-abortion  morbidity. 

23      Lunow  et  al  expressly  exclude  from  their  study  what  has  been  described  above  as  latent 
n^orbidity  or"Trfheir  words  the  "pathological  consequences  of  abortion  during  subsequent  pregnan- 
cv  and  childbirth".    They  also  exclude  other  tyi^es  of  latent  morbidity  expressly,  including  sterility, 
extrauterine  preqnancies  and  serological  incompatibility  which  are  discussed  turtlier  below  and 
provide  further  arg-jments  for  distinguishing  tetween  Class  A  and  Class  B  women  in  counsellmg 
and  in  policv.    Lunow  et  al  record  26  cases,  or  about     2  per  cent,  of  cervical  lesions,  but  comment 
that  damage  to  the  cerVbTis  "commoner  than  is  diagnosed"  and  quote  an  earlier  paper  expressing 
the  same  view.^  >   Cervical  incompetence  is  essentially  latent. 

■'4      The  apparent  morbidity,  as  distinct  from  this  latent  morbidity,  is  subdivided  in  nearly  all  the 
GeVman  papers  into  endometritis,  endomyometritis,  adnexitis,  parametritis  describing  inflamation, 
i.ifection    or  damage  to  pelvic  organs  that  is  sometimes  apparent  soon  after  operation  but  more 
often  much  later.    Intermittent  or  chronic  ill-health  may  result.    The  literature  reports  rnasiy 
cases  of  such  ill-health  being  brought  to  an  end  by  hysterectomy.    The  restoration  of  good  health 
by  these  means,  is,  of  course,  only  available  to  Class  B  women  and  not  to  Class  A  women  who 
wish  to  remain  progenitive. 

25  There  are  no  grounds  for  assuming  that  there  are  no  long-term  psychiatric  sequelae  of 
abortion  particularly  in  those  cases  where  there  are  physical  sequelae  or  a  latent  morbidity 
becomes  aoparent  in  a  subsequent  pregnancy.  The  value  of  psychiatric  studies  of  abortion  that  are 
based  on  short  periods  only  of  surveillance  or  that  fail  to  distinguish  between  Class  A  and  Class  B 
women  is  questionable.  As  noted  above  Class  A  women  must  be  told  that  they  must  be  regarded  as 
high  risk  ol>stetric  cases  in  a  subsequent  pregnancy.  This  will  increase  anxiety  durmg  subsequent 
pregnancies  even  if  the  outcome  is  normal. 

THE  CLASSIFICATION  OF  MORBIDITY  SYPTOMS  -  LATENT  MORBIDITY 

26  Lembrych  refers  not  only  to  cervical  incompetence  as  a  reason  for  the  birth  of  more  pre- 
mature  and  lieht-weight  babies,  but  also  to  damage  to  mucus  m<=mbranes  resulting  m  a  variety  of 
symptoms,  at'^the  time  of  confinement  including  cases  of  faulty  placentae.    Other  papers    includmg 
Lunow  et  al,  and  not  only  German  papers,  ^)/^)   refer    specifically  to  damage  to  the  endometrium 
resultii^^TH  defective  implantation  and  in  consequence  to  faulty  development  of  the  PlacenU.    A 
recent  American  paper  notes  that  damage  to  the  endometrium  and  abortion  are  a  Kirt  of  the  etiol- 
o-v-   of  faulty  development  of  the  placenta  and  quotes  four  other  papers  in  support.^       There  are 
m'anv  papers  associating  such  faulty  development  of  the  placenta  with  perinatal  mortality  and 
con-enital  handicap.(=>    Endometritis  has  therefore  some  consequences  that  may  be  described  as 
latent  that  are  onlv  of  importance  to  Class  A  women  who  wish  to  remain  progenitive.    Damage  to 
the  endometrium  does  not  only  result  in  the  troubles  at  confinement  listed  by  Lembrych,  but 
prejudices  the  development  of  the  placenta.    The  resulting  placental  insufficiency  or  defect  may 
pre  udice  the  development  of  the  fetus.    The  complicated  changes  from  the  fertilization  of  the  ovum 
to  the  end  of  the  puerperium  are  prejudiced  by  types  of  injury  to  the  reproductive  o^g^"/^ '':'^' ""^^^ 
not  be  noticed  at  all  when  these  organs  are  passive.    The  sequelae  of  abortion  are  different  when 
the  reproductive  organs  are  carrying  a  fetus  subsequently  than  if  they  are  not  carrymg  a  fetus. 
This  may  seem  obvious,  but  is  ignored  in  many  papers  on  Induced  abortion  thus  makmg  such 
papers  relevant  only  to  Class  B  women. 

( .)  Ccc,  K.  (1964). 

(j)  Himtinefoni,  P.  I.  (J971X 

())  Palmer,  R.  (1972). 

(.)  Weekes,  U  R.  &  Creig,  U  B.  (1972). 

(>)  Butler,  N.  R.  &  Albermaa,  E.  D.  (1969). 
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27.     The  Class  A  women  who  wish  to  remain  progenitive  will  wish  to  take  into  account  the  possible 
consequences  not  only  to  themselves  but  also  to  a  subsequent  unborn  child.    It  has  also  to  bTtaken 
into  account  that  the  r.sks  to  infants  in  the  total  sequence  of  human  reproduction  are  much  greater 
than  to  mothers.    Perinatal  mortality  is  more  than  one  hundred  times  maternal  mortality     The 
risk  01  damage  to  an  infant's  central  nervous  system  is  much  more  than  one  hundred  times  the 
risk  of  damage  to  the  mother's. 

LATENT  MORBIDITY  -   ISO-IMMUNIZATION 

28  This  is  another  type  of  latent  morbidity  following  induced  abortion  that  is  discussed  in  some 
detail  m  German  papers.  The  risk  is  to  subsequent  children  and  is  therefore  another  risk  onlv  of 
concern  to  Ckiss  A  women.  The  risk  depends  on  the  blood  groups  of  the  father  or  fathers  as  well 
as  of  the  mother,  but  also  on  the  method  of  abortion  used.  The  risk  increases  quite  steeply  with 
the  number  of  pregnancies  and  is  very  low  for  a  first  pregnancy.  The  more  pregnancies  a  woman 
has  aborted  before  she  starts  a  family  the  higher  the  risk  of  iso-immunization  to  subsequent 
children. 

29.  The  authors  of  a  recent  paper^ )  on  serological  incompatibility  recommend  on  these  grounds 
alone  that  there  should  be  no  abortion  if  a  later  pregnancy  is  likelv.    The  paper  continues  that  if  it 
IS  decided  to  proceed  with  an  abortion  nevertheless  in  spice  of  this  advice  then  the  consent  of  the 
husband  should  always  be  sought  and  the  risks  should  be  explained. 

30.  Asztalos  e^l  analyse  267  cases  of  Rh  (D)  and  ABO  incompatibility.    They  compare  the  risks 
of  feto-maternal  iso-immunization  following  abortion  by  curettage  and  vacuum  aspiration     Thev 
found  a  lower  risk  using  vacuum  aspiration  but  a  risk  nevertheless.    The  comparative  risks  of  " 
these  methods  of  abortion  as  reported  in  some  German  papers  are  discussed  further  below 
Asztalos  e^  (1972)  quote  32  other  papers,  23  in  German,  on  iso-immunization. 

31.  Good  protection  against  the  consequences  of  iso-immunization  in  a  subsequent  pregnancy  can 
be  ensured    for  those  Rh-negative  women  who  are  at  risk  by  the  injection  of  anti-D  antibody 
following  an  induced  abortion.    This  is  considered  good  practice  in  all  countries'  'hi'hi')   and  is 
practised  by  the  British  National  Health  Ser^-ice.    How  far  are  women  given  this  protection  bv  the 
private  abortion  clinics?    Kow  far  are  the  clinics  required  to  provide  this  protection  for  Rh-ne<^a- 
tive  women?    A  failure  to  Lake  such  prophylactic  measures  can  lead  not  only  to  very  difficult 
confinements  but  to  still  births  and  to  some  of  the  worst  forms  of  human  handicap  in  a  child  born 
subsequently.    Induced  abortion  of  a  first  pregnancy  is  reported  to  increase  the  risk  at  the  next 
pregnancy  from  a  very  low  figure  to  about  4  per  cenu'-J 

LATENT  MORBIDITY  -  STERILITY 

32.  The  risk  of  sterility  is  yet  another  reason  for  distinguishing  between  Class  A  women  who 
wish  to  remain  progenitive  and  Class  B  women  to  whom  sterility  is  no  problem.    Lunow  et  al  (1971) 
give  references  to  papers  discussing  sterility  as  far  back  as  1938.(-5.< ').('=)   German  papers  quote 
figures  for  the  prevalence  of  sterility  following  induced  abortion  within  the  2  to  5  per  cent  range 
quoted  in  the  previous  submission. 

MORBIDITY  FOLLOWING  ABORTION  BY  VACUUM  ASPIRATION 

33.  The  vacuum  aspiration  technique  has  been  introduced  rather  recently  in  the  USA  and  United 
Kingdom.    There  are  numerous  aipers  in  German  that  compare  the  morbidity  resulting  from  use 
of  vacuum  aspiration  with  other  techniques  at  different  numbers  of  weeks'  gestation.    For  example 
Zwahr's  paper  mentioned  above  summarizes  the  results  of  745  abortions  between  the  years  1967 
and  1969,  a  period  when  the  particular  hospiul  was  transferring  from  the  general  use  of  curettage, 

(')  Asztalos,  M.  el  al  (1972). 

(')  Browne,  ].  C.  McClure  &  Djon,  G.  11970). 

(>)(')  Fredj,  V.  J.  et  al  (1971). 

(>)  Vl.'ischcr,  R.  D.  &  Vissctier,  H.  C.  U972). 

(•)  Schultzc,  G.  K.  F.  (1938). 

(.)  Topp,  C.  (1959). 

(•)  Dvkova.  H.  et  al  (1960). 
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that  had  been  in  use  for  many  years,  to  the  use  of  vacuum  aspiration.(')   This  paper  compares  the 
subsequent  short  and  long-term  morbidity  0.at  resulted  from  the  use  of  vacuum  aspiration  alone, 
from  cure  t^ge  alone  and  from  vacuum  aspiration  followed  by  curettage  when  this  was  indicated 
I^fTre  commenUng  on  Dr.  Zwahr's  paper  its  predecessors  should  be  mentioned.    This  particular 
™n^r<rfve^M  references,  all  in  German.    The  earliest  of  these  papers  specifically  describing 
^c'^umTpirftS"^  co-paring  the  morbidity  resulting  from  this  technique  with  other  techniques 
is  dated  1964.^') 

•54      The  Daoer  by  Dr   Chalupa  of  1964  is  also  extensively  documented  showing  that  there  were 
aLaS^m^^^P^rs^n  vacuum  aspiration  with  comparisons  of  other  '^'^^^''^^r.f'^'n'X^ylt 
:   t^t'dTtrbun^stly  in  Slavonic  or  other  languages.    The  -^l^-' f.^g'"  J°'o^o'^,'^,^  °'-;,S^ 
and  other  recent  authors  appears  to  be  a  Chinese  paper  reporting  m  1958  on  300  cases  where 
vacuum  asSlon  had  been  used.O)    The  next  earliest  pai»r  on  vacuum  aspiration  quoted  was 
puSedTfg^^ecological  journal  in  l^tvia  in  Russian  in  1961.(;I   Pai^rs  on  v-uum  aspiration 
coverine  large  trials  were  presented  to  a  gynecological  congress  in  Moscow  m  1963.    Q"'te  a 
^um^7of^%rs  in  Czech  based  upon  trials  were  already  available  in  1964.    The  vacuum  aspira- 

?rmet^odTmuch  older  than  these  papers  suggest  and  -,<|«='='-f  ^'^  ^  «"^7"  fg^g^fs  "^"^he 
1920's     There  was  even  a  book  on  the  Soviet  experience  published  in  Germany  in  1933.V       The 
conUnuity  of  re^nt  experience  does  however  only  api^ar  to  go  back  to  the  Chmese^per  of  1958. 
rlstrLi  paper  summarized  the  world  literature  °" -Portion  with  p^rt^ular  reference  to 
mortality  and  morbidity  following  legal  therapeutic  abortion  in  1965. ^  >   This  paper,  and  maeea  me 
earlier  papers,  have  now  been  superseded. 

35  However  claims  have  been  made  recently  in  the  USA  and  the  United  Kingdom  for  the  vacuum 
aspirat°rn  technique  and  it  is  now  increasingly  widely  used  on  both  sides  of  the  Atlantic.    It  is 
t^w^U^^Oierefore  to  appreciate  that  many  variations  of  the  vacuum  aspiration  technique^  )  have 
bX  vS^d  In  ^ny  countrfes  and  the  results  of  many  thousands  of  cases  of  its  use  have  been 
reported  in  the  medical  journals  over  a  period  of  at  least  14  years. 

36  Dr    Zwahr  confirms  the  result  of  manv  other  German  papers.    Vacuum  aspiration  leads  to 
somew^t^s  c^mpUc"t:ors  than  curettage,  but  has  a  subsUntial  morbidity  rate  nevertheless 
TaTfng  only  lon^^rm  complications  the  incidence  was  14.4  per  cent  when  vacuum  aspira  ion  was 
ulS^d  17.7  ^r  cent  toUowing  curettage.    Taking  all  cases  where  '»;"«  J-^.g^^^^^^^jJ^ '=j°S: 
^ions  the  total  incidence  was  31.8  per  cent  tollowing  vacuum  aspiration  and  38.4  per  cent  toUow 
ing  curettage.    The  difference  was  statlsticaUy  significant 

37  However  the  numbers  of  patients  in  Zwahr's  series  who  suffered  from  each  of  the  long  l^t  of 
compfi^ttons  were  too  small  to  provide  statistically  slgnUlcant  comparisons  be^^een  the  types  of 
comp   ^   on  rrsulting  from  the  dUferent  methods  of  abortion.    It  is  noteworthy,  however,  that  of 
aU  the^  e  complicatrons  listed  "endometritis"  is  the  most  important  whichever  method  of  terml- 
^tionilusennd  indeed  more  important  than  all  the  other  long-term  complications  taken  together 
^oUowL  vacuum  Aspiration  7.3  pTr  cent  and  tollowing  curettage  10.7  per  cent  of  t^'^^nts  suffered 
from  e^dome^itis.    This  only  repeats  the  importance  of  endometritis  as  a  l°"f-'"™  Xvc^ 
fXwiHgTduced  abortion  emphasized  by  previous  German  papers,  tor  example  by  L^mbrych 
(1972)  and  other  papers  going  back  to  Chalupa  (1964)  and  further. 

(.)  Zw»hr,  Chr.  (1972). 

(i)  OialufB,  M.  (1964)  but  see  ilso- 

Cislo,  M.  el  il  (1966). 

Willgerodt.  W.  Si  Birke,  P.  (1967). 

Blrke,  B.  <>  WiUgerodt,  W.  (1968). 

FUmig,  C.  t  Schneck,  P.  (1969). 

Neinet,  S.  Si  Konji,  Z.  (1970). 

Weise,  W.  et  il  (1970). 

Uuiow,  E.  et  al  (1971). 
())  Wu-Yuin-T'il  4  Wu-Hslen-Chen  (1958). 
(•)  MeDis,  E.  L  Si  RDie,  U  V.  0961). 
(,)  Mayer,  A.  (19J3). 

(.)  Helss,  H.  (1965).  ,  .      j     ._ 

(>)  See  Semm,  K.  (1972)  (or  a  recent  paper  on  catheter  design. 
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38.  Dr.  Zwahr  concludes  that  abortion  is  not  a  safe  and  harmless  operation  whether  or  not 
vacuum  aspiration  is  used  and  that  it  behooves  every  doctor  who  has  the  responsibility  to  weigh 
the  risks  carefully  and  only  agree  to  an  abortion  if  there  is  a  strong  medical  Uidication 

39.  The  other  German  papers  come  to  similar  conclusions,  for  example  Weise  et  al  (1970)  in 
discussing  vacuum  aspiration  conclude  that  it  is  the  best  method  if  used  early  in  iFTgnancy  but 

there  is  no  harmless  method".  ^         ' 

40.  Lunow  etal  reported  7.9  per  cent  of  early  complications  using  vacuum  aspiration  on  683 
^^    h  ,1  fw  \t     ^"^  "^^If  TI'/^  complications  on  514  patients  using  curettage  and  other  meth- 
ods, but  that  there  was  little  difference  between  the  prevalence  of  longer-term  complications 
following  vacuum  aspiration  and  curettage  which  was  higher  at  36  per  cent  of  patients  with  compli- 
cations but  only  of  the  703  patients  who  were  examined.    The  impomnce  of  thflongerTerm  mor- 
bldi  y  IS  such  that  greater  weight  must  be  given  to  figures  for  longer  term  morbidity.    Seen  as  a 
whole  the  papers  do  no  more  than  suggest  that  the  vacuum  aspiration  method  used  early  in  preg- 
nancy IS  somewhat  less  damaging  than  other  methods.  J'       f     b 

41      The  recent  paper  of  Hoffmann  and  Ziegel  recording  4  per  cent  of  early  complications  rising 
to  15  per  cent  of  long-term  complications  using  vacuum  aspiration  has  already  been  mentioned. 
The  complications  are  subdivided  into  the  usual  endometritis,  endomyometritis,  parametritis   and 

42.  A  recent  Swiss  paper  analysin<r  629  abortions  comes  to  similar  conclusions:^') 

"The  termination  of  a  pregnancy  is  not  a  harmless  procedure 
and  this  will  remain  so.    Even  for  the  simplest  methods,  the 
vacuum  aspiration  in  early  pregnancy,  great  care  and  experience 
are  necessary." 

Papers  saying  that  great  experience  is  necessary  beg  the  question  as  to  how  the  experience  is 
acquired. 

LATENT  MORBIDITY  -  EXTRA-UTERINE  PREGNANCY 

43.  Zwahr  describes  an  abortion  using  vacuum  aspiration  that  was  followed  by  an  ectopic  or 
extra-uterine  pregnancy  with  a  fatal  outcome.    He  then  says  that  for  this  reason  alone  the  material 
recovered  should  always  be  examined  histologically.    A  macroscopic  examination  is  not  always 
adequate.      Only  a  histological  examination  can  recognize  an  early  extra-uterine  pregnancy  "    It 
might  be  thought  that  ectopic  pregnancies  are  so  rare  that  Zwahr's  firm  recommendation  could  be 
over-cautious.    However  liability  to  an  extra-uterine  or  ectopic  pregnancy  is  another  form  of 
latent  morbidity  following  an  induced  abortion,  according  to  a  number  of  papers.    The  risk  that 
Zwahr  points  to  is  probably  very  low  soon  after  the  liberalization  of  abortion.    It  becomes  a  matter 
of  greater  importance  as  the  population  of  women  who  have  already  had  one  abortion  increases  and 
the  number  seeking  second  and  third  abortions  increases. 

HISTOLOGICAL  EXAMINATION  OF  ABORTION  PRODUCTS 

44.  Other  authors  also  emphasize  the  need  for  careful  and  histological  examination  of  the  prod- 
ucts of  vacuum  aspiration.    Chalupa  quotes  different  investigators  as  return  muscle  fibres  in  the 
products  in  from  1.5  to  20  per  cent  of  cases.    Vacuum  aspiration  does  not  necessarily  only  remove 
the  fetus  and  placenta  but  may  also  remove  muscle  fibers  from  the  wall  of  the  uterus.    This  is 
likely    to  cause  endometritis  or  endomyometritis.    Histological  examination  is  desirable  to  see 
that  any  faulty  application  of  the  technique  may  be  improved. 

45.  Several  papers  state  that  the  authors  found  that  vacuum  aspiration  did  not  remove  fetal  bones 
reliably  after  10  or  11  weeks  gestation.(')>(')>v*)     These  three  papers  appear  to  agree  that  10  to 
11  weeks  is  borderline  and  that  later  than  12  weeks  is  certainly  too  late  for  the  use  of  the  aspira- 
tion technique.    Another  paper  describes  the  unfortunate  consequences  of  fetal  bone  fragments 

(.)  SUmm,  H.  (1072). 
(i)  Nc-mpl,  J.  i  Koiiya,  Z.  (1970). 
())  Hodnunn,  J.  St  ZleRul,  E.  (1972). 
(.)  Btrkc,  II.  &  WlMgorodt,  W.  (19C7). 
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being  left  behind  in  the  parametrium  following  an  abortion.  ( ' )    In  1970  u   England  ^"1  Wales  there 
were  5  250  operations  uWins  vacuum  aspiration  at  13  ^vecks  gesUtion  or  longer  and  1.136  at  15 
weeL  or  lonSr  and  the  great  majority  of  these  operations  was  carried  out  on  won,en  ^"der  the 
ri^f  94    °y  The  examiirition  of  aboriion  products  not  only  tinows  light  on  whether  too  much  is 

fhe  whole  of  a  fetus  by  vacuum  aspiration  and  bone  fragments  m  particular  are  left  behind     In  a 

CONCLUSIONS 

were  right  but  did  not  go  far  enough. 

Sd  recommend  the  amount  of  Government  sup^rt  that  may  prove  necessary, 
natal  care  in  a  subsequent  pregnancy. 

iiifi^iiiigll- 

about  the  course  of  the  pregnancy  as  may  be  required  for  the  furtherance 
of  a  patient's  blood  prior  to  an  abortion. 

!;1  L'SM^Sklls  Statisnca.  Review  cLgn^l^n.  .nd  Wal.s  tor  1970,  ^pplen.e.t  on  Abortlc 
(■)  BSuflTliTCt    BoahiOi,  D.  G.  (IseSTprii 
(.)  Monro,  L  C.  (1966)  p.  !». 
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Fred  T.  Daevil,  Jr.,  M.D.,  F.A  C  P 

DIPLOMATS  OF  THE  AMERICAN  BoARD  OF  INTERNAL  MEDICINE 

Senator  Birch  Bayh,  ^^''"''^  ^''"''''''  ^'''^■'  ^^''^  ^^'  ^57^- 

tlnatTofficrmd  ^"^''^"'^"^^  0"  Constitutional  Amendments, 
Washington,  D.C.  20515 
Dear  Senator  Bayh:  Please  include  the  following  statement  in  the  hparins. 

who  did  not  desire  to  accept  the  responsibility  for  a  child  at  thatTfme  in    heS 
lives.  Many,  particularly  those  of  low  income   went  to  then  illegal  aZtionists 
S^fr°l-P"'^%'^^^  ^''^"^  ^^^^-^^^  I  treated  a  significant  yrSage  the?eaf S; 
for  bleeding,  infection,  etc.  Those  of  higher  income,  I  sent  to  Jamf  for  a  le^al 
abortion  there  at  a  cost  of  about  $1,250.00  including  travel  expanse  ^ 

cosTo^'f  $100  0rwfthrn"«f''  'r  ^,"  ^"/H^  ^^^^^  of  Washington  afan  average 
cost  ot  i^ioo.OO  with  an  almost  ml  mortality  rate,  and  with  a  minimal  comnli 

lQT?onT.fL'l^\^  ^''  ^^^.^'^  °^^^^^«°  f«  t^^^t  ^  complicatfon  ?  da  tei'n  tie 
100-200  patients  I  have  referred  for  this  procedure  in  the  past  4  years 

I  have  been  impressed  that  legal  abortion,  cheaply  and  safely,  isTsolution 
cl^fJjZT  M?^'^  '^""^^  ^^  ^^^'^^^^^  t«  tJ^«^«  ^«^en  desring  the  pro 
Hnn  ^H    T   ^''  '"''l^^'  ,'^^°'^"  ^^^"  Continue  to  have  abortions!  I  see  the  qSes- 

return  t?'the'''oM  da v".  •''nf  '\^"°'  '^^^P^'^'  ^^^^^'^'  ^°^  ^^"'  or  should  we 
lated^aw?  ^  "    '  ^^P^"«^'  and  contempt  for  a  frequently  vio- 

.J  J'^kI^  ^^f  point  out  that  ever  expanding  population  is  probablv  the  sreat- 
fs  hntlrfi/«f '""^  *^'  ^"T^  '^'^  ^'  '''''  P'^i'^t  in  time.  The  "energy  cSiV' 
int  cfoh-r  ?  •"''''''''  reverberation  of  what  is  to  come  if  world  population  is 
not  stabilized,   m  my  opinion.   Although   I  do  not  recommend   affion   as  a 

a^?dXTaTer«^5aTeVcfti;^rer^^^^  -^^-^'  ''  '^^  --  '^^^^^^^osl 

of  practice  have  convinced  me  of  this  without  any  question 
rr.I^.^^u'^^''^'-^  ^^^^  ""^  patients  to  have  access  to  the  "best  possible  treat- 
oftL^Z^Z  ?  ^r^""  '^?^*^°?  ''  '^^^^^  *^^  optimal  solution.  To  deprive  me 
?f  1  •    I-^ K^,  ^'^  *!^^^t  °^y  patient  in  a  manner  I  believe  in  her  best  interests  I 
feel  is  highly  undesirable.  Please  leave  the  law  the  way  it  now  stands' 
Sincerely  yours, 

F.  T.  Darvill,  M.D. 


A  Profile  in  Courage.  A  Waenino  About  DES 
(By  George  C.  Wilson) 

fhrm^^w^A.^''"^-",  f  ^^i^f"^  niother  who  had  been  at  the  hospital  bedside  all 
through  those  awful  last  hours,  "Is  there  anything  we  can  do  for  vou^" 

Hurt,  Marilyn  answered  in  a  barely  audible  croak  before  mercifullV  sink- 
ing into  a  final  coma— at  last  out  of  reach  of  the  rampaging  cancer  Marilyn 
Malloy  was  17— an  apparent  victim  of  diethyistilbesterol  taken  by  her  mother 
in  good  faith  during  pregnancy. 

r.r.%^"i?^^l  only.months  ago  Marilyn— sitting  straight  and  strong  in  the  saddle 
on  Diablo,  her  spirited  pony— rode  up  our  block  in  Great  Falls,  Va.,  and  looked 
dovra  laughingly  at  us  suburban  foot  soldiers  grubbing  around  yard  and  garden 
You  re  missing  the  zest :  you're  missing  the  zest,"  she  seemed  to  be  saying  as 
she  and  my  daughter  let  their  horses  take  them  away  from  fenced  yards  into 
the  free-growing  woods  along  the  Potomac. 

In  a  serious  moment— and  she  had  many  of  them  while  making  honor  grades 
at  Langle.v  High— Marilyn  tried  to  tell  her  English  teacher,  John  Daugherty, 
about  true  beauty.  She  wrote  :  s  ^^itj-, 

"While  an  egg  whose  shell  is  without  flaw  seems  to  be  beautiful  in  itself,  it  is 
nothing  without  the  yolk,  its  inner  substance.  For  without  its  inner  substance, 
It  becomes  nothing  but  a  hollow  shell,  wholly  devoid  of  any  usefulness  but  as 
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a  purposeless  ornament .  . .  When  a  person  becomes  aware  of  his  generous  physi- 
cal attributes,  he  proceeds  to  neglect  his  inner  self  .  .  .  The  person  who  has  no 
such  preoccupation  is  freer  to  devote  himself  to  perfecting  his  inner  virtue.  He 
has  no  need  to  feel  his  beauty  threatened,  for  his  is  true  beauty;  and  true 
beauty  is  above  and  beyond  the  petty  grievances  of  everyday  life  •  •  •" 

Marilyn  had  a  zest  for  life  then,  and  an  inner  beauty  which  astounded  doctor 
after  doctor  and  nurse  after  nurse  as  she  went  uncomplainingly  from  one 
operation  to  the  next  in  the  losing  battle  against  cancer.  The  radiation  aimed 
at  cancer  in  her  head  burned  the  hair  off  this  attractive  teen-ager.  Never  mmd. 
She  wore  a  head  scarf  at  the  last  party  she  attended  and  had  enough  inner 
beauty  not  to  worry  when  it  slipped  off.  She  went  right  on  asking  people  how 

As  much  as  she  deserves  it,  the  primary  purpose  of  this  piece  is  not  to  salute 
Marilyn.  It  is  instead  to  sound  a  warning  about  diethylstilbesterol— or  DEb.  Mr. 
and  Mrs.  John  M.  Malloy  (he  is  Deputy  Assistant  Secretary  of  Defense  for 
procurement  at  the  Pentagon)  hope  to  spare  other  parents  and  children  the 
ordeal  by  telling  about  Marilyn's.  ,      ri,-^T,'f 

"Until  I  read  about  it  in  the  morning  paper,"  Grace  Malloy  said,  I  didn  t 
know  about  the  problem  with  DES.  I'm  sure  other  people  still  don  t  know.  Their 
children  might  have  the  same  kind  of  cancer  Marilyn  had  and  it  might  be 

^^I?  1949,  Mrs.  Malloy  was  pregnant  and  "spotting,"  a  medical  sign  of  nature 
aborting  the  fetus.  Navy  Dr.  J.  Wilson  Huston,  an  old  family  friend,  Jol^o^ed 
the  prevailing  practice  and  prescribed  DES  to  prevent  miscarriage.  With  no 
qualms,  Mrs.  Malloy  picked  up  the  prescription  and  swallowed  her  medicine 
After  a  while,  the  spotting  stopped.  Her  second  daughter,  Patricia  Louise,  was 
born  shortly  afterward— on  March  14,  1950.  .^v.  nr     ■^^^ 

Seven  vears  later,  in  early  1956,  Mrs.  Malloy  was  pregnant  with  Marilyn 
The  spotting  returned  and  Dr.  Huston  (since  deceased)  prescribed  DES  again 
to  stave  off  nature's  threatened  abortion.  Marilyn  was  born  on  Christmas  Day, 
1956— one   month   premature   and   weighing   only   5   pounds   but   otherwise   in 

"""K'MaZysVveS'a  full  and  mobile  life,  settling  i^  the  Virginia  suburb  of 
Washington  after  Malloy  retired  as  a  Navy  captain  and  entered  the  Pentagon  s 
civilian  hierarchy  in  1965.  There  were  no  danger  signs  about  either  Patti  or 
Mrrilyn-gMs  born  after  Mrs.  Malloy  had  taken  DES.  (The  first-born,  Virginia, 
arrived  without  Mrs.  Malloy  taking  DES  during  that  pregnancy.)  „^^,„^ 

"In  November  of  1971  I  read  an  article  in  the  newspaper  about  DES  produc- 
ing an  alarming  number  of  cancer  cases  in  the  daughters  of  the  mothers  who 
took  the  drug.  I  was  particularly  worried  because  I  had  taken  it  with  both 

^Ihe^'ask^d 'a ^fc'ctor  friend  whether  there  was  anything  to  this  stilbestrol 
"scare'-  He  answered  "you  bet  your  life  there  is"  and  urged  Mrs.  Malloy  to 
have  the  daughTers  examined  immediately.  Marilyn  was  14- ust  entering 
Dubertv— Patti  21.  Research  indicates  that  cancer  believed  induced  by  DEb 
?hows  up  Tn  the  vagina  shortly  after  girls  reach  puberty.  (To  date,  there  is  no 
strong  evidence  that  the  boys  are  similarly  affected.) 

Mrs.  Malloy  remembers  the  tension  building  up  mside  her  the  day  t^e  doctor 
first  examined  Marilyn  for  cancer.  Patti  had  come  out  of  the  doctor's  examm- 
fngroJm  first  "I  sat  there  quaking,"  Mrs.  Malloy  recalls.  Then  Marilyn  came 
out  and  telegraphed  the  bad  news :  „     ^      „    v,    ^-^i/i  v,^^  mnthpr  mnttpr- 

"The  doctor  wants  to  see  me  again  on  Monday,''^  she  told  her  mother  matter 
of-factlv.  "I  have  spots  or  something  on  my  vagina."  tvc„ii„^^ 

The  next  conversation-a  private  one  between  the  doctor  and  Mrs.  Mallory 
right  a?ter  this  first  examination  of  Marilyn-further  confirmed  the  worst  fears 
of  the  mo'her  who  had  taken  DES  as  an  expression  of  confidence  m  this  medical 
discovery  and  the  government  authorities  who  had  approved  its  use. 

Doctor- "Grace,  Marilyn's  vagina  looks  very,  very  bad. 

Grace — "Are  you  telling  me  she  has  cancer?" 

Doctor— "I'm  virtually  sure  of  it."  .  rh^;«<-Tnfl«  spason  of 

That  diagnosis-confirmed  by  Wopsy-was  made  in  the  ^^"^^^^^^.^^^'^"the 
1971.  That  Christmas  Day  was  Marilyn's  15th  birthday.  She  went  into  the 
hospital  for  tests  the  following  Monday.  ., 

What  followed  in  the  subsequent  21/2  years  is  the  J^^d  of  agony  only  those 
who  have  been  through  it  with  a  loved  one  can  really  know.  John  Gunther  tried 
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t^preJta^'^r^n  fiJ'st^/S:  '?  tZl  """T  *f  .f'™^^'^  'o  control  the 

—barring  the  miracle  everybody  prayed  for  Pam-bope  o(  a  cure  gone 

on?S^onftime"~"'°"  "'''"'"  '"  "'"•'  '"  "o^"'*^'  '»  ''"■"«.  Marilyn  cried 
19?8"'t°ha^'7ou''rul'd"'l'e;rScat1n'^''"  """""^  ^""^"'^  '"°^  »  ""*' 

abJtSt^^Vt'^^aVrp^nrfi"!-^^^^^^^^^  a  .,1  from 

gettmg  ready  to  graduate.  She  was  in  its  uppe^lS  per  cent  academicllly  '"'* 
le'^gefS'  c^urT  IfalsT  rd    ed  "  atSJrer?'in't97l''t:  'r^""  "^^  .^^f 

wjiivf  t"aS  SI  is?s  Kxf  r  ^^^^      SiirrarTrthSi 

u^g\^;C^^?A^^ir^^LXrf^"'^^'^^  ^^^^  *^^^  ^^«  -  -'  -  SeclS 

li  JoH  ^""^  A*^?^^'''"  7^"  ^""^^^^^  Marilyn  believes  DES  and  her  cancer  are 
linked  Dr.  Arthur  L.  Herbst,  assistant  clinical  professor  of  obstetnV?  nnH 
gynecology  at  Harvard  Medical  School,  has  linked  DES  to  cancer  on  SebSs 
of  studies  at  Massachusetts  General  Hospital  cancer  on  the  basis 

"WrthiS'it's  ma'^v^Zi^JnLT."'"''  we're  talking  about."  Herbst  has  warned. 

A    J^-       i  ^     ^^  thousands.  Its  use  was  fairly  widespread  " 

And  m  advice  which  the  Malloys  implore  parents  to  follow  so  they  can  catch 

cancer  early  enough  to  beat  it.   Herbst  has  said,   "We  thSkallJirls  whose 

SS)erty."  ''^  '"'"'  ^'"^  '"^""'^  ^""^  ^  ^^^Pl^t^  P^l^i<^  exam  once  mey  Teach 

[Reprinted  from  ^^"^^rnia^  Mediein^.^;Offlelal^  Jc>ur^       of^t^he  California  Medical  Asso- 
A  New  Ethic  foe  Medicine  and  Society 

trinsfc  worih ""Jni  Y^'^r''  fthic  has  alwavs  placed  great  emphasis  on  the  in- 
il^^-?-  ^oytj.  and  equal  value  of  every  human  life  regardless  of  its  stage  or 

Ss  been-the'Lli'.''fi'^'  ''\^  '^'  ^^^f^^"^  '^^  ^^^  Judeo^Christian  heritrgl  and 
has  been  the  basis  for  most  of  our  laws  and  much  of  our  social  policy    The 

medSne'and  fftbe'Sfh  •''''^- ^.T" ^  "'^  ^^^  ^''"^  ^^^^  ^  ^^^^^^^"^  Sf  Western 
medicine  and  is  the  ethic  which  has  caused  physicians  to  try  to  preserve  pro- 
tect, repair,  prolong  and  enhance  every  human  life  which  comefunder  the^r 

S's3ipTfh.?-V'*'f  ^"""^^"'^^^  ^«  ««"  ''^^''^  dominant,  but  there  is  much 
to  suggest  that  it  is  being  eroded  at  its  core  and  may  eventually  even  be  aban- 

fn  Western  sociX'''  ""'"  ''""^"'"^  ''""^""'''^  changes  in  Western  meSicine  and 

r,  Jo^^""!  ^""^  ■T''^^^'^^  "^"^  i^""^^  ^"^^  ^^"^^  realities  which  are  becoming  recog- 
nized are  widely  discussed  in  Western  society  and  seem  certain  to  undermine 
and  transform  this  traditional  ethic.  They  have  come  into  being  and  into  focus 
^LJ^nf"''.-^^"^''''-'^"^*^''^  unprecedented  technologic  progress  and  achieve- 
ment. Of  particular  importance  are,  first,  the  demographic  data  of  human  popu- 
lation expansion  which  tends  to  proceed  uncontrolled  and  at  a  geometric  rate 
ot  progression ;  second,  an  ever  growing  ecological  disparity  between  the  num- 
bers of  people  and  the  resources  available  to  support  these  numbers  in  the  man- 
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ner  to  which  they  are  or  would  like  to  become  accustomed ;  and  third,  and 
perhaps  most  important,  a  quite  new  social  emphasis  on  something  which  is 
beginning  to  be  called  the  quality  of  life,  a  something  which  becomes  possible 
for  the  first  time  in  human  history  because  of  scientific  and  technologic  devel- 
opment. These  are  now  being  seen  by  a  growing  segment  of  the  public  as  real- 
ities which  are  within  the  power  of  humans  to  control  and  there  is  quite 
evidently  an  increasing  determination  to  do  this. 

What  is  not  yet  so  clearly  perceived  is  that  in  order  to  bring  this  about  hard 
choices  will  have  to  be  made  with  respect  to  what  is  to  be  preserved  and 
strengthened  and  what  is  not,  and  that  this  will  of  necessity  violate  and  ulti- 
mately destroy  the  traditional  Western  ethic  with  all  that  this  portends.  It 
will  become  necessary  and  acceptable  to  place  relative  rather  than  absolute 
values  on  such  things  as  human  lives,  the  use  of  scarce  resources  and  the  various 
elements  which  are  to  make  up  the  quality  of  life  or  of  living  which  is  to  be 
sought.  This  is  quite  distinctly  at  variance  with  the  Judeo-Christian  ethic  and 
carries  serious  philosophical,  social,  economic  and  political  implications  for 
Western  society  and  perhaps  for  world  society. 

The  process  of  eroding  the  old  ethic  and  substituting  the  new  has  already 
begun.  It  may  be  seen  most  clearly  in  changing  attitudes  toward  human  abortion. 
In  defiance  of  the  long  held  Western  ethic  of  intrinsic  and  equal  value  for 
every  human  life  regardless  of  its  stage,  condition  or  status,  abortion  is  becom- 
ing accepted  by  society  as  moral,  right  and  even  necessary.  It  is  worth  noting 
that  this  shift  in  public  attitude  has  affected  the  churches,  the  laws  and  public 
policy  rather  than  the  reverse.  Since  the  old  ethic  has  not  yet  been  fully  dis- 
placed it  has  been  necessary  to  separate  the  idea  of  abortion  from  the  idea  of 
killing,  which  continues  to  be  socially  abhirrent.  The  result  has  been  a  curious 
avoidance  of  the  scientific  fact,  which  everyone  really  knows,  that  human  life 
begins  at  conception  and  is  continuous  whether  intra-  or  extra-uterine  until 
death.  The  very  considerable  semantic  gymnastics  which  are  required  to  ra- 
tionalize abortion  as  anything  but  taking  a  human  life  would  be  ludicrous  if 
they  were  not  often  put  forth  under  socially  impeccable  auspices.  It  is  suggested 
that  this  schizophrenic  sort  of  subterfuge  is  necessary  because  while  a  new 
ethic  is  being  accepted  the  old  one  has  not  yet  been  rejected. 

It  seems  safe  to  predict  that  the  new  demographic,  ecological  and  social 
realities  and  aspirations  are  so  powerful  that  the  new  ethic  of  relative  rather 
than  of  absolute  and  equal  values  will  ultimately  prevail  as  man  exercises  ever 
more  certain  and  effective  control  over  his  numbers,  and  uses  his  always  com- 
paratively scarce  resources  to  provide  the  nutrition,  housing,  economic  support, 
education  and  health  care  in  such  ways  as  to  achieve  his  desired  quality  of 
life  and  living.  The  criteria  upon  which  these  relative  values  are  to  be  based 
will  depend  considerably  upon  whatever  concept  of  the  quality  of  life  or  living 
is  developed.  This  may  be  expected  to  reflect  the  extent  that  quality  of  life 
is  considered  to  be  a  function  of  personal  fulfillment ;  of  individual  responsibil- 
ity for  the  common  welfare,  the  preservation  of  the  environment,  the  better- 
ment of  the  species ;  and  of  whether  or  not,  or  to  what  extent,  these  responsibil- 
ities are  to  be  exercised  on  a  compulsory  or  voluntary  basis. 

The  part  which  medicine  will  play  as  all  this  develops  is  not  yet  entirely 
clear.  That  it  will  be  deeply  involved  is  certain.  Medicine's  role  with  respect 
to  changing  attitudes  toward  abortion  may  well  be  a  prototype  of  what  is  to 
occur.  Another  precedent  may  be  found  in  the  part  physicians  have  played  in 
evaluating  who  is  and  who  is  not  to  be  given  costly  long-term  renal  dialysis. 
Certainly  this  has  required  placing  relative  values  on  human  lives  and  the 
impact  of  the  physician  to  this  decision  process  has  been  considerable.  One  may 
anticipate  further  devel-^pment  of  these  roles  as  the  problems  of  birth  control 
and  birth  selection  are  extended  inevitably  to  death  selection  and  death  control 
whether  by  the  individual  or  by  society,  and  further  public  and  professional 
determinations  of  when  and.  when  not  to  use  scarce  resources. 

Since  the  problems  which  the  new  demographic,  ecologic  and  social  realities 
pose  are  fundamentally  biological  and  ecological  in  nature  and  pertain  to  the 
survival  and  well-being  of  human  beings,  the  participation  of  physicians  and 
of  the  medical  profession  w-ill  be  essential  in  planning  and  decision-making  at 
many  levels.  No  other  discipline  has  the  knowledge  of  human  nature,  human 
behavior,  health  and  disease,  and  of  what  is  involved  in  phvsical  and  mental 
well-being  which  will  be  needed.  It  is  not  too  early  for  our  profession  to  examine 
this  new  ethic,  recognize  it  for  what  it  is  and  will  mean  for  human  society, 
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and  prepare  to  apply  it  in  a  rational  development  for  the  fulfillment  and  bet- 
soSy.       ""^  '"'  ^^^^  ^'  ^^"'"'^  ""^'^'^  ^"  ^'  ^  biologically  or'ented  world 

Women's  Clinical  Gboup,  Inc  , 
Hon.  BIRCH  Bath,  Bridgeton,  Mo.,  April  5,  19U. 

Chairman,  Senate  Suh  Committee  Constitutional  Amendments 
Judiciary  Committee,  ' 

Old  Senate  Office  Building, 
Washington,  D.C. 

Dear  Sib:  I  am  writing  you  in  regards  to  the  question  of  the  constitutional 
Hnn?  ??!/''  !^""*^^  *^?  "^^""^^^  22,  1973  supreme  court  decision  on  abor- 
o^^t  V^^  ^l^  ""^^  ""^  "^^  colleagues  feel  that  such  an  amendment  would 
cause  far  reaching  harm  and  injury  to  women  in  general.  We  feel  that  it  is  a 
womans  right  to  choose  as  the  supreme  court  has  stated.  We  feel  tha  such 
ftySnd  mSditT  ^^^"'"  '"'"  '""'''"  population  again  to  immense  mortal 
l.o^^^^^''^  statistics  have  shown  the  risk  of  death  from  earlv  abortion  is  far 
less  than  carrying  a  pregnancy  to  term  and  childbirth.  New  York  cTty  alone 
has  reduced  maternal  deaths  per  10,000  by  50%  since  the  New  York  law  has 
w  •f^r''  f^^""^--  ^^'^""^  ^^^  ^^^°  ^  striking  decline  in  the  number  of  women 
hospitalized  for  incomplete  abortions,  both  spontaneous  and  induced 

AmeSents%\??oVrVequ:sr'  '''''''  '^^  ^'^  '"'  ^^""^"^^  «^  Constitutional 
^°"s?nce?ef  ^^^^^  ^"^^^  *^^^^  comments  to  the  hearing  records.  Thank  you. 

Allen  S,  Palmeb,  D.O. 

Re  Amendment  on  Abortions.  ^^^'  ^^"•'  ^^"^'  ^'  '^^^- 

Hon.  Birch  Bath, 

U.S.  Senator, 

Senate  Office  Building, 

Washington,  D.C. 

a  ^l^fJ^^^"^?^  ?i^?.  •  ^  ^^.  Strongly  opposed  to  the  proposed  amendment.  As 

L^fn   ''^^/'''?''''i  ^^^'^^^  *^^^  ^^^"l'^  be  a  decision  between  a  woman  and  htr 
doctor  and  not  a  decision  regulated  by  law. 

My  experience  has  been  that  women  with  unwanted  pregnancies  will  seek 

trfnnf -nf^^^^^^"  ^^7  ^'^  l^^^^  ^'  ^"^^^l"  ^  ^"^^^1  abortiou  ofteu  rTsults  In 
serious  infections  or  heavy  bleeding  and  sometimes  death.  A  legal  abortion  by 
a  good  physician  offers  a  good  medical  procedure.  I  want  my  patients  to  have 
good  medical  care  if  they  opt  for  termination  of  a  pregnancy  ^'*''''"'^  '"  ""^^^ 
I  would  like  to  be  present  at  the  hearing,  but  since  this  is  not  possible,  I  am 
requesting  that  this  letter  be  made  part  of  the  hearing  record 
Very  truly  yours, 

Robert  Flowe,  M.D. 


Mr.  Heckman,  Rockville  Centre,  N.Y.,  April  20, 1971 

Counsel,  Sen.  Bayh's  Committee, 
Washington,  D.C. 

Deab  Mr.  Heckman  :  It  is  my  understanding  that  Senator  Bayh  is  presently 
taking  evidence  in  support  of  a  "Human  Life  Amendment" 

I  wish  to  have  a  statement  placed  into  the  record  that  as  a  physician  I  am 
strongly  in  favor  of  such  an  amendment.  I  am  convinced  that  the  United  States 
Supreme  Court  has  clearly  exceeded  its  own  competence  in  its  recent  ruling  on 
abortion  and  that  the  U.S.  Constitution  should  be  amended  to  protect  the  lives 
of  unborn  children  in  this  land. 

Thank  you  for  your  courteous  attention. 
Yours  truly, 

John  H.  Tbavfbs,  M.D. 
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Geoup  Health  Cooperative  of  Puget  Sound, 

Seattle,  Wash.,  April  19, 1974. 
Senator  Birch  Bayh, 
Senate  Office  Building, 
Washington,  D.C. 

Dear  Senator  Bayh,  As  a  practicing  obstetrician  and  gynecologist,  and  as  a 
woman,  I  have  both  a  personal  and  a  professional  interest  in  the  current  contro- 
versy about  abortion  lavp^s. 

You  are,  no  doubt,  acquainted  with  recent  statistics  showing  a  decrease  in 
maternal  and  infant  mortality  associated  with  liberalization  of  abortion  laws. 
Early  abortion  is  statistically  safer  to  a  woman  than  delivering  an  infant  at 

term.  ^  ttt    t,-     ^        t 

In  the  years  since  abortion  has  been  available  in  the  state  of  Washington,  1 
have  noticed  some  impressive  changes.  Almost  all  my  obstetrical  patients  have 
planned  their  pregnancies  and  are  delighted  at  the  prospect  of  parenthood.  There 
is  no  question  that  they  are  making  better  parents  than  mothers  who  looked 
upon  pregnancy  as  something  to  be  suffered,  children  as  punishment  for  an 
indiscretion.  „  , 

During  my  residency  (1966-1970)  I  removed  at  least  four  young  women  s 
uterus'  because  of  infection  or  trauma  related  to  illegal  or  self-induced  abor- 
tion. Since  abortion  has  been  legal  in  our  state.  I  have  seen  no  serious  compli- 
cation of  abortion,  nor  have  I  seen  any  self -induced  abortions. 

Despite  the  fact  that  I  do  lots  of  challenging  major  surgery  for  gynecologic 
complaints,  my  most  grateful  patients  are  those  who  have  just  been  relieved  of 
the  burden  of  an  unwanted  pregnancy.  I  find  that  these  women  are  usually 
effective  users  of  contraception  in  future. 

Your  committee  must  realize  that  until  the  perfect  contraceptive  has  been 
found,  abortion  will  always  be  with  us.  At  issue  is  whether  it  will  be  safe, 
legal  abortion,  or  the  back-alley  butchering  we  used  to  see  so  much  of.  I  hope 
our  legislators  will  decide  to  maintain  a  woman's  or  a  couple's  right  to  plan 
their  family,  including  abortion  as  an  option,  should  contraception  fail  or  fail 
to  be  used. 

Very  truly  yours,  ^         „  _  _  _  _ 

Ruth  H.  Krauss,  M.D. 

Taylor-Brown  Medical  Center, 

Waterloo,  N.Y.,  April  29,  1974. 
Re  Subcommittee  Hearings  on  Constitutional  Amendments  Concerning  Abor- 
tions. 
Senator  Birch  Bayh, 
Senate  Office  Building, 
Washington,  D.C. 

Dear  Senator  Bayh  :  I  write  to  register  my  vigorous  opposition  to  any  type 
of  constitutional  amendment  on  the  subject  of  Abortion.  I  base  my  position  upon 
concern  for  the  health,  welfare,  and  peace  of  mind  of  women,  and  men,  and 
children  based  upon  my  intellectual  appreciation,  philosophical  conviction,  eth- 
ical decision,  and  vocational  commitment  as  expressed  in  30  years  of  general 
medical  practice  including  obstetrics  and  gynecology. 

I  speak  as  a  technically  qualified  expert  in  the  area  (see  enclosure)  and  as 
an  informed  and  concerned  citizen.  _  ^.^     ,.. 

Among  the  chief  compelling  reasons  against  constitutional  modification  are 

1.  RestTicUon  of  abortion  is  not  the  will  of  the  people.  Not  only  is  a  minority 
of  the  people  now  avowedly  opposed  to  abortion,  a  considerable  number  ot  even 
these  will  seek  abortion,  legal  or  illegal,  when  certain  circumstances  arise. 

2.  Creation  of  constitutional  law  which  the  people  will  not  abide  is  demoral- 
izing and  threatens  government.  ^    ^     x-       •    ^  <.  -^^^i-oi 

3  Legal  abortion  promotes  health  and  prohibition  of  abortion  is  detrimental 
to  health,  as  has  been  amply  documented  in  careful  studies  over  the  past  hair 

Legalization  of  abortion  has  been  long  needed  and  the  Supreme  Court  decision 
of  January  22,  1973  was  a  brilliant  act  in  which  the  Court  brought  law  m  con- 
formity with  known  reality.  Any  return  to  restriction  would  be  a  great  back- 
ward step  with  serious  consequences  legally,  socially,  and  economically. 
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Should  further  amplification  of  my  position  in  this  matter  be  of  value  to  the 
committee's  deliberation  I  would  be  willing  to  appear  before  the  committee  at 
some  later  time. 

I  request  that  this  letter  be  read  into  the  proceedings  of  the  Subcommittee 
Sincerely, 

Paul  C.  Jenks,  M.D. 
[From  The  Medical  Tribune  and  Medical  News,  Wednesday,  May  1,  1974] 

530  2nd-Teimestee  Abortions  Done  'Safely' 
(By  Margery  Barnett) 

Memphis,  Tenn.— "The  midtrimester  abortion  is  the  court  of  last  resort  in 
birth  control,  served  by  the  few  of  us  willing  to  engage  in  what  I  term  mid- 
trimester  obstetrics,"  Dr.  Paul  C.  Jenks  told  the  12th  annual  Planned  Parent- 
hood Physicians  meeting  here. 

But  late  induced  abortion  can  be  as  safe — or  even  safer— than  early  abortion 
he  said,  as  demonstrated  by  his  series  of  530  second-trimester  patients  whose 
pregnancies  were  terminated  by  saline  injection  with  an  initial  success  rate  of 
97.7,  no  deaths,  few  complications,  and  no  live  fetuses. 

All  but  nine  of  the  530  saline  injections  were  initially  successful,  reported 
Dr.  Jenks,  department  of  obstetrics  and  gynecology,  Taylor-Brown  Memorial 
Hospital  in  Waterloo,  N.Y.  Eight  of  the  nine  were  successful  on  second  injec- 
tion, the  single  failure  proving  later  to  be  of  less  than  16  weeks'  gestation 
After  adopting  a  stronger,  23.4  per  cent  solution,  he  found  that  a  second  injec- 
tion was  not  needed  for  any  patient  over  16  weeks. 

The  most  significant  complication  was  retained  placenta — "the  bane  of  the 
midtrimester  obstetrician's  existence"— which  required  operative  removal  with 
anesthesia  in  five  cases  and  manual-instrumental  removal,  without  anesthesia 
m  21. 

"This  very  low  incidence  of  retained  or  delayed  placenta  may  be  related  to 
our  routine  of  removing  all  available  amniotic  fluid  and  usually  instilling  200 
cc.  of  sahne,"  Dr.  Jenks  said.  He  noted  that  retained  placenta  correlated  closely 
with  early  gestational  age,  removal  of  less  than  200  cc.  of  amniotic  fluid,  instilla- 
tion of  less  than  200  cc.  of  saline,  and  prolonged  abortion  time.  Average  time 
from  injection  to  abortion  in  his  series  was  40.6  hours. 

True  complications — fever,  infection,  depression,  hemorrhage — were  noted 
in  3.4  per  cent  of  his  cases,  but  there  was  no  septicemia,  major  injection  acci- 
dent, or  uterine  rupture,  though  several  women  had  had  previous  cesareans. 
Complications  actually  diminished  with  advancing  gestational  age  reaching  a 
low  of  0.9  per  cent  at  20  weeks-plus. 

COMPLICATIONS  NOTED  IN  8% 

When  he  compared  his  success  and  complications  in  this  series  of  late  abor> 
tions  with  a  smaller  series  of  first-trimester  abortions  that  he  had  performed 
at  the  same  hospital,  Dr.  Jenks  found  that  the  complications  of  suction  and 
curettage  ran  8  per  cent.  These  included  infection,  hemorrhage,  uterine  lacera- 
tion, and  late  excessive  bleeding. 

He  concluded  that  "in  our  hands,  saline  abortion  is  no  more  likely  to  be 
complicated  than  suction,  anl  even  when  retained  placenta  is  taken  into  con- 
sideration, results  are  still  as  good  after  18  weeks  as  before  nine  weeks." 

Attempting  to  assess  his  unusually  good  results  in  these  late  abortions,  Dr 
Jenks  speculated  that  the  rather  long  interval— 40.6  hours,  on  the  average- 
between  injection  and  expulsion  might  be  contributory,  and  very  sparing  use 
of  oxytocin  might  be  even  more  significant. 

"Generally,  we  have  withheld  oxytocin  until  48  hours  postinjection,"  he  said. 
"Early  vigorous  use  of  oxytocin  may  lead  to  water  intoxication,  an  avoidable, 
serious,  life-threatening  condition;  early  expulsion  may  be  associated  with 
more  coagulopathy ;  early  u.se  may  often  raise  the  expectation  of  patients  more 
than  it  shortens  time  and  may  lead  to  considerable  emotional  distress ;  there  is 
no  evidence  that  any  advantage  is  present  other  than  that  of  reduced  time; 
and  tubes  and  armboards  should  not  be  used  to  serve  the  convenience  of  per- 
sonnel and  institution  more  than  the  safety  and  comfort  of  patients." 
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WHY  WOMEN  WAIT 

Dr.  Jenks  dealt  at  some  length  with  the  reasons  why  women  wait  till  mid- 
trimester  before  obtaining  abortion.  "Sometimes  they  do  not  know  that  they 
are  pregnant,  or  how  far  along ;  and  often  their  doctors  do  not  know  either." 

Previous  experience  that  late  abortion  is  three  or  four  times  as  dangerous 
as  early  abortion  can  be  improved ;  and  even  though  midtrimester  obstetrics  is 
not  part  of  traditional  training,  the  skill  can  be  acquired,  and  "we  must  make 
it  as  safe  as  possible,  rather  than  scaring  patients  by  saying  it  is  safer  earlier." 

American  Association  of 
Pro  Life  Obstetricians  &  Gynecologists, 
Lauderdale-By-the-Sea,  Fla.,  April  18, 1911^. 
Senator  Birch  Bayh, 
Old  Senate  Office  Building, 
Washington,  D.C. 

Dear  Senator  Bayh  :  As  President  of  the  American  Association  of  Pro  Life 
Obstetricians  and  Gynecologists  I  would  like  to  bring  to  your  attention  some 
of  the  case  reports  that  I  have  gathered  both  from  the  obstetrical  literature 
and  from  personal  communications  relative  to  legal  abortion  complications. 
Deaths  and  near  deaths  from  legal  abortions  are  numerous  in  the  United  States 
today.  Let  me  briefly  describe  a  cross-section  of  those  cases  that  have  been 
brought  to  my  attention  in  recent  months  : 

Case  Numhcr  One.—E.  R.  Age  22.  Admitted  to  a  New  Mexico  hospital  for  suc- 
tion abortion  at  10  weeks  pregnancy.  Suffered  an  air  embolism  shortly  after 
the  procedure  was  started.  Suction  apparatus  had  been  misconnected.  The 
patient  never  regained  consciousness  and_expired. 

Case  Number  Two.—F.S.  Age  16—- Underwent  saline  abortion  at  4  months 
pregnancy  in  a  California  hospital.  Septicemia  and  meningitis  developed.  The 
patient  subsequently  expired. 

Case  Number  Three.— A  19  year  old  female  died  in  Indiana  followmg  an  un- 
recognized perforation  of  the  uterus  after  suction  curettage  abortion.  Her 
death  was  attributed  to  pelvic  sepsis. 

Case  Number  Four.— A  26  year  old  single  female  died  in  Chicago  following  a 
ruptured  uterus  from  a  nozzle  instillation  of  poison  sodium  hydroxide  solution. 
Ruptured  uterus  and  gangrene  of  8  feet  of  intestines  found  at  autopsy. 

Case  Number  Five.— A  23  year  old  married  female  was  seen  in  the  emer- 
gency room  of  a  community  hospital  in  Illinois  one  week  after  suction  curet- 
tage and  D  and  C.  type  abortion.  She  was  in  near  shock.  The  decapitated  fetal 
head  still  in  the  uterus  was  extricated  with  great  difficulty  by  the  consultant 
obstetrician.  The  patient  suffered  severe  damage  to  her  pelvic  structure  and 
had  an  emotional  breakdown. 

Case  Number  Six.— In  New  York,  an  18  year  old  girl  distraught  with  guilt, 
committed  suicide  three  days  after  a  suction  curettage  abortion.  Coroners 
autopsy  and  investigation  of  the  patient's  record  revealed  that  the  girl  had  not 
been  pregnant,  but  no  one  had  informed  her  of  that  fact. 

Case  Number  Seven.— In  Florida,  Yvonne  B.  spent  six  weeks  m  the  hospital 
following  a  ruptured  uterus  and  lacerations  of  the  bowel  from  suction  curet- 
tage abortion.  She  had  16  inches  of  her  bowel  resected.  She  is  currently  under 
psychiatric  care 

Case  Number  Eight.— A  14  year  old  girl  died  in  New  York  following  a  saline 
abortion  at  22  weeks  pregnancy.  The  uterus  was  incompletely  emptied.  Subse- 
quent curettages  ruptured  the  uterus  and  lacerated  the  bowel.  Bowel  resection 
was  done  but  she  subsequently  died.  ^  *      ^.i,    «  „<- 

Case  Number  Nine.— In  New  York,  an  18  year  old  girl,  pregnant  for  the  first 
time,  died  minutes  after  evacuation  of  her  uterus  by  suction  abortun.  Autopsy 

revealed  multiple  air  emboli.  , 

Case  Number  Ten.— A  23  year  old  New  York  girl,  five  and  one  half  months 
pregnant,  was  found  unresponsive  in  her  home  with  massive  hemorrhage  ana 
a  partially  delivered  fetus.  She  was  dead  on  arrival  at  a  nearby  hospital,  bhe 
had  a  saline  type  abortion  24  hours  previously  as  an  out-patient. 

In  a  two  year  period  29  women,  many  of  them  teenagers,  died  m  New  York 
State  following  legal  abortion  complications.  There  may  have  been  more.  The 
number  of  women  who  have  died  in  other  states  from  legal  abortion  complica- 
tions is  conjectural.  But  the  number  of  deaths,  when  tabulated,  could  be  amaz- 
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wm'be  mucrhyh"?.^^''  °^  '^'''°'''  compUcations  and  the  number  of  near  deaths 
Our  organization  is  currently  establishing  a  national  registry  for  the  reportine 
of  maternal  mortalities  and  morbidity  following  legal  abortion  procedures 
This  national  registry  will  be  brought  to  the  attention  of  the  members  of  tS 
^Illl?nTA%fJ!'^'^l^r'  ^^^  Gynecologists  at  our  annual  meetS| 
a  J'^liiT^'^^''  Tf  ^°  certainly  has  the  right  to  know  the  risks  to  her  health 
^.Lr  ;•  ^'""^  ^I"^  *".l'i'"^  reproductive  capabilities  as  a  result  of  abortion.  The 
compl  cation  rates  with  second  trimester  abortions  are  alarmingly  high  So 
wire  Involved^  probably  not  be  tolerated  if  any  other  surgical  procedure 

nf  Vnnn^'"?'-''^  ""^  the  coucept  of  abortion  on  demand  and  a  serious  reappraisal 
of  second  trimester  abortion  procedures  is  certainly  in  order.  I  will  be  happy 
to  forward  to  you  and  your  Committee  the  results  of  a  questionnaire  on  legal 
abortion  complications  as  gathered  from  obstetricians  and  gynecologists  attend 
mg  the  annual  meeting  of  the  ACOG  in  Las  Vegas,  NevfL  next  week  Our 
«^'r?Moal°nf  fi,'"  presenting  an  exhibit  on  legal  abortion  complications  "Deaths 
and  Near  Deaths".  The  response  to  this  could  be  meaningful 
Sincerely, 

Matthew  J.  Btn-FiN,  M.D., 

President. 
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Abortion,  Illegitimacy,  and 
the  American  Birth  Rate 

Legalized  abortion  had  a  dramatic  effect  on  the 
number  of  illegitimate  babies  born  during  1971. 

June  Sklar  and  Beth  Berkov 


Abortion  is  one  of  society's  oldest 
and  most  effective  fertility  control  mech- 
anisms. Although  historically  it  has  been 
associated  with  considerable  censure  and 
medical  risk,  abortion  nonetheless  has 
been  sought  even  under  the  most 
adverse  circumstances.  The  United 
States  recently  marked  the  first  an- 
niversary of  the  Supreme  Court  deci- 
sion that  removed  virtually  all  statutory 
barriers  to  abortion.  With  that  decision 
this  country  joined  a  growing  number 
of  nations  permitting  couplp":  to  con- 
trol their  fertility  complei^iy.  Con- 
troversy has  been  mounting,  however, 
and  movements  currently  exist  not  only 
to  prohibit  public  medical  care  ex- 
penditures for  abortion  services,  but  to 
overturn  the  Supreme  Court  decision 
through  a  constitutional  amendment. 
The  issues  for  public  policy  thus  are  crit- 
ical but  a  relative  lack  of  evidence  on 
the  impact  of  legal  abortion  on  fertility 
in  the  country  as  a  whole  has  so  far 
hampered  informed  decisions. 

Laws  making  abortions  easier  to  ob- 
tain were  first  passed  in  1967  in 
California,  Colorado,  and  North  Caro- 
lina. By  1970,  15  states  in  all  had 
adopted  similar  laws  (1)  and,  during 
that  year,  approximately  200,000 
women  in  the  United  States  obtained 
legal  abortions.  In  197 1,  the  number  of 
women  obtaining  such  operations  more 
than  doubled  to  about  500,000.  In  both 
years  approximately  three-fifths  of  the 
abortion  patients  were  under  age  25 
and  two-thirds  were  unmarried — single. 


Dr.  Sklar  is  assistant  researcti  demographer, 
Inlemationol  Population  and  Urban  Researctt, 
tJniversity  of  California.  Berkeley;  Mrs.  Berkov 
'••  public  health  statistician,  Family  Health 
^<:rvices  Section,  California  Stale  Department  of 
Healih.  T|,;^  article  is  adapted  from  a  paper 
presented  at  the  annua!  meeting  of  the  American 
Association  tut  the  Advancement  of  Science. 
February    I9''<.  in  San   Francisco.  California. 


divorced,  separated,  or  widowed.  Le- 
gally, the  Supreme  Court  decision  in 
1973  made  it  unnecessary  for  a  woman 
to  seek  an  abortion  outside  of  her  state 
of  residence;  until  that  time,  however, 
an  increasing  number  of  women  were 
going  outside  their  states  of  residence 
to  obtain  legal  abortions  in  states  where 
abortion  laws  were  already  liberalized, 
such  as  New  York;  in  1971  approxi- 
mately 35  percent  of  the  500,000  abor- 
tions performed  in  states  where  abor- 
tion was  legal  were  for  nonresident 
women. 

At  first,  when  states  began  legalizing 
abortion,  the  birth  rate  reversed  a  pre- 
vious decline  and  began  to  rise.  It  rose 
in  1969  and  again  in  1*70.  Then  in 
1971  it  dropped  suddenly  and  dramati- 
cally. The  striking  conjunction  of  wide- 
spread legalized  abortion  and  the  re- 
newed drop  in  the  birth  rate  naturally 
raises  the  question  of  the  role  of  abor- 
tion in  this  drop.  This  role  is  not  easy 
to  determine,  however,  both  because  of 
other  concomitant  changes  and  because 
illegal  abortion  has  always  been  used  to 
a  considerable  but  unknown  extent. 
The  extent  to  which  pregnancies  had 
been  carried  to  term  simply  because 
obtaining  an  illegal  abortion  involved 
difficult  arrangements  and  expense — 
pregnancies  of  "borderline  wantedness" 
— was  unknown.  In  such  cases  the  con- 
tinuation of  the  pregnancy  would  hinge 
on  the  ease  of  access  to  abortion,  rather 
than  such  other  considerations  as  the 
unacceptability  of  abortion  or  the  un- 
derlying wish  to  have  a  child. 

Enough  time  has  now  elapsed  since 
the  legalization  of  abortion  for  us  to  get 
at  least  a  preliminary  assessment  of  the 
impact  of  the  new  laws  on  the  trend 
in  fertility.  For  this  purpose  we  have 
used  data  from  various  states.  In  Cali- 


fornia, where  we  have  studied  the  mat- 
ter most  intensively,  we  have  shown 
that  in  1971  the  increased  availability 
of  abortion  due  to  legalization  reversed 
a  previous  upward  trend  in  the  rates  of 
illegitimate  births  (2)  and  thus  ap- 
peared to  prevent  the  birth  of  a  sub- 
stantial number  of  children  whose  life 
chances  would  have  been  poor  (i). 
Legalized  abortion  also  enabled  women 
who  might  have  had  illegitimate  births 
to  start  their  childbearing  later  under 
potentially  more  favorable  circum- 
stances. To  assess  the  role  of  legal 
abortion  in  the  1971  decline  in  legiti- 
mate fertility  in  California  was  much 
more  difficult.  Unlike  illegitimate  re- 
production, legitimate  birth  rates  in 
California  had  declined  during  the  pe- 
riod 1966  to  1970,  and  there  was  a 
much  lower  ratio  of  abortions  to 
births.  In  our  studies  of  California, 
therefore,  we  were  able  to  estimate  the 
number  of  illegitimate,  but  not  the  num- 
ber of  legitimate,  births  that  had  been 
prevented  by  legalization  of  abortion. 


Interstate  Comparisons 

In  view  of  California's  experience, 
this  article  is  specifically  concerned  with 
the  influence  of  legal  abortion  upon  il- 
legitimate and  legitimate  fertility  in  the 
country  as  a  whole.  Since  legal  abortion 
was  not  widely  available  in  any  state 
until  about  the  middle  of  1970,  our 
focus  was  on  the  period  1965  to  1971. 
Using  birth  information  by  legitimacy 
status  from  states  in  which  abortion  had 
and  had  not  been  legalized,  we  asked 
whether  the  decline  in  illegitimacy  in 
1971  was  larger  in  states  where  abortion 
was  legal,  and  largest  in  those  in  which 
the  rate  of  legal  abortion  use  was  high- 
est. We  also  attempted  to  find  out  if 
the  downward  trend  in  legitimate  fer- 
tility was  greater  in  "abortion  states" 
than  in  "nonabortion  states. " 

At  the  inception  of  this  study,  na- 
tionwide data  on  births  by  legitimacy 
status  were  available  only  through  1968, 
and  it  appeared  there  would  be  con- 
tinued delay  in  the  publication  by  the 
National  Center  for  Health  Statistics 
(NCHS)  of  data  for  1969  to  1971.  We 
therefore  obtained  the  more  recent  data 
for  this  study  by  communicating  di- 
rectly with  all  states  reporting  births  by 
legitimacy  status  in  1968.  States  that 
did  not  officially  have  a  specific  legiti- 
macy question  on  the  birth  certificate, 
but  nonetheless  used  the  information 
reported  en  the  birth  certificate  to  infer 
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apparent  legitimacy  status,  were  also 
contacted.  Of  the  states  responding  to 
our  inquiry,  44  provided  adequate  in- 
formation for  detailed  tabulation.  These 
states  accounted  for  95.8  percent  of 
all  births  occurring  in  the  United  States 
in  1968.  On  the  basis  of  the  data  from 
these  44  states,  we  developed  estimates 
of  birth  rates  by  legitimacy  status  for 
the  United  States  as  a  whole  cross- 
classified  by  age,  race,  and  geographical 
region  (4).  The  data  are  further  dif- 
ferentiated by  states  in  which  abortion 
was  legal  and  widely  used  between  1970 
and  1971,  and  states  in  which  abortion 
either  was  illegal  or,  despite  legaliza- 
tion, was  not  widely  used. 

Our  estimates  of  birth  rates  are  not 
directly  comparable  with  the  data  com- 
piled by  the  NCHS  (J).  We  have  used 
the  inferentially  derived  birth  data  by 
legitimacy  status  for  a  number  of  large 
states  including  California,  New  York, 
and  Massachusetts.  This  yields  a  larger 
estimated  number  of  illegitimate  births 
for  the  entire  United  States  than  the 
NCHS  method  because  the  NCHS  deals 
only  with  data  from  states  which  have 
a  legitimacy  item  on  the  birth  certificate; 
it  extends  the  experience  of  these  states 
to  other  states  in  the  same  region  where 
the  birth  certificate  asks  no  direct  ques- 
tions about  legitimacy  (6).  Another  dif- 
ference between  our  method  and  that 
of  the  NCHS  is  that  in  calculating  il- 
legitimate birth  rates  we  have  con- 
sidered separated  women  as  unmarried 
and  have  included  them  with  single, 
widowed,  and  divorced  women  as  ex- 
posed to  the  risk  of  out-of-wedlock 
childbearing  (7). 


Illegitimacy's  Rise  and  Decline 

In  the  postwar  baby-boom  years, 
when  legitimate  fertility  was  rising 
rapidly,  illegitimate  fertility  was  rising 
even  more  rapidly.  The  total  fertility 
rale  for  all  births  in  the  United  States 
(an  age-standardized  rate  that  mainly 
reflects  trends  in  legitimate  fertility)  in- 
creased about  60  percent  between  1940 
and  1960  (8).  The  age-standardized 
rate  for  illegitimate  births  tripled  dur- 
ing the  same  period  (9,  p.  384).  In  the 
next  5  years  the  legitimate  birth  rate 
fell  but  the  illegitimate  rate  continued 
to  rise,  although  more  slowly  than  prev- 
iously. A  number  of  explanations  have 
been  advanced  for  the  rise  in  illegiti- 
macy between  1940  and  1965  (9,  pp. 
375-433;  JO),  but  in  this  article  we  will 
not  attempt  further  analysis  of  that 
trend;  instead,  we  will  look  in  some 
detail  at  what  happened  in  the  sub- 
sequent  6   years. 

During  the  latter  half  of  the  1960's. 
the  rate  of  out-of-wedlock  reproduction 
among  American  women  of  childbear- 
ing .ages  increased  consistently.  Start- 
ing from  a  rate  of  22.2  births  per  thou- 
sand unmarried  women  aged  15  to  44 
years  in  1965,  the  incidence  of  illegiti- 
mate childbearing  rose  by  an  annual 
average  of  3  percent  during  the  next 
5  years,  reaching  a  peak  rate  of  25.7 
in    1970  (Table    1). 

Teen-agers  accounted  for  most  of  this 
increase.  Their  rate  climbed  an  average 
of  6  percent  a  year.  TTie  rate  among  un- 
married women  aged  20  to  24  years 
fluctuated  during  the  5-year  period,  with 
a  slight  overall  increase  of  0.2  percent 
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Eslimaled 

1  illegiiiin 

late  binh 

rates  hy 

age  and 

race  of  n 

mother  in 

the  United  States. 

1965  to 

1971   (4). 

Illegitimate  births  per  1000 

^  unmarried  women 

Average 

annual 

Age 
(years) 

percent  change* 

1965 

1966 

1967 

1968 

1969 

1970 

1971 

1965  to 
19701 

1970  to 
1971 

All 

races 

15^4t 

22.2 

22.2 

22.7 

23.2 

24.1 

25.7 

24.2- 

3.0 

-   5.8 

15-19 

17.6 

18.4 

19.2 

203 

21.2 

23.3 

22.5 

5.8 

—  3.4 

20-24 

37.6 

36.9 

36.8 

36.6 

37.4 

37.9 

33.4 

02 

-12.0 

25-34 

31.0 

29.2 

27.5 

26.3 

26.5 

27.7 

26.1 

-2.3 

-   5.7 

?5-44 

7.7 

7.3 

7.1 

6.9 

H'-hile 

6.7 

6.9 

65 

-2.2 

-   5.0 

15^Mt 

11.7 

12.0 

126 

13.1 

13.8 

14.5 

12.7 

4.4 

-12.3 

15-19 

8.5 

91 

9.4 

102 

10.7 

11.8 

107 

6.7 

-   8,9 

20-24 

22.0 

22.2 

23.2 

23.4 

24.0 

23.4 

18.6 

1.2 

-20.6 

25-34 

17.3 

17.1 

16.8 

16.7 

17.3 

17.8 

16.0 

06 

-   9.8 

35-44 

4.2 

4.2 

4.2 

4.1 
Nonvhil. 

4.1 

4.3 

3.9 

0.1 

-    7.5 

15-44t 

72.3 

703 

69.5 

68.9 

70.0 

75.1 

74.1 

07 

-    1.2 

15-19 

n.i 

78.5 

80.4 

81.7 

83.8 

91.0 

90.3 

3.2 

-  07 

20-24 

112.6 

107.7 

103.9 

101.3 

102.3 

107.0 

103.0 

-1.0 

-   3.8 

25-34 

68.8 

62.4 

.  56.7 

52.5 

51.5 

54.6 

53.3 

-4.5 

-   2.3 

35^4 

18.9 

17.1 

16.1 

15.0 

14.2 

14.1 

13.4 

-5.7 

-   4.5 

t  See  (27).        J  See  (2S). 


annually.  By  contrast,  among  women 
aged  25  to  34  and  35  to  44  years,  the 
illegitimate  rate  dropped  an  average  of 
2  percent  per  year. 

The  rise  in  illegitimacy  characterized 
both  white  and  nonwhite  women  and, 
tor  both  groups,  teen-agers  accounted 
for  most  of  the  increase  during  this  5- 
year  period,  but  among  whites  the 
teen-age  illegitimate  birth  rate  rose  7 
percent  per  year  compared  to  3  percent 
for  nonwhites. 

On  the  basis  of  this  overall  upward 
trend,  illegitimacy  could  have  been  ex- 
pected to  continue  to  rise  in  the  early 
1970's,  but  data  for  1971  do  not  bear 
out  this  expectation. 

Between  1970  and  1971,  the  con- 
sistently upward  trend  of  the  previous 
5  years  was  reversed,  with  all  women 
in  the  childbearing  ages  experiencing 
sharp  drops  in  the  illegitimate  birth 
rate.  From  a  peak  rate  of  25.7  in  1970, 
the  rate  among  women  aged  15  to  44 
dropped  by  6  percent  to  24.2  per  thou- 
sand in  1971.  Large  declines  occurred 
in  all  age  groups,  although  women  aged 
20  to  24  years,  with  a  12  percent  drop, 
showed  the  largest  relative  decrease. 
Teen-agers,  whose  illegitimate  fertility 
had  risen  the  most  between  1965  and 
1970,  dropped  the  least  of  all  age 
groups  between  1970  and  1971. 

The  decline  characterized  women  of 
both  races,  but  it  was  much  greater  for 
whites  (12  percent)  than  for  nonwhites 
(1  percent).  Among  white  women, 
those  aged  20  to  24  showed  the  largest 
drop  (21  percent);  among  nonwhite 
women,  those  aged  35  to  44  displayed 
the  greatest   decline  (5   percent). 

This  sharp  reversal  of  trend  in  illegit- 
imate fertility  in  1971  indicates  that 
legal  abortion  was  a  significant  factor. 
Without  legal  abortion  a  continued  rise 
would  have  been  expected.  Not  only 
had  there  been  a  sustained  rise,  but  it 
presumably  came  from  causes  that  ap- 
parently remained  unabated.  Evidence 
from  various  studies  (//)  indicates  that 
the  age  of  entry  into  premarital  sexual 
unions  declined  while  at  the  same  time 
the  incidence  of  such  unions  increased. 
Furthermore,  the  movement  in  the  di- 
rection of  total  dependence  on  "female- 
oriented"  contraceptives,  such  as  the  pill 
or  the  intrauterine  device  (lUD),  con- 
tinued, but  so  did  the  social  pressures 
on  young  girls  to  be  completely  "spon- 
taneous in  the  act  of  love,"  that  is,  to 
refrain  from  all  contraceptive  planning 
(12).  The  net  effect  of  these  changes  and 
pressures  was  to  absolve  the  male  of 
contraceptive  responsibility  while  leav- 
ing the  female  unprotected  at  a  period 
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of  history  when  the  possibility  of  en- 
gaging in  premarital  sexual  intercourse 
was  perhaps  greater  than  it  had  ever 
been  before.  Given  such  fundamental 
changes  in  sexual  behavior,  and  given  a 
lack  of  evidence  of  any  recent  reversal 
of  these  changes,  one  would  have  ex- 
pected out-of-wedlock  reproduction 
simply  to  continue  its  sharp  rises  of  the 
late  1960's  into  the  I970's.  That  illegit- 
imacy instead  fell,  and  that  this  decrease 
occurred  at  a  time  when  many  states 
were  "liberalizing"  their  abortion  stat- 
utes strongly  suggested  that  the  in- 
creased availability  of  legal  abortion  was 
instrumental  in  this  decline.  Would  in- 
terstate evidence  confirm  this  conclu- 
sion? 


Abortion  and  Nonabortion  States 

By  1970,  15  states  had  adopted  lib- 
eralized abortion  legislation  {!).  Data 
compiled  by  the  Center  for  Disease 
Control  in  Atlanta  enabled  us  to 
estimate  legal  abortion  rates  for  resident- 
women  in  these  15  states.  In  addition, 
we  were  able  to  calculate  these  rates 
according  to  whether  the  abortion 
was  performed  within  or  outside  of 
the  women's  state  of  residence.  We 
were  able  to  obtain  birth  data  by  legit- 
imacy status  through  1971  for  all  of 
the  15  states  having  liberalized  abortion 
laws.  Seven  were  in  the  Western  region 
of  the  country  (Alaska,  California, 
Colorado,  Hawaii,  New  Mexico,  Ore- 
gon, and  Washington);  six  were  in  the 
South  (Maryland,  Delaware,  North 
Carolina,  South  Carolina,  Arkansas,  and 
Virginia);  one  each  were  in  the  North- 
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Fig.  1.  Trends  in  estimated  birth  rates  by 
legitimacy  in  abortion  and  nonabortion 
stales  in  the  United  States,  1965  to  1971. 
Birth  rates  are  per  1000  married  (legiti- 
mate) and  unmarried  (illegitimate)  women 
aged  15  to  44  years. 


east  and  in  the  North  Central  regions 
(New  York  and  Kansas,  respectively). 
As  shown  in  Fig.  1,  during  the  5 
years  preceding  1970  a  comparison  of 
the  trend  in  out-of-wedlock  reproduc- 
tion shows  no  important  difference  be- 
tween states  with  liberalized  abortion 
legislation  and  all  other  states  (13).  Al- 
though the  abortion  states  had  slightly 
higher  illegitimate  birth  rates  than  the 
nonabortion  states,  both  groups  of 
states  averaged  an  annual  3  percent  in- 
crease in  the  rate  of  nonmarital  repro- 
duction (Table  2).  Between  1970  and 
1971,  however,  there  was  a  marked 
divergence    between    the   abortion   and 


nonabortion  states:  both  groups  showed 
a  decline  in  illegitimacy,  but  the  decline 
in  the  abortion  states  was  by  12  percent, 
or  six  times  the  decline  of  2  percent  in 
the  nonabortion  states.  In  view  of  the 
earlier  similarity,  the  subsequent  dis- 
junction between  the  two  groups  of 
states  indicates  that  legal  abortion  was 
of  pivotal  importance  in  the  nationwide 
declines  in  illegitimacy  between  1970 
and  1971. 

The  role  of  legal  abortion  is  further 
verified  when  women  of  different  ages 
and  different  races  are  considered.  As 
Table  2  shows,  at  all  age  levels  con- 
sistently larger  declines  in  illegitimacy 
occurred  in  abortion  than  in  nonabor- 
tion states.  In  both  racial  groups  un- 
married women  were  strongly  attracted 
to  legal  abortion  as  a  means  of  con- 
trolling their  fertility.  In  1971,  illegiti- 
macy declined  in  abortion  states  for  all 
age  groups  by  at  least  1 1  percent  for 
white  women,  and  by  about  8  percent 
for  nonwhite  women  (see  Fig.  2  and 
Table  2)  (Z-^,  15).  In  nonabortion  states, 
illegitimacy  among  white  women  in  all 
age  groups  declined  by  at  least  5  per- 
cent, but  for  most  nonwhites,  it  did 
not  decline.  In  fact,  illegitimacy  among 
nonwhite  women  under  age  35  actually 
increased  slightly  or  remained  un- 
changed in  the  nonabortion  states.  The 
larger  declines  for  white  women  living 
in  nonabortion  states  probably  point  to 
their  greater  use  of  out-of-state  abor- 
tion. 

Further  evidence  of  the  impact  of 
legal  abortion  is  provided  by  an  analysis 
of  regional  differences.  Table  3  shows 
that  the  regions  differ  in  the  use  of  abor- 
tion  when    it    is   legalized   and    in   the 


Table  2.  Estimated  illegitimate  birth  rates  by  age  and  race  of  mother   in  abortion  (A)  and  nonabortion  (N)  states  (4)   in  the  United  Stales 
for  1965,  1970,  and  1971.  For  identification  of  the  abortion  sutes,  see  Table  3. 


States 


Illegitimate  births  per  1000  unmarried 


Average  annual  percent  change* 


23.5 
21.5 


40.3 
36.2 


32.0 
30.4 


27.1 
24.9 


24.7 
22.6 


39  9 
36.8 


30.0 
26.2 


237 

24.5 


22.2 
22.7 


32.8 
33.6 


25.9 
26.2 


25.9 
20  0 


20.4 
15.4 


13.7 
10.8 


27.0 
21.4 


20.7 
17.5 


Nonwhite 


White 


1965 

1970 

1965 

1970 

1965 

1970 

1965          1970          1971 

to 
1970t 

to 

1971 

to 
1970+ 

to 
1971 

to 
1970t 

to 
1971 

fVomen  aged  IS  to  44  yearst 
655          67.2          61.4 
76.2          79.9          82.0 

2.9 
3.0 

-12.4 
-   1.9 

4.5 

4.4 

-16.9 
-  9.1 

0.4 
1.0 

_   8.6 

2.6 

Women  aged  15  to  19  years 
69.5           80.3           74.1 
82.7          97.4         100. 1 

5.7 
5.8 

-102 
0.3 

6.9 
6.6 

-14.4 

-  5.5 

2.9 

3.3 

-   7.8 

2..S 

IVmnen  aged  20  to  24  years 
101.4           95.6           84.8 
119.6         114.3          114.5 

-0.2 
0.3 

-177 
-  8.5 

0.9 
1.4 

-23.6 
-18.4 

-1.2 
-0.9 

-11.2 
0.1 

Women  aged  25  to  34  years 
63.9          52.4          46.5 
71.7          55.9          57.5 

-1.3 
-3.0 

-13.6 
-  0.1 

1.3 
-0.3 

-15.5 
-  4.8 

-3.9 
-4.9 

-11.2 
2.9 

Wortien  aged  35  to  44  years 
16.6          12.0           11.0 
20.2          15.3           14.9 

-2.1 
-2.3 

-  9.0 

-  2.6 

0.7 
-0.5 

-10.7 

-  5.2 

-6.3 

-5.4 

-  8.3 

-  2.6 

'  See  126).        t  See  (27).        1  See  (2«). 


802 


effect  of  abortion  on  illegitimacy. 
Women  in  abortion  states  in  the  West 
and  Northeast  clearly  used  legal  abor- 
tion more  frequently  than  women  in 
abortion  slates  in  the  South  and  North 
Central  regions.  In  the  West  and  North- 
east, six  of  the  eight  abortion  states  had 
rates  of  16  or  more  legal  abortions  per 
1000  women  aged  15  to  44  years;  in 
four  states — New  York,  California, 
Hawaii,  and  Washington — the  rates 
were  20  or  more.  In  contrast,  women 
living  in  abortion  states  in  the  South 
and  North  Central  regions  were  obtain- 
ing legal  abortions  at  much  lower  rates, 
ranging  from  2.8  in  Arkansas  to  13.7 
in  Delaware.  Further,  it  appeared  that 
in  those  southern  states  where  abortion 
was  legal,  many  women  must  have 
found  it  difficult  or  undesirable  to  ob- 
tain an  abortion  locally.  TTie  data  show 
that  substantial  numbers  of  legal  abor- 
tions performed  on  women  living  in 
these  states  had  in  fact  been  obtained 
elsewhere.  For  example,  in  Virginia  the 
overall  rate  of  legal  abortions  for  resi- 
dents was  6.8  per  1000  women  aged 
15  to  44,  but  nearly  half  (3.1  per  1000) 
had  been  obtained  in  another  state. 
The  role  of  out-of-state  abortion  is 
even  more  striking  in  South  Carolina, 
where   almost   two-thirds   of   all   legal 
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25-34 
35-44 
15-44 


-2S  -20  -15  .10  -5  0  +5 

Percent  change 

abortions  performed  on  South  Carolina 
women  were  performed  in  another  state. 
Regional  differences  of  abortion  rates 
corresponded  with  the  regional  patterns 
of  decline  in  out-of-wedlock  reproduc- 
tion between  1970  and  1971.  Table  3 
shows  that  decreases  in  illegitimate  fer- 
tility between  1970  and  1971  generally 


7o^7n°  3.  Estimated  legal  abortion  rates  for  1971;  estimated  illegitimate  birth  rates  for  1965 
1970.  and  1971;  and  average  annual  percent  change  in  the  illegitimate  birth  rate  1965  to  1970 
and  1970  lo  1971  in  abortion  stales  grouped  by  geographical  region.  Legal  abortions  and 
illegiumate  births  are  related  to  women  aged  15  to  44  years;  ISR,  in  slate  of  residence-  OSR 
outside  state  of  residence.  [Data  from  table  4  in  (/);  see  also  (•*)) 


State  of 
residence 


Legal  abortions  per 
1000  women  in  1971 


Illegitimate 

births  per  1000 

unmarried  women 


Average  annual 

percent  change 

in  illegitimate 

birth  rates* 

1965  to      1970  to 
1970t  1971 


Hawaii 

23.6 

23.6 

Californiat 

23.5 

23.5 

Washington 

19.7 

19.6 

Alaska 

17.4 

16.7 

Oregon 

15.7 

15.7 

Colorado 

9.1 

77 

New  Mexico§ 

7.1 

6.9 

Delaware 

13.7 

8.8 

Maryland 

11.4 

9.3 

Virginia 

6.8 

3.6 

North  Carolina 

5.5 

3.9 

South  Carolina 

3.6 

L3 

Arkansas 

2.8 

1.7 

Northeast 
21.7 


21.6 
22.6 
15.2 
34.2 
16.1 
21.3 
27.6 


24.6 
26.8 
21.0 
41.3 
17.9 
21.7 
31.2 


21.0 
22.2 
17.0 
33.9 
15.3 
19.9 
33.0 


>  33.7  37.2  32.6 

1  33.3  30.8  28.7 

27.7  27.9  26.4 

'<  29.9  30.6  29.5 

I  38.2  373  38.1 

1-7  1.1  29.6  31.5  32.3 


Kansas 


8.1 


0.7 


North  Central 
14.9 


18.9 


17.7 


4.8 


-14.5 
-16.9 
-18.9 
-18.0 
-14.9 
-  8.3 
5.9 


-12.3 
-  6.8 


-  6.4 


•  See   (IS).        t  See   (27).        t  The   r 
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Fig.  2.  Percent  change  in  illegitimate 
birth  rates  in  abortion  and  nonabortion 
slates  in  the  United  States,  1970  and  1971. 
Age  groups,  in  years,  are  shown  at  the 
right 


were  larger  in  the  regions  with  states  of 
high  abortion  use  than  in  those  with 
states  of  low  abortion  use.  Indeed,  rates 
of  illegitimate  fertility  in  most  of  the 
abortion  states  in  the  West  and  North- 
east fell  anywhere  from  15  to  19  per- 
cent, whereas  in  the  North  Central  and 
South,  the  individual  abortion  states, 
with  the  exception  of  Delaware,  showed 
relatively  modest  declines  or  small  rises. 
Among  the  obstacles  that  could  have 
depressed  abortion  use  in  the  South  and 
North  Central  abortion  states  were  a 
possible  lesser  interest  on  the  part  of 
the  medical  profession  and  the  public  in 
making  abortion  services  widely  avail- 
able, particularly  in  regard  lo  providing 
public  financial  assistance.  Although 
data  are  not  available  concerning  the 
extent  of  public  payment  for  abortion 
services  in  most  of  the  abortion  states, 
we  do  know  that  42  percent  of  all  resi- 
dent abortions  performed  in  1972  in 
New  York  City  and  37  percent  in 
California  were  publicly  financed  (16). 
In  California  the  proportion  publicly 
financed  Vas  60  percent  for  black 
women  and  32  percent  for  white 
women.  It  is  unlikely  that  the  extent 
of  public  assistance  for  abortion  was 
anyivhere  nearly  this  high  in  abortion 
states  of  the  South  and  North  Central 
regions. 

Since  the  highest  legal  abortion  rates 
and  the  greatest  illegitimacy  declines 
occurred  in  the  West  and  Northeast 
regions,  if  could  be  argued  that  regional 
differences  rather  than  differences  in 
the  availability  of  legal  abortion  are  re- 
sponsible for  the  decline  in  illegitimacy. 
This  is  not  the  case,  however,  for  our 
data  show  that  in  each  region  of  the 
country,  including  the  South  and  North 
Central,  women  living  in  nonabortion 
states  showed  less  decline  or  more  rise 
in  illegitimacy  than  women  living  in 
abortion  states. 

If  our  conclusion  is  correct,  legalized 
abortion  has  had  a  substantial  effect  on 
illegitimate  fertility  in  the  United  States. 
Can  the  magnitude  of  this  effect  be 
measured? 


Illegitimate  Births  Prevented 

In  1971  there  were  an  estimated 
416.000  illegitimate  births  in  the  United 
States  and  an  estimated  272,000  legal 
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abortions  performed  for  unmarried 
women  (17).  Thus  about  40  percent  of 
the  recorded  pregnancies  (births  plus 
legal  abortions)  were  terminated  through 
legal  abortion.  However,  it  cannot  be 
assumed  that  every  pregnancy  termi- 
nated by  abortion  would  have  resulted 
in  an  illegitimate  birth  if  abortion  had 
not  been  legalized.  Some  would  un- 
doubtedly have  ended  as  illegal  abor- 
tions, others  would  have  been  legitimized 
by  a  "forced"  marriage,  and  still 
others  would  have  ended  as  fetal 
deaths.  An  important  question,  there- 
fore, is.  What  proportion  of  the  pregnan- 
cies currently  being  terminated  by  legal 
abortion  would  have  resulted  in  an  il- 
legitimate live  birth  or  one  of  the  other 
three  possibilities?  Although  there  is  no 
certainty  as  to  what  would  have  hap- 
pened without  legal  abortion,  we  have 
estimated  the  number  of  illegitimate 
births  that  would  have  occurred  based 
on  what  we  believe  are  reasonable  and 
conservative  assumptions.  To  make 
these  estimates,  we  have  compared  the 
actual  number  of  out-of-wedlock  births 
with  the  number  that  would  have  oc- 
curred if  the  previous  upward  trend  had 
continued.  Projecting  the  trend  during 
1965  to  1970  in  age-race-specific  illegit- 
imate birth  rates  to  the  population  of 
unmarried  women  in  1971  {18),  we 
arrive  at  an  expected  455,000  illegiti- 
mate births  in  1971.  However,  the  ac- 
tual number  fell  39,000  short  of  this  es- 
timate.  Presumably,  then,  the  difference 
between  the  expected  and  actual  num- 
ber of  illegitimate  births  represents  ap- 
proximately the  number  of  those  births 
averted  by  legal  abortion.  The  abortions 
that  prevented  these  births  comprised 
about  14  percent  (19)  of  the  total  legal 
abortions  performed  on  unmarried 
women  in  the  period  affecting  1971 
births.  Of  the  remaining  86  percent  of 
the  abortions,  we  estimated  that  most 
would  have  ended  as  illegal  abortions 
or  as  legitimate  births  (20,  21). 

Since  abortion  was  legal  in  only  cer- 
tain states  in  1971,  and  since  there  was 
considerable  variation  in  the  use  of  out- 
of-state  abortion  by  different  groups  of 
women,  we  have  also  estimated  how 
many  more  illegitimate  births  would 
have  been  averted  if  abortion  had  been 
legal  and  easily  available  in  all  states. 
We  assumed  for  the  nonabortion  states 
the  same  relative  decline  in  age-race 
illegitimate  birth  rates  as  occurred  in 
the  abortion  states  between  1970  and 
1971.  By  making  such  an  assump- 
tion we  found  that  there  would  have 
been  approximately  389,000  illegitimate 
births  in  the  Tnited  Stales  in  1971,  or 


27,000  fewer  than  actually  occurred. 
Most  of  this  additional  saving  would 
have  come  from  nonwhite  women  who 
apparently  used  out-of-state  abortion 
less  than  did  white  women.  Of  the 
27,000  additional  illegitimate  births  that 
could  have  been  prevented  in  1971, 
18,000  would  have  occurred  to  non- 
white  women  and  9,000  to  white 
women. 


Legitimate  Fertility 

Since  most  births  in  the  country  are 
legitimate,  the  general  trend  in  overall 
fertility  is  influenced  mostly  by  the  re- 
productive trends  among  married  wom- 
en. Legitimate  birth  rates  reached  their 
highest  postwar  peak  in  1957,  and  then 
began  to  fall.  In  the  period  considered 
here,  1965  to  1971,  legitimate  birth 
rates  continued  to  decline  through  1968, 
rose  slightly  in  1969  and  1970,  and 
then,  like  illegitimate  birth  rates,  drop- 
ped sharply  in  1971  (Table  4),  reach- 
ing their  lowest  level  since  the  down- 
turn started  in  1957.  As  Table  4  shows, 
there  were  decreases  for  every  age 
group,  with  the  rate  for  women  aged 
35  to  44  years  decreasing  the  most. 
Teen-agers  who  were  the  only  women 
with  rising  legitimate  fertility  between 
1965  and  1970,  had  the  least  decline 
between  1970  and  1971  (2  percent). 

Both  white  and  nonwhite  women  par- 
ticipated virtually  evenly  in  the  1971 
drop.  While  white  and  nonwhite  wom- 
en of  every  age  group  contributed  to 


the  decline,  the  greatest  reduction  for 
both  groups  occurred  in  the  oldest  age 
group,  35  to  44  years. 

Although  in  1971  legitimate  and  il- 
legitimate fertility  declined  equally  (6 
percent),  it  was  not  readily  apparent 
that  legal  abortion  had  played  a  major 
role  in  the  decline  in  legitimate  births. 
The  ratio  of  abortions  to  births  for 
married  women  is  so  low  that  it  alone 
could  not  explain  the  6  percent  drop 
in  the  legitimate  birth  rate.  Conse- 
quently, a  separate  examination  of  the 
trend  in  marital  fertility  for  abortion 
and  nonabortion  states  is  a  more  feasi- 
ble method  for  measuring  the  impact 
of  legalized  abortion  on  legitimate  birth 
rales. 

Figure  I  shows  that  up  to  1970  the 
two  groups  of  slates  showed  similar 
trends  in  legitimate  birth  rates  (average 
decline  of  1.4  percent  per  year  in  abor- 
tion and  nonabortion  states)  but  that 
they  diverged  in  1971.  Although  both 
groups  showed  a  substantially  greater 
drop  in  birth  rates  than  for  the  previous 
5  years,  the  drop  was  somewhat  larger 
in  abortion  than  nonabortion  states  (8 
percent  as  opposed  to  5  percent;  see 
Table  5).  This  differential  is  much 
smaller  than  that  for  illegitimate  birth 
rates  in  1971  (a  decline  of  12  percent 
in  abortion  compared  to  2  percent  in 
nonabortion  states).  Thus,  although 
legal  abortion  evidently  had  some  im- 
pact on  the  decline  in  marital  fertility 
between  1970  and  1971.  it  was  con- 
siderably less  than  on  nonmarital  fertil- 
ity. 


Table  4.  Estimated  legitimate  birth  rates  by  age  and  race  of  mother  in  the  United  States,  1965 
to  1971   {4). 


Average  annual 

Age 

Legitimate  births 

per  1000  married 

women 

percent 

change* 

(years) 

1965  to 

1970  to 

1965 

1966 

1967 

1968 

1969 

1970 

1971 

1970t 

1971 

All 

races 

15^Mt 

136.6 

I3I.0 

126.1 

123.5 

124.9 

127.4 

120.0 

-1.4 

-  5.8 

15-19 

424.1 

433.5 

411.9 

404.6 

410.6 

435.9 

428.2 

0.5 

-   1.8 

20-24 

293.3 

283.3 

269.7 

260.5 

262.1 

263.9 

243.9 

-2.1 

-  7.6 

25-34 

147.3 

137.2 

131.3 

129.6 

131.0 

132.0 

123.4 

-2.2 

-  6.6 

35^t4 

33.1 

30.2 

27.5 

25.1 
White 

23.3 

22.3 

19.9 

-7.6 

-10.5 

15-44t 

131.3 

126.3 

121.9 

119.9 

121.6 

124.2 

116.9 

-1.1 

-  5.9 

15-19 

407.1 

416.7 

392.2 

386.3 

394.1 

424.0 

420.3 

0.8 

-  0.9 

20-24 

285.4 

276.6 

264.2 

255.8 

257.1 

258.8 

238.6 

-1.9 

-   7.8 

25-34 

142.7 

133.4 

128.4 

127.5 

129.4 

130.2 

121.3 

-1.8 

-  6.9 

35^14 

31.0 

28.3 

25.7 

23.5 
Sonv^'hii 

21.8 
'e  women 

20.8 

IR.6 

-7.7 

-las 

15--M{ 

186.0 

174.7 

164.4 

155.9 

154.8 

156.3 

147.8 

-3.4 

-    5.4 

15-19 

549.4 

555.3 

551.0 

531.6 

524.2 

517.4 

482.2 

-1.2 

-  6.8 

2CV-24 

365.1 

342.9 

319.3 

303.5 

307.6 

310.1 

290.9 

-3.2 

-  6.2 

25-34 

187.4 

170.0 

156.7 

147.9 

145.3 

148.6 

142.4 

-4.5 

-  4.2 

35-U 

53.4 

48.9 

44.4 

40.2 

37.0 

35.7 

32.3 

-7.8 

-  9.4 

•  Sec   {26 

■).        t  See 

(27). 

%  See  (?f). 
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The  relatively  lesser  influence  of 
legal  abortion  upon  marital  fertility  for 
both  white  and  nonwhite  women,  as 
seen  in  Table  5  and  Fig.  3,  charac- 
terized virtually  all  age  groups.  The 
only  exception  is  married  white  teen- 
agers. Their  fertility  necessarily  reflects 
the  influence  of  pregnancy  before  mar- 
riage (22);  they  were  the  only  group  of 
married  women  to  experience  rising 
birth  rates  in  the  previous  5  years.  For 
this  group,  marital  fertility  in  1971  con- 
tinued to  rise  in  nonabortion  but  de- 
clined in  abortion  states.  This  indicates 
that  legal  abortion  had  a  depressive  in- 
fluence not  only  on  white  teen-age  mari- 
tal fertility  but  on  the  incidence  of 
pregnancy-related  marriages  as  well. 

Differences  between  abortion  and  non- 
abortion  states  in  the  decline  of  marital 
fertility  permit  us  to  estimate  the  num- 
ber of  legitimate  births  prevented  by 
legal  abortion  (23).  While  legal  abortions 
equaled  in  number  about  40  percent  of 
the  recorded  pregnancies  among  unmar- 
ried women,  this  was  not  true  for  mar- 
ried women.  In  1971  there  were  3,137,- 
000  legitimate  births  in  the  United 
States,  but  only  1 34,000  legal  abortions 
for  married  women.  Thus,  legal  abor- 
tions equaled  about  4  percent  of  the 
recorded  pregnancies  among  married 
women.  Not  all  these  aborted  pregnan- 
cies would  necessarily  have  ended  as 
live  births  if  abortion  had  not  been 
legal:  some  would  have  ended  in  legiti- 
mate births,  others  in  illegal  abortions, 
and  still  others  in  fetal  deaths.  An  esti- 
mate of  the  number  of  legitimate  births 
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Fig.  3.  Percent  change  in  legitimate 
birth  rates  in  abortion  and  nonabortion 
slates  in  ihe  United  States,  1970  and  1971. 
Age  groups,  in  years,  are  shown  at  the 
right. 


that  would  have  occurred  in  the  absence 
of  legal  abortion  can  be  obtained  by 
assuming  that  the  abortion  and  non- 
abortion  states  experienced  the  same 
relative  fertility  decline  between  1970 
and  1971.  By  making  this  assumption 
we  find  that  there  would  have  been 
3,165,000  legitimate  births  in  1971,  or 
28,000  more  than  actually  occurred.  It 
thus  appears  that  while  about  one-fifth 


of  the  134,000  legal  abortions  to  mar- 
ried women  would  have  ended  as  live 
births,  most  of  the  remaining  four-fifths 
would  have  ended  as  illegal  -ibortions 
(24\  Since  legitimate  births  declined  by 
164,000  between  1970  and  1971,  and 
since  we  estimate  that  28,000  of  this 
decline  can  be  attributed  to  the  availa- 
bility of  legal  abortion,  it  is  clear  that 
most  of  the  decline  in  legitimate  fertil- 
ity resulted  from  influences  other  than 
legal  abortion. 


Summary  and  Conclusion 

In  sum,  it  appears  that  legal  abortion 
depressed  overall  fertility,  but  particu- 
lariy  illegitimate  fertility,  by  giving 
women  an  opportunity  to  terminate 
their  pregnancies  when  other  means  of 
birth  control  either  had  not  been  used 
or  had  failed.  If  legalized  abortion  had 
not  been  available,  an  estimated  addi- 
tional 39,000  illegitimate  babies  and 
28,000  legitimate  babies  would  have 
been  born  in  1971  in  the  United  States. 
While  this  makes  up  a  small  part  of 
total  births  (3,500,000),  the  illegitimate 
births  prevented  represent  almost  one- 
tenth  of  all  out-of-wedlock  children 
born  in  the  country  in  that  year.  In 
addition  j  preventing  these  births  the 
legalization  of  abortion  appears  to  have 
reduced  the  incidence  of  pregnancy- 
related  marriages  and  thereby  may  have 
helped  to  limit  subsequent  marital  dis- 
ruption. Finally,  legal  abortion  pre- 
vented  large   numbers   of   illegal   abor- 


7o«^  ,'oT^'™f^  legitimate  birlh  rates  by  age  and  race  of  mother   in  abortion  (A)  and  nonabortion  (N)  slates  (■*)  in  the  United  Slates 
IWbS,   1970.  and  1971.  For  idenlification  of  the  abortion  stales,  see  Table  3. 


Legiliinate  births 
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All 
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Stales 

1965 

1970 

1971 

1965 

1970 

1971         1965         1970         1971 

1965 
to 

1970t 

1970 
to 
1971 

1965 
to 

1970t 

1970 

to 

1971 

1965 

to 

1970t 

1970 

to 

1971 

A 

132.4 

123.6 

114.0 

127.5 

121.0 

Women  aged  IS  to  44  yearsX 
111.5        171.5        143.1        132.9 

-1.4 

-  7.8 

-I.O 

-  7.9 

-3.6 

-  7.1 

N 

138.8 

129.5 

123.2 

133.2 

125.8 

119.6        195.3        165.2        157.9 

-1.4 

-   4.9 

-1.1 

-  49 

-3.3 

-  4.4 

A 

411.5 

415.9 

394.4 

394.2 

406.0 

Women  aged  IS  to  19  years 
386.4       536.3        482.6       448.2 

0.2 

-   5.2 

0.6 

-  4.8 

-2.1 

-  7.1 

N 

430.6 

445.7 

444.7 

413.6 

432.8 

436.8        556.3        534.8        499.1 

0.7 

-  0.2 

0.9 

0.9 

-0.8 

-  6.7 

A 

286.9 

254.5 

233.6 

279.0 

249.7 

Women  aged  20  to  24  years 
lli.e       349.1        292.1        272.5 

-2.4 

-   8.2 

-2.2 

-   8.4 

-3.5 

-  6.7 

N 

296.6 

268.8 

249.1 

288.5 

263.4 

243.5        374.8        321.1        302.1 

-1.9 

-  7.3 

-1.8 

-   7.5 

-3.0 

-  5.9 

A 

142.8 

129.5 

118.4 

138.5 

127.8 

Women  aged  25  to  34  years 
116.4        174.8         142.4        133.9 

-1.9 

-  8.6 

-1.6 

-  8.9 

-4.0 

-  6.0 

N 

149.6 

133.4 

126.0 

144.8 

131.4 

1238        195.6        152.9        148.4 

-2.3 

-   5.5 

-1.9 

-   5.8 

-4.8 

-  3  0 

A 

30.3 

21.2 

18.4 

28.2 

19.6 

Women  aged  3S  to  44  years 
17.0         47.9          32.7         28.5 

-6.9 

-13.2 

-7.0 

-13.4 

-7.3 

-13.0 

N 

34.5 

22.9 

20.8 

32.4 

21.4 

19.4         57.0          37.7          35.0 

-7.9 

-  9.2 

-8.0 

-  9.7 

-7.9 

-  7.2 

805 


(ions  from  occurring.  Our  data  indicale 
that  well  over  half — most  likely  be- 
tween two-thirds  and  three-fourths— of 
all  legal  abortions  in  the  United  States 
in  1971  were  replacements  for  illegal 
abortions. 

Further  declines  in  illegitimate  birth 
rates  for  the  country  as  a  whole  will 
depend,  in  considerable  part,  on  the  ex- 
tent to  which  legal  abortion  becomes 
more  readily  available  and  more  widely 
used.  Theoretically,  greater  use  of  ef- 
ficient contraception  could  also  cause  il- 
legitimate fertility  to  decline.  But  there 
are  many  reasons  why  women  do  not 
use  efficient  contraception  even  when 
they  know  about  it  and  have  access  to 
the  materials  (,25).  Even  though  the  use 
of  abortion  throughout  the  nation  is 
now  legalized  by  the  Supreme  Court 
decision,  this  does  not  necessarily  mean 
that  services  will  in  fact  be  everywhere 
more  readily  available.  Our  interstate 
analysis  suggests  that  should  the  liberali- 
zation of  abortion  laws  be  reversed,  not 
only  would  there  be  an  upturn  in  il- 
legal abortions  and  pregnancy-related 
marriages,  but  also  a  marked  rise  in 
illegitimacy,  particularly  among  women 
who  do  not  have  the  means  to  obtain 
an  illegal  abortion. 
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using  legal  abortions  were  to  try  to  carry 
their  pregnancies  to  term,  a  relatively  small 
part  of  these  pregnancies  would  have  ended 
as   fetal   deaths. 
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The  Honorable  Hiram  L.  Fong 
U.S.  Senator 
195  South  King  St. 
Honolulu,  Hawaii   96813 

Dear  Senator  Fong: 

The  Pregnancy,  Birth  Control  and  Abortion  Study  is  a  multi-disciplinary 
research  project  (funded  by  the  National  Institutes  of  Health)  which  has  been 
collecting  and  analyzing  data  on  all  induced  abortion  patients  in  Hawaii 
since  March  1970.   We  are  concerned  about  what  seems  to  be  an  increasing 
mobilization  of  anti -abortion  forces;  a  recent  article  in  Civil  Liberties 
(copy  enclosed)  indicates:   1)  188  anti -abortion  bills  have  been  introduced 
in  41  states;  2)  41  members  of  the  House  of  Representatives  are  sponsoring 
some  form  of  anti -abortion  legislation;  3)  three  distinct  types  of  constitu- 
tional amendments  have  been  put  before  the  Congress,  including  one  sponsored 
by  seven  senators;  and  4)  a  discharge  petition  has  been  introduced  in  the 
House  which  would,  as  we  understand  it,  get  one  of  the  proposed  constitutional 
amendments  out  of  committee  and  put  it  directly  on  the  House  floor. 

We  are  concerned  about  these  legislative  developments,  believing  as  we 
do  that  abortion  should  be  an  individual  decision  and  that  making  abortion 
illegal  will  not  stop  abortion.  This  feeling  is  based  on  research  findings. 

Copies  of  publications  resulting  from  the  Study  are  enclosed  for  your 
information.   You  may  think  some  of  the  enclosed  material  would  be  useful  for 
distribution  to  other  members  of  the  Congress.   This  might  be  via  direct  mail- 
ing or  as  incorporated  into  the  Congressional  Record. 

We  would  very  much  appreciate  your  comments  or  suggestions ,  cind  offer 
our  assistance  in  any  way  you  feel  might  be  useful . 


^^^^t^9^/t,^*^^-rZ^ 


Sincerely , 


Iton  Diamond,  Ph.D. 
'Professor ,  Anatomy  &  Reproductive 
Biology,  and  Co-investigator, 
Pregnancy,  Birth  Control  S  Abortion 


Study 


JamesVik  Palmore ,  Jr . ,  Ph . D . 
Assistant  Director  for  Institutional 
Cooperation,  and  Co-investigator, 
Pregnancy,  Birth  Control  ^^o  Ea^- Wast  Road- Honol 
Abortion  Study 


ioy  G/  SmitlT,  M.D.,  M.P.H. 
Professor,  Maternal  and  Child  Health, 
and  Co-investigator,  Pregnancy,  Birth 
Control  S,   Abortion  Study 


Patricia  G.  Steinhoff,  Ph.D."^/ 
Associate  Professor,  Sociology,  and 
Co-Investigator,  Pregnancy,  Birth 
Abortion  Study 


Ends. 
AMB/MD :  bnf 
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SEXUALITY,  BIRTH  CONTROL 
AND  ABORTION: 
A  DECISION-MAKING  SEQUENCE* 

MILTON  DIAMOND,!  PATRICIA  G.  STEINHOFF, 
JAMES  A.  PALMORE  and  ROY  G.  SMITH 

Hawaii  Pregnancy,  Birth  Control  and  Abortion  Study, 
University  of  Hawaii,  Honolulu,  Hawaii 

(Received  I4th  December  1972) 

Summary.  A  matched  group  of  women  who  conceived  during  a  2-month 
period  in  1971  was  used  to  trace  some  parameters  involved  in  their  decision 
to  carry  their  pregnancies  to  term  or  to  seek  an  abortion. 

Several  specific  indices  to  the  decision  were  considered :  whether  coitus 
was  anticipated;  whether  the  pregnancy  was  planned;  whether  birth  control 
methods  were  used ;  and  how  the  pregnancy  ended.  The  effects  of  age,  marital 
status,  religion,  reasons  for  the  abortion  or  carrying  the  pregnancy  to  term, 
and  attitude  towards  a  possible  dehvery  were  also  studied. 

It  was  found  that  coitus  was  anticipated  by  the  majority  of  women,  but 
pregnancy  was  unplanned  for.  Two-thirds  of  the  women  who  did  not  want  to 
become  pregnant  were  not  using  a  contraceptive  method;  yet,  regardless  of 
whether  pregnancy  was  planned  or  unplanned,  one  of  three  women  chose  to 
have  an  abortion. 

Among  the  most  common  reasons  for  women  indicating  that  contracep- 
tive measures  were  not  used  were :  'I  didn't  want  sex  to  seem  planned'  and  'I 
thought  I  was  in  a  safe  period'.  The  decision  to  have  an  abortion  usually 
depended  upon  the  woman's  marital  status,  age,  rehgion,  and  previous  use 
of  birth  control.  Surprisingly,  among  women  who  had  not  planned  to  become 
pregnant,  the  percentage  of  women  choosing  abortion  was  the  same  from 
both  subgroups  of  women  who  used  or  did  not  use  contraception.  It  was 
also  surprising  that  no  strong  relationship  seemed  to  exist  between  the  type 
of  contraceptive  technique  used  and  the  decision  to  have  an  abortion. 

Women  who  planned  ahead  to  have  an  abortion  if  they  became  pregnant 

*  Originally  presented  at  the  80th  Annual  Convention  of  the  American  Psychological  Associa- 
tion, Honolulu,  Hawaii,  2nd  September  1972. 

t  University  of  Hawaii,  School  of  Medicine,  Department  of  Anatomy  and  Reproductive 
Biology,  1951  East-West  Road,  Honolulu,  Hawaii  96822,  USA. 


808 


were  more  often  using  contraception ;  thus  for  these  women  abortion  was  not 
a  primary  method  of  family  planning  but  a  back-up  for  failed  contraception. 
Women  who  had  their  babies,  infrequently  considered  abortion  as  an 
alternative. 

It  was  predicted  and  found  true  that  women  who  positively  viewed  the 
prospect  of  having  a  child  chose  to  carry  the  pregnancy  to  term  while  those 
who  expressed  unhappiness  at  having  a  baby  chose  abortion.  Unexpectedly, 
we  found  the  overwhehning  majority  of  women  who  claimed  'I  would  be 
neither  happy  nor  unhappy  to  have  this  baby'  chose  to  have  an  abortion. 
Thus  a  woman's  so-called  neutral  statement  regarding  a  desire  was  generally 
seen  not  to  be  neutral. 

Our  use  of  a  pregnant  population  of  women  who  conceived  at  the  same 
time  (conception  cohort)  for  the  analysis  of  the  decision  of  whether  to  have 
an  abortion  or  carry  to  term,  when  abortion  is  legal,  thus  seemed  to  be 
feasible  and  practical. 

Introduction 

The  Hawaii  Pregnancy,  Birth  Control  and  Abortion  Study  is  a  state-wide  investiga- 
tion conducted  continuously  since  March  1970,  the  date  of  the  passage  of  the  law 
which  legalized  abortion  in  Hawaii,  essentially  allowing  abortion  on  request.  Our 
group  studies  abortions  and  live  births  in  the  state  using  the  pregnant  population 
that  presents  itself  to  hospitals  throughout  the  state  (all  legal  abortions  must  be 
done  in  hospitals).  From  every  hospital  performing  abortions  in  Hawaii,  we  collect 
data  from  hospital  charts  and  from  self-administered  questionnaires  given  to  the 
women.  These  data  provide  information  not  only  on  the  woman's  reproductive 
history,  but  also  on  her  attitudes  and  practices  in  regard  to  sexual  behaviour,  birth 
control  usage,  and  reasons  for  carrying  the  pregnancy  to  term  or  having  an 
abortion.  The  present  study  will  report  on  some  behavioural  and  contraceptive 
correlates  of  women  from  a  special  population  pool  which  we  refer  to  as  a  concep- 
tion cohort. 


Cohort  construction 

The  conception  cohort  consists  of:  (a)  women  who  gave  birth  during  a  given  period 
of  time  (April  and  May  1971),  and  (b)  women  who  had  abortions  but  whose  preg- 
nancies otherwise  would  have  come  to  term  during  April  and  May  1971.  The  abor- 
tion patients  were  selected  on  the  basis  of  the  calendar  month  during  which  they  had 
their  abortions,  and  the  estimated  gestation  at  abortion  (in  4-week  intervals). 
Because  both  criteria  were  coded  in  rather  broad  categories,  each  case  was  then 
weighted  on  the  basis  of  the  probability  that  the  birth  actually  would  have  occurred 
during  the  target  maternity  period.  We  call  this  a  'conception  cohort',  because 
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theoretically  it  includes  all  women  who  conceived  at  the  same  time,  and  therefore 
were  making  the  decision  to  have  the  baby  or  have  an  abortion,  at  the  same  time. 
Excluded  from  consideration  was  any  woman  who  had  a  stillbirth,  spontaneous 
abortion  or  illegal  abortion.  We  are  reporting  here  on  only  the  first  of  six  planned 
cohorts  covering  3  years  of  data ;  with  additional  data,  some  results  may  be  different. 

Jan. 


Nov 


March 


Oct. 


April 


Target 

birth 

period 


Sept. 


Target  conception  period 

^^  Maternities  included  in  cohort 

ill  Abortions  included  in  cohort,  weighted  by  probability 
that  actual  conception  occurred  in  July-August 

Text-%.  1.  Hawaii  pregnancy,  birth  control  and  abortion  study,  April-May  1971  co- 
horts. Numbers  represent  weeks  gestation  at  abortion. 

Demographic  data  were  available  on  every  maternity  and  abortion  patient  in  the 
state  who  met  the  criteria  for  inclusion  in  the  cohort.  Questionnaires  were  obtained 
from  about  45  %  of  the  women  who  had  Uve  births  and  56  %  of  the  women  obtaining 
abortions  in  the  state  during  the  period  of  the  cohort.  The  questionnaire  samples 
in  the  cohort  were  weighted  on  the  basis  of  the  100%  demographic  data  available 
to  correct  for  smaU  response  biases.  Thus  the  final  questionnaire  sample  of  1579 
cases  fairly  accurately  represents  the  composition  and  relative  proportions  of  the 
corresponding  conception  cohort  for  the  State  of  Hawaii.  The  sample  is  about  half 
the  size  of  the  actual  population  of  women  involved. 


57-676  O  -  76  -  52 
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Decision  making 

Using  this  cohort  population,  we  have  attempted  to  trace  several  parameters  in- 
volved in  the  women's  pregnancies.  For  this  report,  we  emphasize  coital  and  contra- 
ceptive factors  involved  in  becoming  pregnant  and  the  relationships  of  several  of 
these  factors  to  the  decision  to  maintain  the  pregnancy  to  term  or  to  have  an 
abortion. 

While  these  are  indeed  complex  and  inter-relating  variables,  they  are  dealt  with 
here  as  independent  variables  but  mention  is  made  of  other  related  factors  which 
we  have  found  to  intervene. 

It  might  be  hypothesized  that  decisions  related  to  coitus,  birth  control  and  preg- 
nancy outcomes  are  related.  For  example,  a  woman  may  obviously  plan  to  have, 
and  actually  have,  intercourse  while  refraining  from  using  contraceptives  in  order 
to  have  a  desired  baby.  On  the  other  hand,  it  has  been  well  documented  that  many 
women  who  have  coitus  regularly  without  using  a  birth  control  method  do  not  want 
to  become  pregnant  or  have  children.  Table  1  indicates  how  some  of  these  factors 
may  be  considered. 

Table  1.  Sexual  behaviour  and  repro- 
duction :  a  decision  making  process 


Coitus 

Birth  control 

Pregnancy 
outcome 

Planning  and  attitudes 

Expected 

How  considered 

Planning 

Unexpected 

Outcome  and  practices 

Desire 

Frequency 

Choice  of  method 

Maternity 

Duration 

Use  of  method 

Abortion 

Coitus 

From  our  cohort  sample,  we  first  can  ascertain  whether  coitus  was  an  expected 
event.  It  is  apparent  that  a  woman  who  desires  to  become  pregnant  expects  to  have 
coitus  but  this  is  not  apparent  of  women  who  did  not  plan  to  become  pregnant. 
Relative  to  the  pregnancy  under  discussion,  coitus  was  reported  as  unexpected  by 
6  %  (96)  of  the  women.  This  can  be  interpreted  that  coitus  was  expected  in  94  %  (1483) 
of  the  cohort  population  (Text-fig.  2). 

Pregnancy  planning 

Among  those  women  who  had  an  expected  coitus,  45%  planned  to  become 
pregnant.  We  ascertain  if  a  pregnancy  was  planned  by  two  methods  in  concert.  The 
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first  involves  a  'Yes'  or  'No'  response  to  the  question,  'Were  you  using  any  birth 
control  technique  when  you  became  pregnant?',  followed  by  the  woman,  selecting 
from  a  senes  of  multiple  choices,  'I  wanted  to  be  pregnant'  for  her  reason.  The 
second,  used  for  women  who  go  on  to  deliver,  is  a  selection  of  'My  husband  and  I 
planned  to  have  this  child'  as  one  of  many  possible  reasons  for  maternity  Both 
correlate  well.  This  45%  represents  42%  of  the  total  pregnant  cohort  population 
Thus,  put  another  way,  the  pregnancies  of  58  %  of  the  cohort  population  were  un- 
planned. 

Surprisingly,  in  our  cohort  population  we  found  many  unmarried  girls  who 
claimed  they  became  pregnant  by  choice.  About  7-10%  of  the  women  who  indi- 
cated they  were  single  or  going  steady  said  they  wanted  to  become  pregnant; 
27-29%  of  women  who  were  living  with  a  man  or  engaged  reported  similarly' 
Among  married  women,  63  %  indicated  they  were  pregnant  by  choice  (Table  2). 

Table  2.  Planned  pregnancy  within  marital  status  among  those  not  using  a  contra- 
ceptive technique* 


Marital  status  at 

No.  of  pregnant 

No.  of  planned 

%  of  planned 

conception 

women 

pregnancies 

pregnancies 

Never  married 

266 

39 

14-7 

Single 

82 

6 

7-3 

Steady 

102 

10 

9-8 

Living  together 

29 

8 

27-6 

Engaged 

53 

15 

28-3 

Married 

954 

604 

630 

SDW 

34 

1 

2-9 

*  Weighted  figu 

res. 

Use  of  birth  control 

When  a  pregnancy  is  planned,  it  would  be  anticipated  that  coitus  would  occur 
without  contraceptive  measures,  and  all  planned  pregnancies  would  be  carried  to 
term.  Vice  versa,  it  would  be  expected  that  when  babies  are  not  desired,  some  con- 
traceptive methods  would  be  utiUzed  and  if  pregnancy  were  to  occur,  when  abor- 
tion IS  legal,  it  would  be  the  solution  to  the  dilemma.  The  former  hypothesis  was 
generally  substantiated,  the  latter  hypothesis  rarely  so. 

As  expected,  our  data  indicate  that  ahnost  all  women  who  planned  to  become 
pregnant  (97  %)  did  not  employ  any  contraceptive  methods.  Surprisingly,  3  %  of  the 
women  who  wanted  to  become  pregnant  nevertheless  reported  using  a  contracep- 
tive techmque  (Text-fig.  2).  It  is  quite  possible  that  these  3  %  were  using  rhythm  or 
other  methods  in  order  to  achieve  pregnancy.  Among  the  women  who  wanted  to 
become  pregnant,  26-4%  indicated  that  they  had  been  trying  to  conceive  for  more 
than  1  year;  3-5  %  of  these  for  more  than  3  years  and  another  3-5  %  for  more  than 
5  years. 
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The  majority  of  sexually  active  women  who  did  not  plan  to  become  pregnant  did 
not  use  a  contraceptive  method.  Many  reasons  exist  for  not  using  a  contraceptive 
technique  to  prevent  an  unwanted  pregnancy.  With  an  unexpected  coitus,  as  repor- 
ted by  6  %  (96)  of  the  women  in  the  cohort,  a  report  of  'no  method  used'  would 
seem  acceptable  (despite  the  fact  that  withdrawal  might  have  been  advocated). 
There  nevertheless  remained  57  %  (520)  of  all  those  women  not  planning  to  become 
pregnant  who  expected  coitus,  yet  did  not  use  any  form  of  contraception. 

In  addition  to  considering  the  coitus  unexpected,  the  reasons  given  for  not  using 
birth  control  methods  vary  with  several  factors  such  as  age  and  marital  status. 
Young  and  single  women  tended  to  indicate:  'I  didn't  want  sex  to  seem  planned'. 
Married  as  well  as  single  women  reported:  'I  thought  I  was  in  a  safe  period'. 

'It's  against  my  religion  to  use  birth  control'  and  'The  father  wouldn't  let  me  use 
birth  control'  were  reported  with  about  equal  frequency  and  account  for  123  of  the 
520  women  who,  despite  the  fact  that  they  anticipated  coitus  and  did  not  want  to 
become  pregnant  were  not  using  a  birth  control  method ;  72  %  of  these  non-contra- 
cepting  women  giving  either  or  both  of  these  last  two  reasons  were  Catholic  (88  of  1 23). 

A  large  percentage  (33%)  of  the  pregnant  women  who  did  not  plan  to  become 
pregnant  used  contraceptive  methods,  yet  became  pregnant.  This  is  about  19%  of 
the  total  cohort  population.  It  must  be  recalled  that  all  these  data  are  derived  from  a 
pregnant  population.  Those  women  who  are  effective  contraceptors,  probably  the 
majority  of  sexually  active  women,  do  not  enter  our  sample.  Using  1970  census 
data,  the  number  of  women  of  reproductive  age  in  Hawaii  was  approximately 
194,000.  Since  there  were  about  19,500  women  (10%  of  the  possible  population) 
pregnant  during  1971  (in  round  figures  a  combined  total  of  15,900  live  births  and 
3600  abortions),  we  can  extrapolate  and  say  that,  theoretically,  19%  of  these, 
roughly  3800  or  1-2%  of  the  state's  population  of  women  of  reproductive  age, 
became  pregnant  due  to  birth  control  failure  that  year. 

Among  these  contraceptive  failures,  all  methods  were  represented.  The  pill  was 
used  by  31  %  of  all  those  using  birth  control  at  conception  who  did  not  plan  to 
become  pregnant.  Foam  users  represent  the  next  largest  group,  22%  of  this  contra- 
ception population.  The  rhythm  method  was  reportedly  used  by  18  %.  Regrettably, 
we  do  not  know  what  proportions  of  the  total  state  population  of  women  using 
contraception  were  using  the  various  techniques  so  it  is  not  possible  to  calculate 
contraceptive  efficiency  from  these  data. 

There  was  a  surprising  reversal  of  contraceptive  usage  among  religious  groups 
(Table  3).  Comparing  Catholics  with  Protestants  and  Buddhists,  the  other  two  large 
religious  groups  in  the  state,  we  find  proportionately  fewer  Catholics  having  used 
rhythm  and  more  having  used  the  pill. 

Recalling  again  that  it  is  only  the  failures  that  we  are  seeing  in  our  population, 
this  may  reflect  that  Catholics  use  rhythm  best  and  pills  poorest.  Of  course,  our 
findings  could  also  mean  that  some  of  the  classical  associations  of  reUgion  with 
contraceptive  method  might  need  re-examination. 
24 
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Table  3.  Religion  and  use  of  birth  control* 


Religion 


Buddhist 

Catholic 

Protestant 

None 

Other 


Rhythm 


No.  of  women  using: 
Pill  lUD 


Other 


6(21%)  7(25%)  0(0%) 

14(13%)  47(44%)  7(7%) 

24(18%)  39(30%)  17(13%) 

6(15%)  7(18%)  10(25%) 

3(20%)  3(20%)  2(13%) 


14  (50%) 
38(36%) 
50(39%) 
17(42%) 
7(47%) 


Weighted  figures. 


Particularly  peculiar  was  our  finding  that  among  the  group  of  contracepting 
women,  four  women  were  found  who  supposedly  had  had  their  tubes  tied  yet  be- 
came  pregnant.  Investigation  of  the  medical  records  confirmed  that  two  of  these 
women  had  had  the  procedure  indicated;  the  records  were  incomplete  for  the  other 
two.  One  of  these  four  women  has  now  had  a  hysterectomy 

The  use  of  birth  control  methods  in  general  increased  with  the  strength  and  type 
of  the  sexual  relationship  (Table  4).  In  general,  in  the  cohort  population  engaged 
couples  used  birth  control  measures  with  about  the  same  frequency  as  did  couples 
going  steady  (IQ-l  %  and  17-9  %).  Married  couples  and  couples  hving  together  also 
used  birth  control  measures  in  about  the  same  proportions  (40-2%  and  38-2°/) 
Regrettably,  sin^e  'unattached'  girls,  i.e.  those  with  the  least  firm  relationships  and 
thus  least  ready  for  family  unions,  used  birth  control  least  (13-6%). 

Table  4.  Use  of  birth  control  within  marital  status  for  unplanned  pregnancies 


Marital  status  at 
conception 


Never  married 
Single 
Steady 

Living  together 
Engaged 

Married 
SDW 

Total 


No.  of  pregnant 
women 


281 
88 

112 
34 
47 

595 

41 


No.  of  women 
using  BC 


916"' 


54 
12 
20 
13 
9 

239 

8 


%  Women 
using  BC 


19-2 
13-6 
17-9 
38-2 
191 

40-2 

19-5 


300* 


*  Weighted  figures. 

Pregnancy  outcome 

We  can  now  examine  how  women  having  become  pregnant,  whether  planned  or 
unplanned,  having  used  contraceptive  methods  or  not,  terminated  their  pregnancies 
when  abortion  was  a  legal  choice  (Text-fig.  2). 
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With  planned  pregnancies,  it  is  to  be  expected  that  the  women  will  go  to  term  and 
deliver  This  was  indeed  demonstrated  in  the  vast  majority  (98  %)  of  the  cases.  Signi- 
ficantly, 2%  of  the  women  who  had  originally  planned  to  have  a  baby  and  did  not 
use  birth  control,  after  becoming  pregnant  chose  to  have  an  abortion.  Some  of  these 
women  reported  that  they  had  been  trying  for  some  time  to  become  pregnant  but 
now  were  choosing  an  abortion  for  various  reasons  such  as:  'I  am  still  single , 
'I  am  not  able  to  cope  with  a  child  at  this  time',  'The  child  is  not  my  husband's',  'My 
marriage  is  too  shaky',  'My  husband  doesn't  want  the  child',  and  'A  child  would 
interfere  with  my  or  the  father's  job  or  education'.  The  mean  age  for  these  women 
was  23- 1 ,  and  the  median  age  was  24  so  age  generally  did  not  seem  to  be  a  factor. 

Surprisingly,  among  those  women  who  had  not  planned  to  become  pregnant, 
the  percentage  of  women  choosing  an  abortion  is  the  same  from  both  subgroups  of 
women  who  used  or  did  not  use  contraceptive  methods;  31  %  and  32%  respectively 
(Text-fig.  2).  Thus  the  use  of  birth  control  per  se  did  not  seem  to  be  predictive  of 
resolve  not  to  have  a  baby. 

It  is  also  surprising  that  there  is  no  strong  correlation  between  the  type  of  contra- 
ceptive technique  used  and  the  decision  to  have  an  abortion.  It  had  been  hypothes- 
ized that  a  woman  using  a  'good'  contraceptive  such  as  the  piU  would  be  more  Ukely 
to  be  determined  not  to  have  a  child  than  is  a  woman  who  was  relying  on  rhythm  or 
withdrawal.  In  fact  the  findings  seem  to  indicate  the  opposite  (Table  5). 

The  data  indicate  that  of  all  women  who  were  using  oral  contraceptives  when  they 
became  pregnant,  only  14%  chose  to  have  an  abortion.  If  the  women  were  marned 
and  became  pregnant  while  using  the  pill,  only  6  %  chose  abortion.  An  incidence  of 
abortion  from  between  30%  and  40%  of  women  was  associated  with  the  other 
routinely  used  contraceptive  methods,  except  the  condom  and  the  lUD.  This  was 
generally  reduced  markedly  if  the  woman  was  married  and  increased  markedly  if 

the  woman  was  single.  •    i       ^ 

If  the  condom  was  used,  a  higher  proportion  of  women  in  each  marital  status 

group  chose  abortion.  Use  of  this  contraceptive  technique  might  thus  be  considered 

to  reflect  a  greater  resolve  not  to  have  a  baby.  If  the  lUD  was  used,  independent  of 

marital  status,  about  one  in  three  women  chose  abortion. 

All  four  of  the  women  who  supposedly  had  had  tubal  ligations  but  became 

pregnant  chose  to  carry  their  pregnancy  to  term.  Two  considered  it  as  'natural  or 
God's  will'  and  two  claimed  they  did  not  believe  in  abortion. 

For  those  women  choosing  to  have  an  abortion,  the  decision  to  do  so  was  made 
as  soon  as  the  woman  knew  she  was  pregnant  in  63-0  %  of  the  cases ;  before  the  preg- 
nancy in  8-5%  and  just  before  the  abortion  ('recently')  in  23-9%  of  the  cases.  Those 
women  who  planned  ahead  to  have  an  abortion  if  they  became  pregnant  were  more 
often  using  contraceptives.  For  this  group,  therefore,  it  does  not  seem  as  if  abortion 
was  a  substitute  contraceptive  method;  rather,  it  was  a  back-up  for  failed  contra- 
ception. No  clear  relation  exists  between  contraceptive  use  and  when  the  decision 
to  have  an  abortion  was  made  in  the  other  groups. 
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For  women  going  on  to  have  their  babies,  relatively  few  considered  abortion  as 
an  alternative.  Among  those  women  who  did  not  use  contraceptive  techniques, 
91 -1  %  indicated  they  did  not  consider  having  an  abortion;  among  those  women 
who  did  use  contraceptives,  86-4%  indicated  they  did  not  consider  having  an 
abortion. 

As  reported  previously  by  Smith  et  a/.  (1971)  and  Steinhoff,  Smith  &  Diamond 
(1972),  the  reasons  most  often  given  by  a  woman  for  deciding  to  have  an  abortion 
were:  'I  am  not  married',  'I  cannot  afford  the  child  financially',  'I  already  have 
enough  children',  'A  child  would  interfere  with  my  education',  and  'I  am  not  able 
to  cope  with  a  child  at  this  time'. 

The  reasons  vary  with  contraceptive  usage  and  this  is  related  to  age  and  marital 
status.  For  example,  older  or  married  women  were  more  likely  to  have  been  using 
contraceptive  techniques  and  indicated  they  chose  abortion  because  they  could  not 
cope  with  a  child  or  considered  they  had  enough  children  already. 

The  most  frequently  given  reasons  for  carrying  the  pregnancy  to  term  were,  as 
might  be  expected,  related  to  whether  the  baby  was  planned  and  whether  contra- 
ceptive techniques  were  used. 

Quite  often  when  the  woman  found  she  had  an  unplanned  pregnancy,  she  and 
her  husband  decided  to  have  the  child  anyway.  Disapproval  of  abortion  was  given 
as  a  reason  for  having  the  baby  by  about  13  %  of  the  women  with  unplanned  preg- 
nancies who  had  not  used  contraception.  Similarly,  of  women  who  had  used  contra- 
ception, 10%  said  they  did  not  approve  of  abortion  so  were  having  the  baby. 

The  decision  of  a  pregnant  woman  to  have  an  abortion  or  carry  to  term  is  often 
thought  to  be  related  to  marital  status,  age  and  religion.  We  have  considered  these 
factors  along  with  contraceptive  use  (Text-fig.  3). 

Marital  status  was  seen  to  relate  with  contraceptive  use  to  predict  the  decision 
regarding  pregnancy  termination.  Non-married  contraceptors  were  more  likely  to 
have  an  abortion  than  were  married  contraceptors ;  non-married  women,  in  general, 
were  more  likely  to  have  an  abortion  than  were  married  women.  This  is  in  sharp 
contrast  to  national  findings  under  illegal  conditions  in  the  late  1950s  (Gebhard 
et  al,  1958)  but  is  in  keeping  with  recent  findings  in  New  York  and  California 
(Berkov  &  Sklar,  1972 ;  Duffy,  1971 ;  Pakter  &  Nelson,  1971 ;  Russell,  1969 ;  Tietze  8l 
Lewit,  1972).  It  must  nevertheless  be  emphasized  that  a  large  percentage  of  women, 
regardless  of  their  marital  status,  chose  to  carry  the  pregnancy  to  term  (Text-fig.  3). 

This  relationship  of  marriage  to  choice  of  abortion  was,  as  might  be  expected, 
related  to  age.  The  older  married  woman  more  often  chose  an  abortion  than  did  the 
younger.  While  in  absolute  numbers  more  women  under  25  years  had  abortions,  a 
much  greater  proportion  of  pregnant  women  25  years  and  older  chose  abortion  than 
did  younger  women  (Text-fig.  4). 

Religion,  too,  was  related  to  how  a  woman  terminated  her  pregnancy.  Regard- 
less of  marital  status,  Cathohcs  consistently  chose  abortion  less  frequently  than  did 
Protestants  or  those  women  who  professed  no  religion  (Text-fig.  5).  Buddhists,  too, 
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819 


chose  abortion  less  frequently  than  Protestants  but  this  was  due  to  a  greater  per- 
centage of  their  pregnancies  being  planned. 

With  marital  status,  we  have  related  a  simple  multiple  choice  question  as  to  how 
each  woman  viewed  the  prospect  of  having  a  child  and  her  choice  of  pregnancy  out- 
come Predictably,  ahnost  aU  women  who  expressed  'I  would  be  unhappy  to  have 
this  baby'  decided  to  have  an  abortion.  Less  predictable  is  the  finding  that  a 
number  of  women  chose  abortion  despite  their  saying  'I  would  be  happy  to  have  this 
baby'  Least  predictable  was  the  finding  that  the  overwhehning  majority  of  women 
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Text-fig.  5.  Choice  of  abortion  related  to  marital  status  at  conception  and  religion. 

who  claimed  'I  would  be  neither  happy  nor  unhappy  to  have  this  baby'  chose  abor- 
tion. A  woman's  so-called  neutral  statement  regarding  her  desire  to  have  a  baby 
when  she  is  pregnant  was  thus  generaUy  seen  not  to  be  neutral. 

Finally,  we  correlated  some  early  steps  in  the  decision-making  process  with  the 
final  pregnancy  outcome.  Of  those  women  not  using  contraceptives  who  claimed 
'Sex  was  unexpected',  25%  had  their  pregnancies  terminated;  so,  too,  did  26%  of 
those  women  who  claimed  'I  thought  I  was  in  a  safe  period'.  These  two  groups  of 
women  who  were  non-contraceptors  and  who  did  not  plan  to  become  pregnant  com- 
prise 68  %  of  those  who  chose  abortion.  Of  those  who  indicated  that  their  pregnancy 
was  the  result  of  a  birth  control  failure,  31  %  chose  abortion. 
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Text-fig.  6.  View  of  baby  related  to  marital  status. 


Discussion 

We  have  attempted  to  show,  by  using  a  fairly  complete  population  of  pregnant 
women  (conception  cohort),  a  decision-making  process  relating  how  sexual 
behaviour,  birth  control  use  and  pregnancy  outcome  could  be  monitored  under 
conditions  where  abortion  is  legal  and  access  to  the  total  population  was  possible. 
Starting  with  the  expectancy  component  of  coitus,  we  traced  pregnancy  planning, 
birth  control  use  and  pregnancy  outcome.  The  analysis  was  basically  sequential  but 
it  is  obvious  that  the  decision-making  process  cannot  be  fully  considered  as  a  linear 
progression  of  events.  Coitus  for  the  majority  of  women  was  anticipated  and  yet 
pregnancy  was  not  generally  planned  for.  Regrettably,  two-thirds  of  the  women 
who  had  not  planned  their  pregnancies  had  not  used  a  birth  control  method  to  pre- 
vent such  consequences.  Of  these  women,  as  of  the  one-third  that  did  attempt  to 
prevent  conception,  only  one  out  of  three  women  elected  to  have  an  abortion.  Mari- 
tal status,  age  and  rehgion  were  seen  to  affect  the  decision  as  to  whether  or  not  to 
have  an  abortion,  but  we  also  found  that  a  woman's  acceptance  of  her  sexuahty  and 
attendant  use  of  contraception  related  to  these  factors  and  correlated  with  how  she 
decided  to  terminate  her  pregnancy. 

This  use  of  conception  cohorts  and  the  analysis  of  the  decision-making  process  is 
believed  to  provide  a  model  that  is  apphcable  elsewhere.  Different  independent 
variables  may  be  used  as  filters  at  any  stage  to  provide  analyses  of  the  decision-mak- 
ing process  for  any  group  under  study.  For  example,  one  could  monitor  the  change 
in  dependent  variables  such  as  coitus  or  birth  control  usage,  while  using  as  indepen- 
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dent  variables  religion,  socio-economic  status  or  age.  Other  models  for  similar  ana- 
lysis have  been  proposed  (e.g.  Friedman,  1972).  The  present  model  seems  advan- 
tageous primarily  because  it  provides  a  built-in  comparative  control  group  of  women 
who  planned  their  pregnancy  and  indeed  chose  to  deliver.  This  type  of  analysis 
of  choice  deals  with  a  selected  population  from  among  a  larger  one  available  to  us 
(Diamond  et  al,  1972).  We  consider  that  this  gives  a  better  reflection  of  the  actual 
parameters  attendant  on  the  decision  to  have  an  abortion  or  carry  to  term,  par- 
ticularly if  used  repeatedly  so  that  controlled  comparisons  can  be  made  over  a  period 
of  time. 
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[From  Perkins  Journal,  Fall,  1973] 

The  Beginnings  of  Peesonhood  :  Philosophical  Considerations 

(Bv  H  Tristram  Engelhardt,  Jr.,  Assistant  Professor  of  the  Philosophy  of  Medi- 
cine, University  of  Texas  Medical  Branch,  Galveston.  Texas) 

To  talk  about  beginnings  of  personhood  and  not  the  beginning  implies  that 
nersonhood  may  be  drawn  from  many  roots.  More  than  that  it  suggests  that 
the  nature  of  person  or  personhood  may  be  heterogeneous :  a  blend  of  numerous 
concepts  operating  in  various  fashions.  The  philosophical  inspection  of  the 
Snnngs  of  personhood  is  a  conceptual  analysis  of  the  different  stages  of 
human  ontogeny  In  beginning,  it  should  be  remarked  that  this  is  a  uniquely 
piZsopMcaf  endeavor.  ^Until ''one  decides  philosophically  what  will  count  as  a 
human  person,  it  is  useless  to  expect  that  empirical  science  can  devise  opera- 
tional criteria  for  the  identification  of  instances.  One  has  to  know  what  one 
wants  to  measure  before  one  can  atempt  to  measure  it.  No  amount  of  empirical 
Tta  can  "emonstrate  the  existence  or  presence  of  a  P^J^^^^^^^^i^ '?or  dfffSeLces 
what  a  person  is.  Thus,  there  is  a  need  for  philosophy  to  look  for  diffeiences 
Tf  signifi'^.ance  and  value  associated  with  human  life  at  ^ifff,?!,  ^^f tte  "\he 
development.  The  practice  of  abortion  on  demand,  and,  for  that  matter  the 
transplantation  of  vital  human  organs  presuppose  that  one  can  distinguish  in- 
stances of  human  life  which  are  persons  from  those  instances  which  are  not 
For  Sample,  the  recent  definitions  of  brain  death  and  the  Supreme  Court 
ruling  on  abortion  were  in  terms  of  deciding  thai  a  brain-dead  individual  or 
rSs  were  not  persons,^  ^  On  the  other  hand,  there  would  not  be  as  serious 
a  controversy  concerning  abortion  if  its  opponents  did  not  allege  that  this  was 
Ldeed,  the  case,  namely,  that  abortion  involes  the  taking  of  htiman  personal 
life''  In  any  event,  such  distinctions  presuppose  a  concept  or  set  of  concepts 
of  person  as  well  as  criteria  for  the  identification  of  instances  of  these  con- 

"¥L^th"uS  ofmfen'deTo?  will  not  so  much  be  to  forward  particular  answers 
or  an  answer.  Ratter,  it  will  be  an  exploration  «f  the  conceps  involved :  a 
nroeram  of  analysis.  The  program  must  proceed  cautiously  for  there  is  a  pos 
Sty  that  ''person''  involves  a  heterogenous  family  of  concepts  rather  than 
a  clear  and  dfstinct  genus  with  definite  species.  But,  at  the  least,  we  should 
be  able  to  map  the  concepts  of  person  even  if  they  are  heterogeneous.  In  any 
event,  we  musf  attempt  to  isolate  what  different  concepts  of  person,  ^uman  life 
and  human  values  are  involved  before  any  higher  level  judgements  can  be 
made  TMs  will  afford  us  a  catelogue  of  com^epts  P.-tinent  to  categorizing^  the 
ontogeny  of  personhood.  If  it  does  not  provide  us  with  answers,  it  should  make 
morlprLfse'^questions  possible.  Finally,  I  must  ask  ^^f  P^^^^YnitraufconS 
of  first  speaking  of  abortion  or  the  beginnings  of  personhood,  I  initially  consider 
?ulb-blown  personhood  and  its  demise  in  brain  death.  After  acquiring  certain 
conceptual  tools,  the  analysis  of  the  ontology  of  human  ontology  may  proceed 

"^How^dJes  a  quandry  about  the  status  of  fetus  arise?  Under  usual  circum- 
stancls  one  has  little  trouble  distinguishing  persons  from  inanimate  objects 
ptMs,'o?  other  animals.  Inanimate  objects  show  no  sign  ^^  being  persona  ; 
Lither  do  plants  and  animals.  What  difference  m  P^^P^^^^ies  is  decisue?  Cou  d 
a  nerson  be  a  nonconscious  or  even  a  non-self-conscious  being.'  Is  a  certain 
fev^elor%ationamy  integral  to  being  a  Person?  By  what  acMe,^^^^^^^^ 
^Jingled  out  as  a  sole  animal,  so  far  encountered,  with  the  rights  of  a  Person ' 
Or,  to  pSt  it  another  way,  if  we  voyaged  to  another  "^l^abitedworid  how  would 
we  decide  to  treat  any  of  it  inhabitants  as  equals,  as  persons?  Self -awareness 
Tnd  rationality  would%eem  to  be  crucial.  That  is,  the  animals  of  t^e  other 
planet  in  order  to  make  their  claim  to  be  peple,  persons,  J^^uld  nave  to  con- 
vince us  that  thev  were  "I's,"  self-conscious.  They  would  have  to  be  self-con- 
SLusm  order  to'be  capable  of  "having"  part  of  the  "-^^^^se  as  Jheirs^  To  ai^ 
predate  my  life  as  mine,  first  I  must  be  an  I  ^  «eW-consciousness  Mine-ness 
"his-ness"  "her-ness"  all  presuppose  an  "I,"  "he,"  or  "she  to  whom  tne  pos 
session  belong^^  If  one  refers  to  the  dog's  bone  or  the  monkey's  Danana,  each 
of  hese  iSlnces  of  possession  is  a  deficient  case.  The  ^i-j^^^  "^,  ^^7^«^^«,?,f^ 
not  know  of  their  possession,  though  others  (i.e.,  humans)  may  ^^^ke  the  claim 
on  their  behalf."  Again,  when  one  speaks  of  the  rights  of  the  inhabitants  of 
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colonial  territories,  one  has  no  difficulty  in  sorting  out  the  human  noDulation 

'^^kv^rU'ts''^'o^''o^v'tht  "-%'  ^"'  ^'  ^V°^^  '^^«-«  who  maL^aTerto" 
ovrfitL  fw  K  /°^  o'lly  <^^ey  self-consciously  possess  the  world  and  explicitly 
express  their  being  through  possessions.'  Further,  Kant's  analysis  of  the  moral 

Tgen^s'lt^'fs'oJf;  n^f  ^"^V'vi"™^  '?  '""^'^  ^^^"^  ^"<3«  '^  themselves!  mo  a 
?nr^v.t  J  /.  .J^  '?  '^""^^  ""^  ^^'^  ^"^"*y  that  the  moral  law  has  sign  ficance 
^u^^!tt  '/''^^^^^  ^^'  '^^  ^^^^^  ^^^-  That  is,  being  a  person  involvef  the  pos^ 
sibility  of  autonomous  action,  self-awareness  and  sllf-determination»  In  short 
recognizing  certain  objects  as  being  persons  (i.e.,  persons-^TbjS' of  rights)' 
presupposes  recognizing  that  they  are  self-conscious  beings"  wrdistSluish 
nnffif^f  T^  '"'  ^,'"^^^  ^^°^  ^^^^^1«'  ^«"g^ly  i^  terms  of  the  fact  tha?  men 
«?±n  4^^  ^'''"'fi''  ^""^  ^^^  ""'^J'^^^^^  "«t  only  of  feelings,  but  of  eonsciousniss 
animal  '^''''^  ''^"^  '^  "^^  '^"  '""''^  «^  ^^^  definition 'of  man  as  f  ratS 

h.fiyc*^®^'  '^^^^y^  concluded  recently  that  human  individuals  with  destroyed 
^^^'""^r^^^    ^^    biologically    alive,    though    they    are    no    lonjr    iSrsonallv 

aM'rTrelenVfnThe  world^f  ^"^^'  T"^  ''■'''  ^^^'  ^^  ^  Person'fo'beSo'di'j 
ana  present  in  the  world  he  must  be  conscious  in  it.  The  brain  is  the  singular 
focus  of  the  embodiment  of  mind,  and  in  its  absence  man  as  a  person  is  absent 
In  short,  reflection  on  brain  death  has  led  to  the  evolution  of  the  dfstMon 
,>.iT^^  ^"°'.^''  P^'.^^^^^  ^^^  ^"^^^  biological  life.  Though  indiviLal  Molog 
ical  and  genetic  continuity  may  perdure  beyond  personal  delth,  there  is  an  essef- 
^^ti^T--""^^.^"  f  vegetative  organism  perdures,  but  not  man  Is  a  ratSnal 
Kif  ^"^  ^°?PO^tant  philosophical  decision  is  involved,  namely,  that  a  ?ert?fn 
level  of  knowing,  willing,  and  sensing  is  a  necessary  condition  for  being  a  Sr 

nnn/r"^  '^  '"  ^^  ^^'^'''^'  ^^^^^  ^^^^^^^^  ^^^n  be  indicated  by  itsnfcess^rv 
condition  being  absent   (i.e.,  its  embodiment:  the  brain),  one  can  iudgf  thll 

l^ofL.  ''*'  FT^""  P'T^*-  '^^^^  ^«'  necessary  conditions  for  personhood  a?e 
tacitly  accepted  Even  if  one  were  to  hold  that  the  concept  of  person  is  in  essence 
fhnTS.o''''  ^""^  undefinable  notion,  one  would  just  as  surefy  need  to  concedl 

Wo  .r^  "^^""^  ''f^^^l''  necessary  conditions  for  the  presence  of  a  person 
be^een  hL^^^L-nl'.i-  ^^''*^l^''^  ""^  personhood  equipped  with  a  distinction 
between  numan  biological  and  human  personal  life.  This  distinction  is  of  ethical 

fholfi  persons  possess  in  virtue  of  being  self-conscious  moral  agents  and 

personal  'life''can''lL'r°'r/  T'*^"  '^^"^'  "^^'^  ^^^^^^^^^l  '''^'  '^  cSntrLt  to 
hnr^Pn  h/ni-?;-  ,  legitimately  be  a  means  merely."  The  distinction  between 
bSnJ  ^.rif^ ""V  and  human  personal  life  is  a  distinction  between  levels  of 
rpSf/?n  h     value.  The  question  is,  then,  what  distinctions  can  be  made  with 

of  the  humriffr-T''^-  ^"  ^"f^^  ^i*^'  '^  ''  ^^i^ly  ^1^^^  tbat  different  stlges 
of  the  human  life  cycle  possess  different  degrees  of  value.  Man,  like  other  or- 

to  sne"?^  .fA^^'^'f^X'  ^'"..l^  ^  '^iP'^i^  ^tage,  yet  very  little  value  Is  assigned 
fn  ?nt^.n  1  •^- 1*  "r*^^^'  ^'^^  ''^ff  ^^  to  the  zygote,  there  is  evidence  that  up 
?n  f  ScS  to  implant  and  are  lost."  The  reaction  to  this  information  is  seldom 
npr«nn«  S-^''  l''^'^''\  ^P  that  which  would  be  giveu  to  a  report  that  50%  of  all 
ST  hf  t^  ^  ^^'?'°  disease.  For  the  most  part,  reaction  to  save  the  zygotes 
might  be  appropriate  only  if  there  were  a  couple  involved  having  difficulty 
?hrinflJn?'/i?-  ^"^  1^""'  ?"  'P?"i^^  ^^^"^  «^  the  zygote  would  be  derived  from 
Jtl  f  ?ffi  ?l  ^  ''''V''^!'  ^^^  "^^"l*^  not  be  intrinsic  to  the  zygote.  Further,  there 
f<=  fha  fo"l  f^  involved  in  treating  the  zygote  as  a  person,  not  the  least  of  which 
nL  1™  S^  ^T^  zygotes  divide  into  what  eventually  become  more  than 
npr«n^rf«  Z;.  "^  F^^l  '?  -l^^^  ''^^  ^^^  that  o  person  divided  or  that  two 

persons  were  present  ab  initio  waiting  for  the  division?  Such  pictures  of  the 
situation  are  conceptually  very  expensive  ways  of  talking  about  an  organism 
which  shows  no  signs  or  inlications  of  rationality,  or  of  being  a  person 

If  one  accepts  strict  criteria  for  the  presence  of  a  person,  such  as  the 'func- 
tioning embodiment  of  self-conscious  rationality,  then  the  fetus  would  never 
count  as  a  person  at  any  point  in  its  development.  There  is  nothing  to  indicate 
that  the  fetus  IS  qualitatively  more  rational  than  either  sperm  or  ova  or  decor- 
ticate adults.  Moreover,  the  presence  of  electrical  activity  in  the  brain  of  the 
fetus  fails  to  show  itself  to  be  an  index  of  self-conscious  life."  There  is  nothing 
personal  about  the  fetus.  How,  then,  is  the  value  of  the  fetus  to  be  appre- 
ciated? Some  have  approached  this  in  terms  of  potentiality  and  have  argued 
that  since  the  fetus  will  be  a  fully  developed  person,  it  should  be  acknowledged 
already  to  be  a  person.'^  This,  though,  is  to  confuse  future  and  present  predi- 
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cates  so  seriously  that  one  could  not  distinguish  future  and  present  values.  One 
may  indeed,  value  an  object  in  the  present  because  of  the  value  it  might  possess 
in  the  future,  but  that  is  not  the  value  it  will  possess  in  the  future.  Stepping  on 
a  pile  of  acorns  is  not  the  same  as  destroying  a  forest  of  oaks.  The  most  one 
can  say  is  that  supposed  future  value  affects  present  value  as  the  maturity 
value  of  a  bond  influences  its  price  at  times  prior  to  maturity.  But  again,  tnis 
does  not  secure  personhood  for  the  fetus,  but  value  in  terms  of  expected  future 

'^^An^important  difference  between  rights  and  values  must  be  noted.  Potential 
persons  have  no  rights  though  they  may  possess  value.  If  merely  potential 
persons  had  rights,  including  that  to  existence,  we  should  endeavor  to  reproduce 
as  fast  and  as  effectively  as  possible.  This,  though,  is  not  the  case  Though  we 
acknowledge  the  rights  of  those  humans  extant,  we  might  very  well  decide  that 
an  earth  with  a  population  of  two  billion  would  allow  a  quality  of  life  having 
a  value  higher  than  that  now  attained.  In  deciding  to  diminish  future  popula- 
tions through  curtailing  reproduction,  we  recognize  future  generations  as  having 
a  value,  but  not  rights.  We  violate  no  one's  rights  by  not  bringing  them  forth 
into  the  world.  On  the  other  hand,  we  may  violate  a  person  s  rights  by  bringing 
him  forth  under  certain  circumstances.  We  do  injustice  to  a  person  by  having 
him  come  into  existence  under  circumstances  in  which  his  life  is  encumbered 
by  irremedial  and  grave  disvalues.  This  I  take  to  be  the  force  of  the  concept 
of  "tort  for  wrongful  life,"  or  the  injury  to  a  child  in  allowing  its  birth  under 
certain  circumstances."  Beyond  this,  one  can  value  potential  but  yet  unborn 
persons:  anxiously  awaited  children,  protended  grandchildren,  future  genera- 
tions for  whom  one  may  tend  the  earth  with  care.  But,  again,  it  is  values,  not 
rights,  which  guide  these  attitudes.  ,         ^       ^  -i,         <.  ^<.-„nf„ 

Even  the  more  concrete  potentiality  of  the  fetus  is  not  yet  the  potentiahty 
of  anyone— there  is  not  yet  a  "who"  present  whose  potentiality  it  is.  There  is 
not  yet  a  who  to  have  personal  rights.  Rather,  the  fetus'  value  is  in  terms  of 
its  promise  of,  or  potentiality  for,  becoming  a  person.  But  the  fetus  is  not  yet 
valuable  to  itself  but  to  others  for  whom  it  has  value ;  the  fetus  is  not  yet  a  per- 
son to  whom  things  have  value.  That  is,  the  value  of  the  fetus  is  implicit  m  the 
fetus,  and  for  others,  but  not  for  itself.  The  fetus  does  not  yet  have  value  in  and 
for  itself"  This  justifies  the  difference  in  attitude  towards  a  very  premature 
infant  for  whom  much  energy  is  expended  to  insure  survival,  while  the  late 
abortus  is  allowed  to  die.  The  first  is  valued  in  terms  of  its  Promise  to  the 
parents  or  guardians  involved;  the  second  is  not  valued  because  of  the  mothers 
decision  no!  to  have  that  fetus  be  a  child  for  her.  The  fetus  has,  then  potential 
value  in  two  senses.  First,  it  has  potential  value  in  the  sense  that  certerts  part- 
ius,  it  will  in  the  future  actually  have  the  value  of  being  a  person.  Second  this 
potential  value  can  be  appreciated  actually  at  the  present  if  someone,  indeed, 
wants  another  person,  that  is,  a  child.  The  fetus,  then  can  ^^ve  value  for  that 
person.  A  fetus  is  always  potentially  valuable  to  a  mother.  Whether  that  value 
will  be  realized  depends  upon  the  circumstances  of  the  pregnancy. 

Others  have  attempted  to  show  that  the  fetus  is  a  person  via  an  argument  in 
terms  of  substantiality,  asserting  that  only  that  which  was  already  in  the 
present  a  person  could  in  the  future  become  one."  But  this  is  precisely  to  beg 
the  question  whether  or  not  there  is  substantial  development  in  human  ontog- 
eny It  is  interesting  to  note  that  both  Aristotle  and  Saint  Thomas  Aquinas 
held  that  there  was  substantial  development  from  initial  stages  when  no  person 
was  present.^  ^  Moreover,  this  appears  to  accord  best  with  the  phenomena. 
From  sperm  and  ovum  to  zygote  to  fetus  to  mature  adult  to  decerebrate  indi- 
vidual, one  has  substantial  development  and  substantial  changes :  neither  sperm 
and  ova,  or  human  cell  cultures,  or  individuals  who  have  undergone  brain  death 
are  persons,  yet  they  are  all  instances  of  human  biological  life.  But  along  tne 
continuum,  there  are  times  when  a  person  is  present.  Substantial  changes  are 
involved  though  they  do  not  occur  abruptly.  Rather,  the  qualitative  develop- 
ments proceed  by  the  accretion  of  quantitative  changes.  The  search  for  a  single 
decisive  development  overlooks  the  complexity  of  the  substance  of  Personhood 
which  is  more  a  category  of  measure  than  one  of  quality  or  quantity,  ine 
category  of  person  is  rather  a  qualitative  quantity  where  no  particular  quan- 
tity is  decisive,  yet  where  there  are  qualitatively  distinct  alternatives.  To  iso^ 
late  a  precise  beginning,  some  have  sought  a  substantial  change  at  fertilization. 
But,  that  is  the  beginning  of  diploid  human  life,  it  is  not  the  beginning  ot  per- 
sonal life,  nor  of  individual  human  life  which  precedes  the  zygote  in  the  haploid 
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Kl°t>  ^^■^:^  f^  ^P^T  ^""^  ''''^^-  Further,  since  genetic  continuity  extends  into 
the  period  beyond  human  personal  life,  as  well  as  there  being  somatic  muta- 
tions during  personal  life,  genetic  continuity  is  of  no  use  in  deciding  the  begin- 
ning of  personhood.  Genetic  continuity  is  neither  a  necessary  nor  sufficient  con- 
dition of  personal  continuity,  or  of  substantial  identity  =* 

fo?^hnlS'l?f 'J^"%"f  ^""-^^^  ''^"^  ""^  personhood,  for  just  as  there  is  no  basis 
for  holding  that  the  fetus  is  a  person,  the  infant  also  shows  no  signs  of  ration- 
ality or  self-consciousness.  Not  only  is  the  fetus  not  in  a  strict  sense  a  person, 
neither  is  the  child  until  a  certain  level  of  consciousness  is  attained  "-'  The  infant 
is  still  more  an  "if'  that  a  "he"  or  a  "she,"  and  it  makes  little  more  sense  to 
ask  what  one  was  doing  as  an  infant  than  it  does  to  ask  what  one  did  as  a 
tetus,  or  to  ask  what  a  decerebrate  man  is  doing.  Attribution  of  personal  qual- 
ities is  metaphorical  until  there  is  a  self-conscious  subject  to  possess  them 
Perhaps  though  in  assessing  the  value  of  the  infant,  we  can  better  assess  the 
letus.  If  the  infant  is  not  a  person,  what  value  does  it  have  apart  from  the 
expected  value  of  attaining  full  personal  life?  Is  there  a  basis  for  distinguishing 
between  abortion  and  infanticide,  between  the  value  of  a  fetus  and  of  a  child^ 
If  nothing  else,  the  infant  plays  the  role  of  a  person  in  the  mother-child  rela- 
tionship It  is  treated  as  if  it  were  a  person  who  was  hungry,  or  tired,  wanted 
certain  things  and  had  certain  rights.  It  necessarily  plays  an  explicitly  social 
role  and  is  valued  by  its  place  in  this  role.  The  value  we  asknowledge  in  chil- 
dren suggests  that  there  must  be  a  second  concept  of  person  used  to  identify 
deficient  cases  of  personhood,  in  addition  to  the  strict  concept  used  to  identifv 
actual  self-conscious  moral  agents.  I  propose  that  this  is  a  social  category  of 
person,  inat  is,  person"  is  also  a  social  role  or  office  which  claims  the  intrinsic 
value  of  actual  persons.  It  corresponds  to  the  human  individual's  role  in  a 
social  structure  which  itself  has  intrinsic  value  as  a  supra-personal  social  entity 
(I.e.,  the  family).  The  individual  accrues  value  from  this  social  unity  he  is 
pntected  m  securing  the  value  of  the  social  structure. 

^^'^/^aI^I  concept  of  person  allows  a  special  appreciation  of  potential  per- 
sonhood. Although  a  newborn  infant  is  not  yet  a  person,  its  promise  of  becom- 
ing a  person  allows  entry  into  the  role  of  person.  The  value  of  potential  person- 
hood is  expressed  in  the  "as  if"  social  interactions  of  the  infant  which  point  to 
a  future  when  the  "as  if"  will  be  an  "is."  In  contrast,  though  pets  mav  be 
treated  'as  if  they  were  persons,  this  "as  if-ness"  is  different  in  the  case  of 
mtants,  for  infants  are  on  their  way  to  being  persons.  Finally,  there  is  a  diifer- 
^^^^1,  ^"  *^^°*^  between  the  mother-fetus  and  the  mother-child  relationship  The 
mother-fetus  relationship  is  primarily  biological,  occurs  automatically,  and 
does  not  require  the  fetus  to  be  treated  as  if  it  were  a  person.  In  contrast,  the 
mither-child  relationship  is  primarily  social,  depends  upon  the  mother's  agency 
and  involves  the  child  being  treated  as  if  it  were  a  person.  The  contrast  is  be- 
tween a  social  and  a  bioligical  structure,  between  a  willed  and  an  imposed 
structure  of  interaction,  between  a  cultural  and  physiological  enterprise. 

The  role  child  allows  some  biological  human  life  to  be  appreciated  as  if  it 
were  a  person.  This  appreciation  and  imputatiin  of  personhood,  though,  requires 
the  minimal  amount  of  interaction  of  which  the  infant  is  capable.  That  is  the 
infant  cannot  remain  within  what  would  be  tantamount  to  a  surrogate  womb 
and  still  be  open  to  playing  the  social  role  "person."  This  helps  to  translate 
the  biological  criterion  of  viability  within  social  terms.  When  a  fetus  is  viable 
without  what  would  be  equivalent  to  a  surrogate  womb,  then  it  can  be  brought 
within  the  social  role  "person."  Surely  as  soon  as  the  fetus  is  tantamount  to  a 
tull-term  baby,  when  brought  ew  utero,  it  should  be  so  socialized.  This  approach 
gives  a  conceptual  basis  for  the  Supreme  Court's  reference  in  Roc  vs  Wade  to 
viability  as  the  point  of  possible  "meaningful  life  outside  the  mother's  womb  "  =« 
Also,  It  makes  clear  why  even  beyond  the  point  of  viability  still  the  mother's 
life  and  health  is  saved  in  preference  to  that  of  the  fetus;  the  mother  is  the 
only  actual  person  present  in  a  strict  sense,  and  moreover,  the  role  of  person 
has  not  yet  been  granted  to  the  fetus. 

Once  these  conceptual  issues  are  decided,  then  one  can  empiricallv  determine 
operational  criteria  such  as  a  period  of  gestation  taken  to  avoid,  with  a  certain 
degree  of  probability,  the  abortion  of  a  viable  fetus ;  the  shorter  the  period  of 
gestation,  the  less  frequently  a  viable  fetus  is  aborted.  The  choice  of  an  exact 
period,  though,  is  arbitrary  as  recognized  by  the  Supreme  Court's  mentioning 
twenty-four  to  twenty-eight  weeks.^  The  range  is  not  crucial,  for  one  does  not 
yet  have  a  person  in  a  strict  sense,  nor  is  one  depriving  an  individual  of  the 
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rights  of  a  person  accorded  because  of  a  social  role.  One  has  only  human  biolog- 
ical, not  yet  human  personal  life.  In  these  circumstances,  one  sets  a  period  of 
gestation  to  avoid  a  disvalue  while  trying  to  achieve  other  values  (e.g.,  easy 
access  by  women  to  abortion).  Here  empirical  .science  can  give  important  infor- 
mation with  regard  to  the  percentage  of  survival  at  different  periods  of  gesta- 
tion. This  operational  definition,  though,  follows  upon  a  choice  of  values  and 
concepts,  primarily  the  isolation  of  the  pertinent  concepts  of  person. 

These  analyses,  thus,  do  not  lead  to  any  single  conclusion  concerning  the 
beginnings  of  personhood.  There  is  no  univocal  concept  of  human  life  or  of 
person.  One  is  forced,  rather,  to  acknowledge  two  concepts  of  human  life  and 
two  concepts  of  person ;  biological  versus  personal  human  life,  and  a  strict 
versus  a  social  concept  of  person.  There  are,  thus,  also  a  number  of  beginnings : 
the  beginning  of  individual  human  haploid  and  human  diploid  life,  somewhat 
discrete  events,  and  the  beginnings  of  a  personal  social  role  and  of  self-conscious, 
truly  personal  life.  The  last  of  these,  true  personhood,  is  only  achieved  late  in 
early  childhood  when  the  child  becomes  selfconsciously  aware  of  himself  and 
his  responsibilities.  After  birth,  and  before  this  achievement,  the  child  becomes 
progressively  to  being  a  person  strictly.  After  this  achievement,  there  is  further 
progress  and  development  of  the  person;  it  is  no  longer  merely  development 
towards  being  a  person.  One  finally  knows  of  whom  one  speaks,  for  there  is 
someone  to  possess  the  development  and  call  it  his  own.  In  these  terms,  a  hier- 
archy of  values  can  be  recognized  within  which  the  rights  of  persons  can  be 
given  precedence  over  the  value  of  biological  life. 

By  these  conclusions,  I  hope  to  have  advanced  various  ways  of  analyzing  the 
issues,  not  so  much  particular  answers.  I  suspect  that  the  lack  of  unanimity 
concerning  the  question  of  abortion  is  based,  at  least  in  part,  upon  a  vain  pur- 
suit of  a  single,  homogeneous  answer  for  a  complex  of  heterogeneous  questions. 
The  value  of  human  persons  does  not  depend  directly  or  immediately  upon  the 
value  of  human  biological  life.  Though  the  issues  may  prima  facie  appear  to  be 
intimately  related,  they  can,  though,  be  distinguished  if  not  separated.  Like- 
wise, a  central  ambiguity  in  the  notion  of  person  may  unduly  confuse  the  issue 
of  the  rights  of  mature  adults  vis-a-vis  those  of  neonates  and,  therefore,  of  po- 
tentially viable  fetuses.  Finally,  the  concept  of  potentiality  itself  requires  a 
distinction  between  the  purported  rights  of  potential  persons  versus  the  value 
that  can  be  accorded  to  such  individuals.  Each  ambiguity  further  convolutes  a 
question  already  encumbered  by  many  emotions  and  inclinations.  Perhaps  the 
wisest  counsel  is  to  ask  many  questions  in  the  hope  of  overlooking  none  of  the 
answers. 

Notes 

1.  These  definitions  were,  in  fact,  a  step  toward  a  more  precise  understanding 
of  embodiment  and  a  consequent  clearer  appreciation  of  the  significance  of  being 
a  person  in  the  world.  That  is,  an  intact  physical  concomitant  of  consciousness- 
in-the-world  was  seen  to  be  a  necessary  condition  for  personal  presence  in  the 
world.  This  was,  moreover,  a  move  toward  distinguishing  between  declaring  a 
person  dead,  and  an  organism  dead.  Even  after  personal  death,  the  organism 
continues  to  function,  only  with  part  of  one  organ  system,  the  central  nervous 
system,  impaired.  See  Ad  Hoc  Committee  of  the  Harvard  Medical  School  to 
Examine  the  Definition  of  Brain  Death,  "A  Definition  of  Irreversible  Coma," 
The  Journal  of  the  American  Medical  Association,  205  (August  5,  1968),  pp. 
85-88 ;  Daniel  Silverman,  et  al,  "Cerebral  Death  and  the  Electroencephalogram," 
The  Journal  of  the  American  Medical  Association,  209  (September  8,  1969),  pp. 
1505-1510 ;  and  Loren  F.  Taylor,  "A  Statutory  Definition  of  Death  in  Kansas," 
The  Journal  of  the  American  Medical  Association,  215  (January  11,  1971),  p. 
296.  In  this  vein,  some  have  suggested  that  the  definition  of  brain  death  be  re- 
fined to  identify  the  destruction  of  just  that  portion  of  the  brain  associated 
with  conscious  life.  "When  is  Life  Out  of  the  Physicians'  Hands?"  American 
Medical  Neics,  16  (January  15,  1973),  pp.  9-10. 

2.  Roe  vs.  Wade,  93  S.Ct.  705,  728-731  (1973).  Though  the  court  stated  that  it 
could  not  resolve  the  philosophical  issue  of  the  beginning  of  life  (p.  730),  it  did 
hold  that  the  beginning  of  personhood  in  a  full  legal  sense  occurred  only  at 
birth    (p.  732). 

3.  Pope  Pius  XII,  "Allocation  to  Midwives,"  Acta  Apostolicae  Sedis,  43  (Octo- 
ber 29,  1951),  p.  855. 

4.  For  my  consciousness  to  be  mine,  for  my  experience  to  be  mine.  I  must  first 
appropriate  my  consciousness,  be  self-conscious.  For  an  exegesis  of  the  relation 
of  self-consciousness,  freedom,  and  possession,  see  G.  W.  F.  Hagel,  System  der 
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Philosophic;  die  Philosophic  des  Geistes,  Stuttgart:  Frommann,  1965),  #424, 
pp.  272-273.  Hegel's  contention  was  that  freedom  and  rights  can  belong  only  to 
that  which  is  self-conscious. 

5.  As  Hegel  phrased  it  in  his  Philosophy  of  Right,  property  is  the  expression 
of  the  will  of  a  person,  and  thus,  presupposes  a  person.  "In  property  my  will  is 
the  will  of  a  person  ....  Since  property  is  the  means  whereby  I  give  my  will 
an  embodiment,  property  must  also  have  the  character  of  being  'this'  or  'mine.' " 
HegcVs  Philosophy  of  Right,  tr.  T.  M.  Knox  (Oxford:  Clarendon  Press,  1952), 
#46  Zusatz,  p.  236. 

6.  At  the  most,  one  could  say,  as  did  Hegel,  that  although  animals  have  pos- 
sessions, they  have  no  right  to  them.  "Animals  are  in  possession  of  themselves ; 
their  soul  is  in  possesion  of  their  body.  But  they  have  no  right  to  their  life, 
because  they  do  not  will  it."  Ibid.,  #47  Zusatz,  p.  237.  Rights  are  to  be  under- 
stood only  as  an  expression  of  a  will. 

7.  That  is,  the  asertion  draws  its  significance  from  the  fact  that  there  is  a 
person  to  have  the  rights.  "Personality  is  that  which  struggles  ...  to  give  itself 
reality,  or  in  other  words  to  claim  that  external  world  as  its  own."  Ibid.,  #39, 
p.  38. 

8.  "For  as  morality  serves  as  a  law  for  us  only  because  we  are  rational  beings, 
it  must  also  hold  for  all  rational  beings ;  and  as  it  must  be  deduced  simplv  from 
the  property  of  freedom,  it  must  be  shown  that  freedom  also  is  a  property  of 
all  rational  beings."  I.  Kant,  Fundamental  Principles  of  the  Metaphysic  of  Mor- 
als in  Kant's  Critique  of  Practical  Reason  and  Other  Works,  tr.  Thomas  Abbott 
(London :  Lungmens,  Green  and  Co.,  Ltd.,  1909),  pp.  66-67. 

9.  Kant's  maxim,  "Act  so  that  the  maxim  of  thy  will  can  always  at  the  same 
time  hold  good  as  a  principle  of  universal  legislation,"  {Critique  of  Practical 
Reasons,  Ibid.,  p.  119)  presupposes  that  the  others  involved  are  autonomous 
(i.e.,  free)  as  well.  That  is,  as  Kant  pointed  out,  the  foundation  of  the  maxim, 
"So  act  as  to  treat  humanity,  whether  in  thine  own  persan  or  in  that  of  any 
other,  in  every  case  as  an  end  tvithal  never  as  means  only,"  {Fundamental  Prin- 
ciples of  the  Metaphysic  of  Morals,  p.  47)  in  that  ".  .  .  rational  nature  exists  as 
an  end  in  itself.  Man  necessarily  conceives  his  own  existence  as  being  so ;  so  far 
then  this  is  a  subjective  principle  of  human  actions.  But  every  other  rational  be- 
ing regards  its  existence  primarily,  just  on  the  same  rational  principle  that  holds 
for  me :  so  that  it  is  at  the  same  time  an  objective  principle,  from  which  as  a 
supreme  practical  law  all  laws  of  the  will  must  be  capable  of  being  deduced." 
Ibid.,  p.  47. 

10.  *A*  sin,  a  helpful  examination  of  this  was  offered  by  Hegel.  He  contended 
that  it  is  this  explicitly  self-reflective  nature  of  being  a  person  which  distin- 
guishes it  from  other  objects  and  subjects.  "Man's  chief  glory  is  to  be  a  person. 
.  .  .  'Person'  is  essentially  different  from  'subject,'  since  'subject'  is  only  the 
posibility  of  personality ;  every  living  thing  of  any  sort  is  a  subject.  A  person, 
then,  is  a  subject  aware  of  this  subjectivity,  since  in  personality  it  is  of  myself 
alone  that  I  am  aware.  A  person  is  a  unit  of  freedom  aware  of  its  sheer  inde- 
pendence. As  this  person,  I  know  myself  to  be  free  in  mvself."  Hegel's  Philosophy 
of  Right,  tr.  T.  M.  Knox  (Oxford:  Clarendon  Press,  1952),  #35  Zusatz,  p.  235. 
Persons,  as  such,  are  distinguished  by  their  self-conscious  freedom. 

11.  That  is,  new  legal  criteria  accept  the  cessation  of  the  function  of  the 
brain,  rather  than  the  cessation  of  the  function  of  all  vital  organ  systems,  as  a 
true  index  of  the  absence  of  a  person.  William  J.  Curran,  "Legal  and  Medical 
Death— Kansas  Takes  the  First  Step,"  The  New  England  Journal  of  Medicine, 
284  (February  4,  1971),  pp.  260-261. 

12.  Kant,  for  example,  recognized  persons  as  having  moral  worth  in  virtue 
of  their  being  self-determining,  not  just  objects  to  be  determined  as  means  by 
others.  "For  then  it  is  clear  that  he  who  transgresses  the  rights  of  men  intends 
to  use  the  person  of  others  merely  as  means,  without  considering  that  as  ra- 
tional beings  they  ought  always  to  be  esteemed  also  as  ends,  that  is.  as  beings 
who  must  be  capable  of  containing  in  themselves  the  end  of  the  very  same 
action."  Fundamental  Principles  of  the  Metaphysic  of  Morals,  p.  48. 

13.  Arthur  T.  Hertig,  "Human  Trophoblast :  Normal  and  Abnormal.  A  Plea 
for  the  Study  of  the  Normal  so  as  to  Understand  the  Abnormal."  The  Amer- 
ican Journal  of  Clinical  Pathology,  47  (March,  1967).  pp.  249-268. 

14.  Electrical  activity  has  been  recorded  from  fetal  brains  as  early  as  eight 
weeks  of  gestation.  See  D.  Goldblatt,  "Nervous  Svstem  and  Sensory  Organs," 
Intrauterine  Development,  ed.  A.  C.  Barnes  (Philadelphia;  Lea  and  Febiger, 
1968),  p.  168.  Though  electrical  activity  has  been  recorded  from  the  brains  of 
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fetuses,  such  activity  has  not  been  shown  to  be  a  sufficient  condition  of  conscious- 
ness In  brain  death,  the  absence  of  such  activity  or  its  presence  is  decisive  only 
because  it  is  a  necessary  criterion;  in  its  absence  one  knows  that  no  person  is 
present  but  the  recording  of  such  activity  does  not,  therefore,  demonstrate  that 

"  Tmy'losSSniS^nstnll  human  value  to  individual  life  from  the  moment 
of  conception  and  all  the  rights  of  a  human  being.  The  , individual  will  becom^ 
the  one  he  already  is."  John  F.  Monagle,  "The  Ethics  of  Abortion,"  Social  Justice 

^T^S'  ¥eSt^r  ToJ' Li^b?fity'f;r''w  Life,'  "  Israel  La^o  Re.ie^, 

1  (October,  1966),  pp.  513-5'8;  "A  Cauce  of  Action  for  'Wrongful  Life  ;  [A  bug- 
eested  Analysis],"  Minnesota  Law  iJeiJiew;,  55  (1970),  pp.  58-81. 

17  In  contrast,  in  being  a  self-conscious,  self-determined  being,  one  has  mtrtn- 
sic  worth;  one  is  capable  of  giving  value  to  oneself  being  valuable  for  oneself 
Without  this  self-determination,  an  object  is  valuable  in  itself  only  because  it 
can  have  value  for  .-mother,  that  is,  insofar  as  it  can  be  a  means.  Hegel  suggest- 
ed that  this  is  to  be  understood  in  terms  of  the  self-reflective  nature  of  free- 
dom and,  therefore,  personhood.  "Personality  implies  that  as  this  person  .  .  .  i 
am  simply  and  solely  self-relation,  and  therefore  m  fi^itude  I  know  myself  as 
something  infinite,  universal,  and  free."  Hegel's  Philosophy  of  Right,  tr.  1.  M. 
Knox  (Oxford:  Clarendon  Press,  1972),  #35,  p.  37.  "My  particularity,  how- 
ever, like  that  of  others,  is  only  a  right  at  all  in  so  far  as  I  am  a  free  entity. 
IMd,  #126,  p.  85.  In  short,  only  in  freedom  is  there  non-relative  value,  seii- 

^^iV^s  does  not  mean  that  a  disvalue  is  not  involved  in  late  abortions  on 
demand.  Such  destruction  of  somewhat  developed  human  life  is  m  a  Profound 
sense  ugly,  an  affront  against  all  who  know  of  it  and  who  value  the  beauties  ot 

natural,  biological  life.  ^.       i         i  *„^^  fv,^  Avcf 

19    Eg     "If  the  fetus  were  not  animated  by  a  rational  soul  from  the  nrst 

moment  of  conception,  it  would  not  develop  into  a  human  being,     Joli\P-Jh^Ji- 

ney.  Principles  of  Medical  Ethics,  2nd  ed.    (Westminster,  Md. :  The  Newman 

^"^ir'Aristotlf  held' that  the  animation  of  a  male  fetus  occurred  at  forty  days, 
and  at  ninety  days  gestation  for  a  female.  Aristotle,  Historia  Ammalmm,  Book 
VII  Chapter  3  583  b.  This,  for  Aristotle,  involved  the  achievement  ot  a  sensi- 
tive soul.  Historia  Animalium,  Book  II,  Chapter  3,  736  a  and  b.  It  is  not  too 
clear  when  the  rational  soul  entered. 

21  St  Thomas  followed  Aristotle  in  maintaining  that  there  was  a  sequence 
of  tiiree  souls,  and  that  this  involved  substantial  change  and  development. 
Summa  Theologica  Part  I,  Question  118,  Art.  2.  Relying  on  this  distinction,  St. 
Thomas  recognized,  for  example,  that  abortion  before  animation,  that  is,  betore 
"sense  and  motion,"  was  less  of  an  evil  than  abortion  thereafter.  Opera  Omnia 
XXVI  (Paris-  Vives,  1875),  in  Aristotelis  Stagivitae:  Politicorum  seu  de  Rebus 
^CivimuH,  Book  VIL  Lectio  XII,  p.  484.  Before  animation,  abortion  was  not 
homicide  {Summa  Theologica  II-II,  Question  64,  Article  8).  Though  a  mortal 
sin  it  was,  "however,  less  [of  a  sin]  than  homicide,  for  to  that  point  conception 
could  be  prevented  by  another  method."  Opera  Omnia,  XI  Commentumtn 
Quartum  Wbrum  Senientiarium  Magistri  Petri  Lomhardi,  Distmctio  aaai, 
Expositio  Textus,  p.  127.  My  translation.  .  tt^^^Vcs 

22  By  the  category  of  measure,  I  wish  to  indicate  something  similar  to  Hegel  s 
concept  of  a  qualitative  quantum,  a  qualitative  significance  related  to  a  Quanti- 
tative increment.  Though  up  to  a  point  change  is  insignificant,  finally  there  is  a 
qualitative  chanye.  ".  .  .  this  increase  and  diminution,  immaterial  though  it  be 
has  its  limit,  by  exceeding  which  the  quality  suffers  change."  T^e  ^omc  of  Hegel, 
tr   William  Wallace,  2nd  ed.   (London:  Oxford  University  Press,  1592),  p.  2yA 

23.  David  Granfield,  The  Abortion  Decision   (Garden  City,  N.Y. :  Doubieday, 

"^  24  Twfnn^ing  isa^good  example  of  the  non-sufflcient  nature  of  genetic  identity 
with  regard  to  establishing  personal  identity.  Also,  if  one  considers  the  possi- 
bility of  cloning,  all  products  of  the  cloning  would  be  personally  distinct,  but 
genetically  identical.  Further,  cells  taken  for  cell  culture  are  likewise  diploid 
and  have  a  full  genetic  compliment,  yet  are  not  persons.  i„„„„ocr«  i«  j, 

25.  As  Joshua  Lederberg  has  pointed  out,  the  acquisition  of  language  is  a 
good  operational  criterion  of  personhood  in  a  strict  sense.  A  Gene  icist  Looks 
It  Contraception  and  Abortion,"  Annals  of  Internal  Medicine,  6<  (September, 
1967),  pp.  25-27. 

26.  Roe  vs.  Wade,  98  S.Ct.  705,  732  (1973). 

27.  lUd.,  730. 
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New  York  Statk  Coalition  foe  Family  Planning, 

Bronx  Municipal  Hospital  Center, 

Bronx,  N.Y.,  February  I4,  1974- 
Hon.  Birch  Bayh, 
Russell  Senate  Office  Building 
Washington,  D.C. 

Dear  Senator  Bayh  :  We  have  learned  of  the  hearing,  scheduled  for  March 
3rd,  to  consider  the  abortion  problem  and  the  proposal  to  generate  a  Constitu- 
tional Amendment  against  the  Supreme  Court  decision.  On  behalf  of  the  Medi- 
cal Advisory  Committee  of  the  New  York  State  Coalition  for  Family  Planning, 
I  urge  you  and  your  Committee  to  consider  the  impact  of  revising  this  ruling 
by  the  Supreme  Court  in  terms  of  its  effect  upon  individual  emotional  and  physi- 
cal health  as  well  as  the  social  being  of  the  country  at  large. 

Abortion  is  not  the  solution  for  careful  family  planning.  The  latter  involves 
a  large  educational  effort  on  which  men  and  women  will  understand  the  basic 
biology  of  human  reproduction  and  the  need  for  personal  responsibility  for  their 
own  behavior  and  the  rearing  of  a  child.  Allied  to  those  consideration  is  the 
need  for  married  couples  to  understand  the  benefits  of  child  spacing  and  what 
this  can  mean  to  the  social  and  emotional  growth  of  their  children. 

Abortion  is  a  back-up  service  to  current  deficiencies  in  our  educational  and 
health  delivery  systems.  As  physicians,  we  have  seen  morbidity  and  mortality 
from  septic  abortions  eliminated  from  many  communities.  This  record  is  par- 
ticularly impressive  in  large  urban  centers.  The  fact  that  women  are  not  com- 
pelled to  complete  an  unwanted  pregnancy  means  emotional  health  for  many 
and  decreased  welfare  rolls  as  well.  The  Medical  Advisory  Committee  urges 
that  you  and  your  committee  consider  these  various  aspects  when  you  make 
recommendations  which  can  effect  the  health  and  the  social  and  economic  sta- 
bility of  all  of  our  citizens. 
Sincerely  yours, 

Seymour  L.  Romney,  M.D., 
Chairman,  Medical  Advisory  Committee. 


National  Federation  of 
Catholic  Physicians'  GuiLns, 
Milwaukee,  Wis.,  May  15,  1974. 
Hon.  Birch  Bayh, 
U.S.  Senate, 
Washington,  D.C. 

My  Dear  Senator.  I  thank  you  for  this  opportunity  to  testify  for  the  unborn 
baby  before  your  Subcommittee. 

I  am  the  twenty-second  president  of  the  National  Federation  of  Catholic 
Physicians'  Guilds,  a  group  of  over  six  thousand  doctors,  both  women  and  men. 

The  Declaration  of  Independence  states.  "We  hold  these  truths  to  be  self  evi- 
dent, that  all  men  are  created  equal,  that  they  are  endowed  by  their  creator 
with  certain  unalienable  rights,  that  among  these  are  the  rights  to  life,  liberty, 
and  the  pursuit  of  happiness."  People  are  created  neither  by  the  State  nor  by 
their  parents.  The  word  "created"  antedates  any  discussion  as  to  whether 
human  life  really  begins  at  fertilization  or  implantation. 

Any  nation  which  deviates  from  the  principles  upon  which  it  was  founded 
is  endangered.  This  nation  was  founded  upon  the  principle  that  all  life  comes 
from  a  creator  and  only  the  creator  can  take  life  away. 

It  was  one-hundred  and  fifty  years  ago  that  Dr.  Christophe  Huffland  said, 
"Once  doctors  take  into  their  consideration  who  is  to  live  and  who  is  to  die  the 
consequences  will  be  tremendous  and  doctors  will  have  become  the  most  dan- 
gerous members  of  the  society." 

The  answer  to  most  human  problems  comes  through  Knowledge  and  Love. 
Biology  and  genetics  texts  agree  with  the  Life  magazine  article  of  April  30.  1965 
which  stated.  "The  birth  of  human  life  really  occurs  at  the  moment  a  mother's 
egg  cell  is  fertilized  by  one  of  the  father's  sperm  cells."  It  must  be  evident  to  all 
that  a  baby  who  weighs  seven  pounds  at  birth  once  weighed  six  poimds  and  be- 
fore that  five  pounds.  At  some  timt  the  same  baby  weighed  less  than  one  ounce. 
A  baby's  heart  beating  inside  his  mother's  womb  by  the  time  her  pregnancy 
test  turns  positive.  Surely  it  is  his  heart  that  beats  and  his  blood  that  flows  for 
his  blood  may  be  an  entirely  different  type  and  be  incompatible  with'  hers.  His 
brain  waves  can  be  detected  in  six  weeks  and  his  electrocardiogram  recorded 
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in  nine  or  ten  weeks.  If  left  alone  he  may  live  for  one  hundred  years.  He  who 
demeans  life  at  its  beginning  demeans  all  life.  .    .       i.. 

Unborn  babies  havl  a  le|al  right  to  sue,  to  inherit,  to  ask  for  an  injunc  ion 
and  to  be  represented  by  a  legal  guardian.  All  these  rights  f  ^^o^tingent  upon 
a  basic  Right  to  Life.  Nor  can  there  be  gradual  endowment  of  an  unahenable 

'^^^The  Bill  of  Rights  states  that  human  life  may  not  be  taken  without  due  proc- 
ess of  law.  Unborn  babies  are  vital,  growing,  functioning  human  beings  They 
are  discriminated  against  simply  because  they  are  small  and  ^nseen^A  New 
York  gynecologist  injected  salt  into  a  woman's  abdomen  and  her  baby  was  soon 
born  dead.  What  he  didn't  know  was  that  she  had  twins.  The  second  baby  was 
born  alive.  He  said,  "We  did  all  we  could  do  to  save  the  second  baby  but  un- 
fortunatelv  it  died."  He  had  just  done  all  he  could  to  destroy  the  baby  that  he 
could  not  see,  then  he  did  all  in  his  power  to  save  the  baby  that  he  could  n^t 
see  It  is  the  same  baby  whether  it  is  in  the  mother's  womb  or  in  her  room.  We 
doctors  have  perception  enough  to  see  the  unborn  baby  in  our  mind  s  eye.  Every 
doctor  knows  that  when  a  pregnant  woman  consults  him  he  is  instantly  caring 

''"Lovl'oneTn?fher"'is  our  motto.  It  is  because  of  love  of  all  humanity  that 
we  never  destroy  an  innocent  human  life.  Since  we  love  all  human  beings,  no 
matter  what  size,  environment,  race,  deformity,  or  condition  of  dependence,  we 
never  intentionally  destroy  one  human  being  even  to  save  another.  Even  though 
she  would  be  ravaged  by  spreading  cancer  we  would  never  destroy  a  mother  to 
save  her  healthy  child.  So  too,  because  of  love  for  her  unseen  child  we  would 
never  destroy  him  in  hopes  of  saving  a  sickly  mother.  Love  says  that  we  can 
never  perform  a  violent  act  upon  an  innocent  person  even  for  the  sake  ot 

^'^AbJfr'tionists  and  the  majority  of  the  Supreme  Court  justices  ^^^ve  something 
in  common.  Like  much  of  society  today  they  have  succumbed  to  the  temptation 
of  becoming  problem-solvers.  The  abortionist  says  to  the  woman,  Your  problem 
is  a  social  and  economic  one.  I  cannot  solve  that,  but  with  my  surgical  instru- 
ments I  can  destroy  your  baby  for  you.  That  -^y  help  some.'  The  Supreme 
Court  Justices  state  that  they  cannot  determine  when  1^*?,  b^f  Hi^'  .^J^fJ^  .'f^l^^^^^^ 
than  giving  the  baby  the  benefit  of  the  doubt  they  say  that  the  state  doesnt 
have  In  interest  in  protecting  human  life  until  after  an  arbitrary  time  m  preg- 
nancy. It  is  neither  a  right  nor  a  duty  of  the  Supreme  Court  to  make  the 
Sw  Thev  know  that  they  are  qualified  only  to  interpret  the  Constitution  yet 
they  legislate  when  abortion  can  be  performed.  If  there  are  conditions  for  which 
human  ffe  is  to  be  destroyed  it  is  the  legislators  duly  elected  by  th^cihzens 
of  our  country  who  should  decide  those  conditions.  The  majority  of  the  Supreme 
Court  Justices  could  not  accept  their  limitations.  They  could  not  resist  the 
temotation  to  legislate— the  temptation  to  become  problem-solvers. 

Where  Knowledge  and  Love  fail  to  protect  the  most  defenseless  it  becomes 
necessary  for  government  to  resort  to  Law.  Government  exists  to  protect  the 
rfghts  of  individuals  who  cannot  protect  themselves.  One  person  s  right  to  free- 
dom ends  at  the  tip  of  another  person's  nose.  Human  life  must  be  protected  by 
law  through  all  stages  of  biological  development.  We  are  living  m  an  age 
Sn  Congress  has  s^ent  billions  of  dollars  to  enable  human  beings  to  survive 
Tn  outer  space.  We  now  respectfully  request  that  Congress  enact  legislation  to 
protect  human  life  in  inner  space.  ^^^^  ^  Brennan,  M.D., 

President,  National  Federation  of  Catholic  Physicians'  Guilds. 


The  Basic  Foundation, 
Sarasota,  Fla.,  April  2^,  Idllf. 
Re  Hearings  on  Amendments  to  Supreme  Court  Abortion  Decision. 

Hon.  Birch  Bayh,  .     ,.       ,  .         j        *„ 

Chairman,  Senate  Subcommittee  on  Constitutional  Amendments, 

U.S.  Senate, 
Washington,  B.C. 

Dear  Senator  Bayh  :  This  letter  is  being  sent  to  you  and  other  members  or 
your  Committee  who  are  holding  Hearings  as  referenced  above  to  let  you  know 
that  this  Foundation  and  many,  many  individuals  we  know  wish  to  retain  abor- 
tion as  a  free  choice.  We  believe  that  every  woman  should  have  this  freedom 
and  that  no  one,  individuals  or  organizations,  religious  or  otherwise,  should  be 
allowed  to  force  their  beliefs  on  anyone. 
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Our  main  goal  is  control  of  population  as  we  believe  overpopulation  is  the 
ST  Sn^'.^f  T^'  "'  the  world's  problems-energy,  mass  Svation  ris  ng 
crime  etc  etc.  This  is  particularly  true  of  unwanted  children.  The  SupremI 
Court's  Ruling  on  abortions  seems  to  be  a  step  in  the  right  direction  both  to 
control  unwanted  births  and  to  protect  our  freedom  of  choice     "''^*'"''''''  '^''^^  ^"^ 

Our  recent  and  continuing  energy  problems  are  as  nothing  compared  to  the 
mass  world  starvation  if  population  growth  remains  unchecked 

In  closing,  thank  you  for  giving  consideration  to  the  above  in  your  Hearings 
on  the  proposed  amendments  to  the  Supreme  Court's  Ruling  on  abortions 
Very  sincerely  yours, 

MoNBOE  Spen,  Executive  Director. 


The  Univeesity  of  Pittsburgh, 
Department  of  Obstetrics  and  Gynecology, 

Magee-Womens  Hospital, 
Hon.  Birch  Bayh,  Pittsburgh,  Pa.,  May  6,  1974. 

Chairman.  Subcommittee  on  Constitutional  Amendments 
U.S.  Senate,  ' 

Washington,  D.C. 

vn?r''^.n^'^'^f.™''-^Y^-  ?  ^"^  "^"^^^^  ^^'^  ^^"^''  ^^^^^  I  request  that  you  and 
your  committee  include  in  your  official  hearing  record  of  the  subcommittee's 
SdeHnf  r  Senate  Joint  Resolution  119  and  Senate  Joint  Resolution  S  con 
sidering  the  issue  of  abortion.  I  am  writing  from  my  experience  of  twenty-two 
years  m  reproductive  physiological  research,  ten  years  as  a  practicing  obs7e 
trician  and  gynecologist  and  faculty  member  and  as  chairman  of  the  S-ltlan  fc 
region  medical  advisory  committee  of  planned  parenthood-world  population  and 
orgaSSuon  "^^'^'^^^  advisory  committee  of  the  Pittsburgh  affiliate  of  that 

In  brief,  I  believe  that  history  and  medical  records  have  shown  the  need  for 
ttie  decision  of  abortion  between  a  patient  and  her  physician  up  to  twenty 
weeks  gestation,  both  for  protection  of  the  health  of  the  individual  ani  Ser 
family  on  the  one  hand,  and  for  society  as  a  whole  on  the  other.  The  demon^ 
strated  improvement  in  public  health  figures  in  New  York  City  and  elsewhere 
with  a  decrease  in  the  physical  and  mental  complications  of  criminal  abortion 
following  the  institution  of  legal  abortion  up  to  twenty  weeks  gestation  have 
,S?n  benefited  the  individual  in  society.  It  is  also  expected  that  figures  o? 
incidence  of  child  abuse  will  show  a  decline  as  legal  abortion  becomes  more 
wide-spread  m  the  fifty  states.  It  is  also  quite  clear  from  many  reports  Xt 
the  economic  and  physical  hardships  caused  by  over-population  in  our  own 
country  as  well  as  the  rest  of  the  world  can  only  be  lessened  if  legal  aborS 
continues  to  be  one  method  of  family  planning.   Since  life  is  already  present 

vthnlf^'^'T  ''i^'^k'P^™' J  ^^''*'*  ^^^^  tb^t  ^'^°'-*io^  before  a  period  of  medical 
viability  should  be  considered  murder  anymore  than  male  or  female  steriliza- 
tion Thus,  the    preservation  of  life"  of  the  fetus  before  twenty  weeks  gestation 

^lty^^}'^l^''^'^-^-^^'''.^K^^^  ^^^^^^^  '^^^d  ^^'^  tbe  mental,  moral,  and  physical 
health  of  the  individual,  family  and  American  society  as  a  whole.  If  not  made 
freely  available  to  patient  and  her  physician  after  proper  counselling,  abortion 
United  Stes  '"^''^'**'  ^'^  '^^  ^°'"°'^''  P""'^^^  ^^^1*^  hazard  in  the 

Yours  very  sincerely, 

John  B.  Josimovich,  M.D., 
Professor  of  Obstetrics  &  Gynecology. 


The  Johns  Hopkins  University, 
School  of  Hygiene  and  Public  Health, 

Department  of  Population  Dynamics, 
Senator  Birch  Bayh,  Baltimore,  Ma.,  May  20,  WU. 

Chairman,  Subcommittee  on  Constitutional  Amendments 
Russell  Office  Building, 
Washington,  D.C. 

Dear  Senator  Bayh  :  I  appreciate  having  the  opportunity  to  submit  a  state- 
ment for  the  record  with  reference  to  Senate  Joint  Resolution  119  and  Senate 
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Joint  Resolution   130,   proposed  amendments   to   the   Constitution   to   prohibit 

^^I  would  like  to  precede  my  statement  by  telling  you  a  little  of  my  background 
and  Experiences.  I  come  from  a  strong  religious  background.  My  parents  were 
medical  missionaries  to  China,  and  I  have  long  been  an  active  member  of  he 
Presbyterian  Church.  I  am  a  physician,  having  received  medical  training  at  the 
University  of  Oklahoma  and  at  The  Johns  Hopkins  Hospital  My  career  has 
primarily  ben  in  public  health.  I  worked  for  two  years  in  a  City-County  Health 
Department  in  Des  Moines,  Iowa,  and  then  spent  six  years  in  medical  research 
Sarily  on  cholera  control  in  Bangladesh.  Although  my  primary  focus  at  that 
Ume  was  on  infectious  diseases,  I  became  acutely  aware  of  the  population  prob- 
eS  ilthat  poor  country  and  this  led  to  my  current  position  as  Professor  and 
cTairman  of  the  Department  of  Population  Dynamics  at  The  Johns  Hopkins 
University  and  Director  of  the  Hopkins  Population  Center.  My  other  profes- 
sioialactivities  include  Chairman  of  the  American  Public  Health  Association 
Committee  on  Population  and  Member  of  the  Medical  Advisory  Committee  of 
Planned  Parenthood-World  Population.  .  . 

I  have  had  direct  and  personal  contact  with  family  planning  programs  in  the 
United  States,  particularly  in  the  State  of  Maryland,  as  well  as  m  many  coun- 
tries in  the  world,  most  notably  Mexico,  Korea,  Taiwan,  Thailand,  Bangladesh, 
Indonesia,  India,  and  Turkey.  These  experiences,  with  people  of  many  national- 
ities and  different  cultures,  working  at  every  programmatic  level  from  the  high- 
est levels  in  national  Ministries  to  the  lowest  level  field  worker,  m  programs 
designed  to  assist  people  in  coutrolUng  their  fertility,  have  given  me,  I  feel,  a 
broad  perspective  from  which  to  view  the  issues  surrounding  abortion. 

Let  me  begin  by  saying  I  am  totally  opposed  to  both  proposed  Amendments  to 
the  Constitution  which  would  prohibit  abortion.  Human  beings  from  time  im- 
memorial have  sought  means  to  control  their  fertility  and  induced  abortion  is 
one  of  the  most  ancient  practices  in  most  cultures  throughout  the  world.  Withm 
our  own  cultural  tradition  it  was  not  considered  either  immoral  or  illegal  until 
the  last  century.  As  I  am  sure  you  are  well  aware  the  l^ga  restrains  weie 
placed  on  abortion  in  the  late  19th  Century  primarily  to  protect  the  mother  s 
health  Currently,  of  course,  there  is  no  justification  for  such  constraints  on 
the  basis  of  health,  since  recent  experience  has  proven  that  abortion  done  by 
properly  qualified  personnel  is  actually  safer  than  child  birth.  .    ,    ,  ^^  .v,^ 

The  formal  religious  strictures  on  abortion  most  clearly  enunciated  by  the 
Catholic  Church  are  similarly  of  recent  origin.  I  do  not  feel  it  is  relevant  to 
discuss  or  debate  the  basis  for  these  convictions  since  I  feel  that  ejeiy  indi- 
vidual American  is  entitled  to  hold  to  his  own  personal  religious  beliefs.  My 
concern  is  when  these  personal  religious  convictions  are  being  proposed  as  a 
law  to  control  the  behavior  of  the  majority  of  Americans  who  do  not  hold  to 

^  The  Is^ence  of  the  proposed  Constitutional  Amendments  providing  .riglits  to 
the  fetus  from  the  moment  of  conception  is  irrational  on  the  basis  ot  tne 
biological  facts  of  life.  If  one  wants  to  protect  the  fertilized  ovum  on  the  basis 
that  it  is  a  potential  human  being,  then  we  should  consider  the  fact  that  every 
living  cell  in  our  bodies  also  contains  the  genetic  potential  for  a  complete  human 
being.  That  this  is  a  fact  has  already  been  confirmed  by  experiments  in  frogs 
where  nucleus  was  taken  out  of  a  frog's  egg  and  replaced  with  the  nucleus 
from  the  intestinal  cell  of  another  frog.  The  egg  then  went  on  to  reproduce  a 
new  frog  identical  to  the  frog  that  donated  the  intestinal  cell  nucleus.  On  the 
basis  of  these  experiments,  I  would  ask-if  we  are  going  to  give  individual  cells 
constitutional  rights,  why  limit  it  to  the  fertilized  ovum,  why  not  to  every  cell 
in  the  body,  since  the  same  potential  is  there?  a^„?fi^^nv 

Another  fact  is  the  very  nature  of  the  reproductive  process  itself.  Specifically, 
it  is  not  very  efficient.  The  best  scientific  evidence  in  humans  now  indicates 
that  less  than  50  percent  of  the  fertilized  ova  survive  to  Produ^^e^.J.^J^^^*'^'^^^- 
The  remainder  are  spontaneously  aborted  with  the  vast  majority  of  these  ab^^^^^ 
tions  occurring  in  the  first  few  weeks  of  pregnancy.  About  half  of  these  abortuses 
have  been  clearly  shown  to  have  severe  genetic  abnormalities,  precluding  any 

""'Sf  ;heVa'si?o?Iws  latter  observation,  I  find  it  incomprehensible  how  every 
conceptus  from  the  moment  of  fertilization  could  be  endowed  with  the  full  con- 
stTtutfonal  rights  which  our  society  has  developed  to  protect  and  preserve  the 
lives  of  living  human  beings.  In  particular,  I  am  repelled  by  what  I  eonsider  a 
truly  barbarious  proposal  that  each  and  every  conceptus  would  be  S^^jn  equal, 
if  not  primary,  consideration  in  cases  where  the  pregnancy  threatened  the  life 
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of  the  mother,  when  we  know  for  a  fact  that  Nature  herself  will  destroy  half 
of  these  pregnancies  in  the  normal  process  of  human  reproduction 

Given  this  biological  pattern  of  human  reproduction,  we  know  that  we  can 
do  very  little  about  spontaneous  pregnancy  losses  during  the  early  months  of 
pregnancy,  since  most  of  these  are  genetically  defective.  It  is  only  in  The  latter 
stages  of  pregnancy  when  the  fetus  becomes  viable  outside  the  human  body  that 
human  intervention  can  make  a  difference  in  survival.  It  is  at  this  point  when 
we  are  deahng  with  the  fetus  that  can  be  viable  independent  of  the  moTher 
that  the  issue  becomes  a  legitimate  problem  of  social  concern,  since  it  is  at 
this  point  where  medical  investment  and  concern  for  human  life  will  make  a 
digerence  m  human  welfare.  My  concern  and  society's  concern  obviously  does 
not  stop  with  the  birth  of  the  baby,  since  social  investment  really  makes  a 
difference  after  this  point  in  terms  of  the  ultimate  survival  of  the  child  As  an 
example,  m  the  United  States  only  2  percent  of  live  born  infants  will  dfe  i^  the 
of  H^r.^nf  •'  ""  ^'^^'  ^J"'}^.  '^  Bangladesh  20  percent  will  die  in  the  same  period 
elrHage^'of  chTldhood.  ^'"^^  '^'^  ''  ^^^^^"^  ''  ^^^  ^^^^^^^  ^''^  ^'^  ^'  *^^« 

I  understand  that  one  group  of  citizens  opposed  to  abortion  identifies  itself 
as  being  m  favor  of  "the  right  to  life."  As  a  health  professional,  I  am  also 
equaly  concerned  about  the  right  to  life;  however,  my  concern  is  directed  pri- 
marily to  the  right  to  life  of  the  100  million  newborns  coming  into  the  world 
every  year,  20  million  of  whom  will  not  survive  even  the  first  year  of  life 
because  they  do  not  have  the  basic  necessities  for  human  health  and  welfare 
ex?sten"ce  ^^^^^^  ^°"  **  consider  a  minimum  requirement  for  a  decent  human 

Induced  abortion  is  indeed  more  than  a  medical  and  biological  problem  It 
encompasses  a  host  of  complex  legal  and  sociological  issues.  The  majority  deci- 
sion of  the  Supreme  Court  was  outstanding  in  its  clarity  in  securing  the  rights 
ot  the  individual  as  well  as  protecting  the  concerns  of  society.  Fertility  control 
was  recognized  as  a  basic  human  right  by  the  1968  United  Nations  Conference 
on  Human  Rights  when  they  stated  that,  "Couples  have  the  basic  human  right 
to  decide  freely  and  responsibly  on  the  number  and  spacing  of  their  children 
u°  i      r^^^.  ^°  adequate  education  in  this  respect."  This  right  was  reiterated 

•^A^.i^'^Tx^.''.  ^"'^"'^  ^^^^t^  Association  in  1969  when  it  reaflSrmed  this 
right  stating,  It  is  generally  accepted  that  individual  women  and  couples  should 
have  the  means  to  decide  without  compulsion  the  numbering  and  spacing  of 

their  children In  order  to  assure  the  accepted  right  to  determine  freely  the 

number  and  spacing  of  their  children,  safe  legal  abortion  should  be  available 
to  all  women.  This  was  reiterated  in  1970  when  the  American  Public  Health 
Association  adopted  recommended  standards  for  abortion  services  and  stated 

Abortion  services  are  an  integral  part  of  comprehensive  family  planning  and 
maternal  and  child  care.  As  such  abortion  and  contraceptive  counseling  and 
services  should  be  available  together."  The  APHA  has  taken  such  a  strong  posi- 
tion because  rights  Hve  not  meaningful  unless  there  is  the  opportunity  to  exer- 
cise these  rights.  In  the  case  of  safe  medical  abortions,  the  affluent  in  our  society 
who  could  seek  these  in  good  conscience  did  not  have  difficulty  in  obtaining  the 
T^i^'m^^k  .^as  always  been  the  poor  who  were  forced  into  unwanted  patterns 
of  childbearing  by  restrictive  abortion  legislation. 

We  now  have  a  situation  under  the  Supreme  Court  decision  of  1973  where 
each  individual  has  a  maximum  opportunity  to  act  freely  within  the  dictates 
ot  his  or  her  own  conscience.  If  an  abortion  is  desired  in  the  first  trimester 
it  can  be  obtained  with  the  assurance  of  the  high  standards  of  medical  care 
anl  minimuni  risk  to  life.  Clearly,  this  protection  to  the  indiivdual  protects 
society.  At  the  same  time,  in  the  later  stages  of  pregnancy  when  the  fetus 
becomes  viable,  there  is  then  the  opportunity  for  society  to  provide  the  safe- 
guards to  protect  these  potential  offspring.  Under  this  decision,  no  one  is  com- 
pelled to  act  contrary  to  his  own  convictions.  I  find  it  difficult  to  comprehend 
how  our  society  could  come  up  with  a  better  solution  to  this  incredibly  complex 

The  proposed  Constitutional  Amendments  are  clearly  a  retrogressive  step 
bringing  us  back  to  a  state  where  one  group  in  our  society  is  attempting  by 
law  to  impose  its  personal  system  of  morality  or  religious  convictions  on  all  of 
society.  I  trust  your  Committee  and  the  Senate  will  recognize  that  the  founda- 
tion for  these  proposed  Amendments  are  primarily  matters  of  personal  religious 
belief  which  should  not  become  matters  of  law. 
Sincerely, 

W.  Henby  Mosley,  M.D., 
Professor  and  Chairman. 
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DBS.  Crossen  &  Wagner,  P.S.C, 
DiPLOMATES  American  Board  Obstetrics  &  Gynecology, 

Lexington,  Ky.,  April  9,  1974. 

Hon.  Birch  Bayh,  .       -,  ,         ^        * 

Senate  Judiciary  Sui-Committee  on  Constitutional  Amendments, 

U.S.  Senate, 
Washington,  D.C. 

Dear  Senator  Bayh:  I  would  appreciate  it  if  this  statement  of  my  medical 
opinion  could  be  included  in  the  minutes  of  your  committee's  deliberations. 

i  am  the  physician  who  was  the  primary  plaintiff  in  a  suit  contesting  the 
constitutionality  of  the  old  Kentucky  Abortion  Law  which  went  through  the 
Federal  court  system  and  was  one  of  the  suits  on  the  docket  of  the  Supreme 
Court  nrior  to  its  decision  of  late  January  1973. 

My  op  Son  is  definitely  not  based  on  the  feeling  that  abortion  is  the  primary 
means  for  women  to  control  their  fertility.  Continued  improvement  in  contra- 
ceptive methods  and  education  about  sexuality,  and  responsibihty  m  expressing 
sexuality,  should  always  be  the  first  line  of  defense  in  conception  control.  How- 
ever I  feel  that  a  woman  must  be  allowed  to  control  her  own  body  and  if  con- 
traception fails  or  is  not  used  for  one  reason  or  another,  this  control  must  not 
be  taken  away  from  her  by  those  who  feel  that  they  know  better  what  is  good 
for  her  Abortion  is  a  medical  matter  and  the  decision  should  only  be  between 
the  woman  and  a  physician  who  is  willing  to  perform  her  abortion. 

It  Ms  been  estin^ated  that  approximately  1,500,000  women  Pf^  ^ear  ob  ained 
abortions  before  January  1973.  There  is  no  reason  to  *ink  that  this  number 
will  significantly  decrease  until  contraceptives,  and  the  use  of  them,  impiove. 
Women  are  now  able  to  have  this  procedure  under  good  and  safe  conditions. 
Mortality  and  morbidity  are  extremely  low  in  comparison  to  the  extreme  haz- 
ards of  Hfe  and  health  that  women  were  subjected  to  before  the  Supreme  Court 
decision.  We  know  that  these  women,  in  their  desperation,  will  have  abortions, 
whatever  the  law.  A  Constitutional  amendment  to  remove  the  legality  of  thera- 
peutic abortions  will  only  force  them  back  to  the  unsterile,  unskilled  hands  of 

'^?  Ts^tSX'So^'tLt  you,  your  committee,  and  the  whole  Congress  look 
beyond  the  heated  emotions  of  this  issue  and  consider  the  consequences  of  such 
an  amendment. 

Si^^^''^^^'  PHILIP  S.  Crossen,  M.D. 

Wichita-Sedgwick, 
Department  of  Community  Health, 

Wichita,  Kan.,  April  8,  197^. 

Hon.  Birch  Bayh,  ,  ^         ^        . 

Chairman,  Senate  Suh-Committee  on  Constitutional  Amendments, 
Judiciary  Committee,  Old  Senate  Office  Building, 
Washington,  D.C. 

Dear  Senator  Bayh  :  As  physician  and  director  of  the  Wichita-Sedgwick 
County  Department  of  Community  Health,  I  would  like  to  make  known  my  deep 
concern  that  the  "right  to  choose"  abortion  decision  handed  down  by  the  Supreme 
Court  be  upheld.  My  reasons  for  this  are  based  on  my  experience  and  recent 
facts  which  have  been  noted  in  the  medical  literature.  ,  ^,      t        a    „„i^c. 

Durine  mv  medical  training,  I  was  privileged  to  serve  at  the  Los  Angeles 
CountToenJraT  Hospital  on  a'service  called  I^^^cted  Obstetrics^  While  o^^^^^^^^ 
service,  I  admitted  five  to  ten  women  every  night  who  had  been  criminally 
aborted  with  the  resultant  infection,  sterility,  and  m  f''^^^\''^^^^^£ilf-^l\^^!: 
of  course,  impossible  to  ascertain  the  degree  of  mental  anguish  suffered  by  those 
surviving  such  abortions.  If  a  constitutional  amendment  to  nullify  the  January 
22  1973  Supreme  Court  Abortion  decision  were  to  be  successful,  this  would  not 
eliminate  abortions  but  only  drive  them  back  "underground"  and  into  the  hands 

*"  Medieariiterature  has  demonstrated  time  and  again  that  the  risk  of  maternal 
death  if  pregnancy  is  allowed  to  go  to  term  is  far  greater  than  that  associate^ 
with  abortion  in  the  first  twelve  weeks  of  pregnancy.  Also  the  risk  to  life  from 
abortion  in  the  second  trimester  is  no  greater  than  that  of  pregnancy  and  child- 
birth. Bv  providing  a  legal  and  medically  suitable  environment  m  which  to  have 
an  abortion,  the  chance  of  counseling  and  future  utilization  of  contraception  is 
greatly  enhanced. 
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The  question  of  whether  abortion  is  "murder"  or  whether  a  woman  has  "the 
right  to  choose"  is  one  which  will  never  be  settled.  However,  all  alternatives 
should  be  made  available  in  order  that  each  person  can  make  a  choice  consonant 
with  her  beliefs.  It  is  a  firm  policy  at  this  department  that  the  personal  reli- 
gious, and  moral  convictions  of  our  staff  do  not  enter  into  the  counseling  of 
females  requesting  problem  pregnancy  counseling.  It  is  equally  unfair  for  re- 
ligious and  special  interest  groups  to  impose  their  beliefs  on  the  entire  popu- 
lation. 

I  would  like  to  have  these  comments  entered  into  the  hearing  record  and 
would  be  willing  to  provide  testimony  for  the  Sub-Committee  on  Constitutional 
Amendments,  Judiciary  Committee  at  any  time  during  the  week  of  May  13. 
1974. 

Sincerely, 

Mebvyn  F.  Silverman,  M.D.,  M.P.H., 

Director  of  Community  Health. 

Marinette,  Wis.,  May  23, 1974. 
Senator  Birch  Bayh, 

Chairman,  Senate  Subcommittee  on  Constitutional  Amendments, 
Russell  Office  Building, 
Washington,  D.C. 

Dear  Senator  Bath  :  I  would  like  this  letter  and  the  enclosed  article  "Posi- 
tive Aspects  of  Abortion  Reform"  entered  in  the  proceedings  of  your  Sub-Com- 
mittee on  Constitutional  Amendments.  Although  my  article  is  over  one  year 
old,  recent  data  has  confirmed  the  preliminary  results  I  cited. 

Abortion  reform  as  outlined  by  the  U.S.  Supreme  Court  decision  of  January 
1973,  is  the  ideal  approach  in  our  pleuralistic  society.  To  yield  to  pressures  of  a 
minority  to  conform  to  their  views  would  be  the  utmost  tragedy.  Public  opinion 
polls  indicate  a  greater  number  of  people  favor  the  Court's  decision  than  oppose 
it.  I  urge  you  to  protect  the  non-sectarian  nature  of  our  government. 

Thank  you. 

Sincerely  yours, 

Db.  Wendell  J.  Johnson. 
Enclosure. 

Positive  Aspects  of  Abortion  Reform 

It  is  a  distinct  privilege  to  be  asked  to  address  the  members  of  the  Upper 
Peninsula  Public  Health  Association.  As  an  educator,  I  can  say  that  the  pro- 
fession of  Public  Health  is,  and  will  become  even  more  so  a  field  of  study  for 
today's  students  with  the  bright  prospect  for  a  challenging  career.  In  particular, 
the  topics  of  Family  Planning,  Contraception  and  Abortion  are  rivaled  in  con- 
temporary importance  only  by  the  venereal  disease  pandemic. 

Let  me  first  say  that  I  am  not  pro-abortion — nor  do  I  advocate  an  anti- 
abortion  stand.  The  approach  taken  by  people  involved  in  working  for  reform 
is  that  this  is  a  decision  to  be  made  by  the  woman  with  the  medical  advice  of 
her  physician. 

An  examination  of  the  legislative  history  of  abortion  might  be  informative. 
Many  of  the  current  state  laws  regarding  abortion  were  enacted  in  the  1800's 
with  the  sole  purpose  of  preventing  medical  risks  to  pregnant  women.  Before 
anesthesia  (1846)  and  antisepsis  (1867)  any  surgery  was  likely  to  cause  death. 
Margaret  Sanger,  a  public  health  nurse,  an  early  crusader  for  birth  control,  and 
a  native  of  Michigan,  was  motivated  to  greater  efforts  by  a  young  woman  who 
died  as  a  result  of  her  second  self-induced  abortion.  After  her  first  self-induced 
abortion  the  attending  physician  could  only  offer  this  woman  the  worthless 
suggestion  that  "Jake  sleep  on  the  roof." 

In  the  late  1960's,  ten  states  liberalized  their  abortion  laws.  Other  states 
are  in  the  act  of  liberalizing,  having  referenda  on  and  examining  their  statutes. 
Alaska,  Hawaii  and  New  York  have  come  closest  to  an  actual  repeal  of  abortion 
laws. 

These  legal  revisions  are  being  made  not  because  of  the  new  awareness  of  the 
problem  of  human  numbers,  but  in  the  name  of  personal  individual  freedom 
for  women  to  have  complete  control  over  their  biological  functions. 

To  give  you  some  ideas  of  the  demand  for  these  medical  services,  in  Cali- 
fornia in  1971  there  were  116,749  legal  abortions  in  accredited  hospitals.  During 
the  same  period  there  were  330,000  births;  about  one  abortion  for  every  three 
births.  Illegal  abortions  of  which  there  are  still  many,  were  not  accounted  for. 
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Not  all  legislation,  however,  has  been  favorable;  recently  in  Connecticut  during 
rsptcial  session  a  restrictive  law  was  passed  outlawing  abortions  even  for 
nrpffn ancles  conceived  as  the  result  of  rape  or  incest.  .   „i.„ 

nrstSlly  because  of  restrictive  laws,  women  determined  to  terminate 
ryvf^lniyhlyetmned  to  clandestine  abortionists.  Some  of  these  individuals 
were  and  are  MD's  with  a  strong  social  conscience,  but  far  too  many  have 
been  untrained  butchers.  Because  of  the  lack  of  availability  of  abortion  coun- 
seling, an  atmosphere  of  fear  and  ignorance  has  surrounded  the  topic. 

More  recently,  a  few  outstanding  obstetricians  hoping  to  test  the  legality 
of  state  laws  have  opened  clinics  for  pregnancy  interruption.  These  people  and 
?Lir  involved  attorneys  have  focused  attention  on  and  are  forcing  change  m 
hese  laws  We  in  Wisconsin,  despite  our  embarrassingly  archiac  laws  on  con- 
SpSaM  abortion,  are  fortunate  in  having  the  Midwest  Medical  Cent.r 
operated  by  Dr.  Alfred  Kennan  in  Madison.  On  Sept  U,  1972,  the  (^reen  my 
Press-Gazette  carried  an  informative  article  on  this  clinic.  I  would  like  to  share 
SSe  of  ths  information  with  you.  Midwest  Medical  Center  has  complete  abor- 
tion facilities  including  pre-  and  post-operative  counseling.  Obviously,  patients 
are  not  soUcited  however,  an  average  of  25  abortions  are  performed  per  day, 
and  there  S  a  'three  week  waiting  period  for  appointments.  Their  vacuum 
aspiraUon  Sethod  fs  a  10  minute  procedure  available  up  to  10.5  weeks.  A 
sample  of  1,652  patients  indicates : 

Location  of  residence  -RocmZ  group 

54  percent  from  Wisconsin Xcenfbracf ' 

20  percent  from  Illinois t  nercent  other ' 

19  nercent  from  Minnesota ^  percent  otner 

7  percent  from  other  Midwest  States 5  percent  unknown. 


Method  of  contraception  Age  of  women 

23  percent  from  contraceptive  failures v^,?^!;p«t '  1 2 

60  percent  from  no  contraception ■«•  oung^ib t,  i.^. 

13  percent  from  rhythm  and  withdrawal .--- 

Cost:  $208  which  is  covered  by  some  health  plans. 

Public  Opinion  and  Acceptance  of  Abortion-A  Gallup  Poll  of  J^^^^^^ 
indicates  that  2  out  of  3  Americans  believe  abortion  should  be  ^  matter  solely 
between  a  woman  and  her  physician.  Interestingly  enough.  56%  of  the  Catholics 
polled  also  thought  that  this  was  a  personal  decision,  ^^f  f  ^P^f^^  ^^f  fbor: 
including  the  following,  have  also  given  their  endorsement  to  a  policy  of  abor 
tion  upon  request : 

Michigan  Nurses  Association 

American  Bar  Association  ,     .  j. 

American  College  of  Obstetricians  and  Gynecologists 

Michigan  Physicians  and  Osteopaths 

American  Public  Health  Association 

American  Medical  Association  .  -  ^ 

Ahnrtinn  Reform  Results— These  data  are  primarily  from  the  state  oi  rMew 

Yotk    and  in  Scular  New  York  City,  with  supplemental  information  from 

Hawaii    On  tigures  used  for  presentation  to  the  Presidential  Commi|sion  on 

Population  Growth  and  the  American   Future^  it  was  ^o  ed  that  12  deaths 

S^O^tS  ^Sall^u^:^^^^^^^^^ 

S^6)S^:^^^^^^^^^^ 

^/Srds  in  the  first  vear  after  abortion  reform.  Earlier  terminations  are  safer 
^nd  the  ?rend  has  been  to  a  greater  percentage  of  first  trimester  abortions.  Ths 
does  point  up  the  impotance  of  quick",  readily  available  '^^ferral  services  Infant 
mortality  rates  have  also  dropped  from  24.4/1000  live  births  m  1969  to  20.7/ 

^^oJTt-Jf-Wedlock  Births  have  also  dropped  as  can  be  seen  by  January  to  May 
comparisons  between  1970  and  1971 : 
1970 — 12,538  illegitimate  births. 

TM.T2yS  ^'STfs  S^'cLn,  signmcant  when  na^.ona^y  „t.e  U^^ 
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Children's  Hospital, 
National  Medical  Center 
Hon.  Birch  Bath,  Washington,  D.C.,  March  8,  1971 

Chairman,  Senate' Judiciary  Subcommittee  on  Abortion 
Russell  Senate  Office  Building,  ^ooriion, 

Washington,  D.C. 

to  take  TsSlrjr'^'''"'-  '''"^.^"tton  the  So'cStrforAdoScm  Medicine 

Sincerely  yours, 

C.  Andrew  Rigg,  M.D  ,  F  F  A  C  P 

OHairn^n.  Cor^mttee  on  Le^sUtion.  "^Si/^^^t^^^cine 
Enclosures. 

Society  for  Adolescent  Medicine 

POSITION  on  abortion  LAWS 

sLS.?r/Sel?|el.i°irio2S5^'e  '^Te.tr  -"'-  -  ^'e  -<^£|S 

General  Information 
background 
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drug  abuse,  as  well  as  school  problems,  emotional  problems,  and  the  Psycho- 
social results  of  acute  and  chronic  physical  diseases  in  adolescence  In  addition 
to  more  clinics,  in-patient  services  and  training  programs  m  adolescent  medi- 
cine began  and  proliferated  in  the  United  States  and  Canada. 
"  In  1964  the  first  annual  post-graduate  seminar  in  adolescent  medicine  began 
in  Washington,  D.C.  In  1965  an  adolescent  medicine  Newsletter  was  initiated 
The  Newsletter  became  the  official  publication  of  the  Society  for  Adolescent 

^In^erTst'^cJSues  among  health  professionals  and  young  people  themselves 
in  finding  new  ways  of  providing  comprehensive  care.  In  today  s  world,  the 
image  afd  responsibilities  of  physicians  and  other  health  professionals  are 
rapidly  changing.  The  health  professions  are  still  concerned  with  diseases  but 
much  broadei-  concerns  involving  the  physical,  mental,  social  and  the  educa- 
tional health  of  their  patients  are  assuming  increasing  importance. 

SOCIETY  FOR  ADOLESCENT  MEDICINE 

The  Society  for  Adolescent  Medicine  was  established  on  April  28,  1968  in 
Washington,  D.C.  The  Society  is  incorporated  as  a  non-profit  organization  in 
the  S  afe  of  California.  The  annual  meeting  of  the  Society  is  held  each  spring 
in  conjunction  with  the  post-graduate  seminars  in  adolescent  medicine  In  1970 
the  Society  initiated  a  clinical  meeting  each  fall  at  the  time  of  the  American 

^'^tlZfJl^'iS'ZnT^''^^^^^^  meeting  the  Society  elects  a  President  and 
Vice-Pres'c'ent  The  Treasurer  is  elected  every  two  years.  An  Executive  Seere- 
JLry  fs  appointed  by  the  President  with  the  concurrence  of  tj^e|xeeuive  Coun- 
cil The  Council  consists  of  three  elected  and  one  appointed  officer  the  imme- 
diate past  presidents,  six  council  members,  elected  or  a  term  of  three  years, 

'"''tL'^.'^lZtZeTTfT^e.im  professionals  involved  in  health  service, 
teaching,  or  research  concerned  with  the  welfare  of  adolescents. 

GOALS 

To  imnrove  the  quality  of  health  care  for  adolescents.  ,    -,     . 

ToSrage  the  investigation  of  normal  growth  and  development  during 
adolescence  and  of  those  diseases  that  affect  adolescents. 
To  stimulate  the  creation  of  health  services  for  adolescents 
To  increase  communication  among  health  professionals  who  care  for  adoles- 

^"^  To 'foster  and  improve  the  quality  of  training  of  those  individuals  providing 
health  care  to  adolescents. 

OBJECTIVES 

To  offer  opportunities  for  those  interested  in  adolescent  ^/'ii^j^,^^^^':^^^'^^.^^^^ 
sion  of  teaching,  research  and  other  common  problems  of  mutual  interest, 
through  which  cordinated  efforts  can  be  made  toward  their  solution 

To  publish  and  disseminate  information  related  to  adolescent  medicine  to  all 
interested  organizations  and  professionals. 

Idenffy,  investigate  and  list  opportunities  for  careers  in  adolescent  medicine^ 

Help  plan  and  cordinate  professional  educational  programs  in  the  health  care 
of  the  adolescent. 

Hold  an  annual  meeting. 

MEMBEESHIP 

For  membership  applications,  please  write  to  the  Secretary  S^^ff^^  ^J^^o^^J' 
M.D.  Kauikeolani  Children's  Hospital,  226  N.  Kaukini  St.  P.O.  Box  d799, 
Honolulu,  Hawaii  94812 

FUTUEE  MEETINGS  OF  THE  SOCIETY  FOR  ADOLESCENT  CHILDREN 

Spring 

1974 — Cincinnati. 

1975 — Toronto,  Canada. 
Fall 

1974 — San  Francisco. 

1975 — Washington,  D.C. 

1976— Chicago. 

1977— New  York. 
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PEBMANENT    COMMITTEES    &    CHAIRMEN 

Accidents  and  Injuries— Allan  Ryan,  M.D. 
Ambulatory  Services— Martin  Wolfish,  M  D 
Constitution— Michael  Cohen,  M.D. 
Education— I.  Ronald  Shenker,  M.D. 
Hospital  Bedcare— Tomas  Silber,  M.D. 
Institutionalized  Youth — Iris  Litt,  M.D. 
Legislation — C.  Andrew  Rigg,  M.D. 
Membership— Sherrel  Hammar,  M.D. 
Nominations — Robert  Deisher,  M.D. 
Private  Practice  Care — Jerome  T.Y.  Shen  M  D 
Programs — Joseph  Rauh,  M.D. 
Publications— S.  Kenneth  Schonberg,  M  D 


A  Modified  Human  Life  Amendment  Proposal 
(By  (Mr.)  Jody  Brant  Smith) 

a%Sr/,oTre„S/„r^'  ^""^°^^"'-  ^^™'  *-^^  '»  »'  t^o- ".'aLrolLi's 
oi/i  11-^^  ^^*^?i  to  recommend  substitution  of  the  pro-life  amendments  sever- 
ally being  considered  with  an  amendment  proposal  which  would  hJve  a  more 
propitious  opportunity  of  ultimate  adoption.  In  this  regaM  he  nroD^sa^  to 
make  abortion  a  matter  for  the  states'  separate  adjudicSon  is  aS  aMe  firs? 

r.r-^1  ?^'^  great  concern  is  to  (a)  see  the  chronology  at  which  abortion  is 
presently  affec  ed  reduced  significantly,  i.e.,  in  terms  of  exSt  p^oscrintioi 

.^l?J  ^T'""^^^  'P'T^  "^'^^'  ^"^^  the  first  trimester  of  gesta  ion     S(b)' 
analyze  the  concept  of  viaMUty,  on  which  present  law  freely  permfts  Abortion 
through  a  wholly  over-extended  24  weeks  gestation,   for    ts  amMgui?y   as  a 
iSXaLns^  V!<;  ZV^^;'"'^'  mention  of  its  dangerous  and  uTdemocraVc 
o^i^l^       ?•  '    ^   '   ^^  "^^^  *^^  concerted  adoption  vastly  greater   oroerams  of 
sex  education    contraceptive  distribution,  research,  greater  flexibilftv  In  Seril 
'^^^t'iVii-^^T''''  '^^'-'^^^y  early  pregnancy  detection'  anj  generaHv  more 
Srv     !/w  ^    '"^^^"5  ""^  ''^^  pregnant  women,  irregardiess  of  marUal  Tate 
fpSni^    -^T."'^^  continued  and  comprehensive  research  in  embryology  and 
tltf^'   ^'^\  ^?"commitant   legal   machinery,   so   that   as   soon    as   pSsiWe 
,^  nwt^'  ^fy^^bility  remains  a  criterion  of  life,  embryos  &  fetuses  may  be 
If  aborted  not  destroyed  but  reattached  to  the  uteri  of  surrogate  mothers  o; 

Hfe  (lTas''aZrro?''nn"i'"'  ''  'TV^^^  ''  ^^^^^^^  ^""  term  an^  adoptive 
lire,  (a  )  as  a  part  of  an  experimental  neo-embryologv,  but  with  the  exnress 
purpose  of  preserving  and  thereby  reafiirming  the  untque  importance  of^ndi 
viduals  in  our  democracy,  that  the  unusual  steps  of  cryogenic  freezfni  of 
fertihzed  ova  aborted  intact  bele  by  legal  requirement;  that  the  same  fech- 
niques  be  used  for  and  with  new  techniqeus  for  the  non-mutilativl  abS-tion  of 
live  embryos;  and  when  the  latter  or  until  the  latter  is  technSny  ?easil  le  as 
fh?™''-^  necessary  condition,  tissue  cultures  from  each  and  every  aTortus  hi 
tllTr;  ^^^"^  cryogenically  maintained,  with  the  hope  of,  however  demote  thi 
futTre  techSU' wJ^  "'^"^^  f  *^^  '^^^^  geLtic' indi.'duanf  some 

believe.  '"  ^'^'''"^^   ^"^  ^'^^^""^  ^'  ^^"^   ^^"^^   currently 

I  am  greatly  concerned  with  what  seem  to  be  an  unusual  number  of  incon- 
sistencies m  the  opinion (s)  of  the  93  S.  Ct.  705;  739;  &  756; 7l973)  The  fol- 
w.Tl-fhr'"'^  ^""^^y^'l  attempts  to  elucidate  these  apparent  inconsistencies 
with  either  purposes  of  reapplication  of  some  practices  presently  renorted 
toTreL^hen'  fhTT  '"T'  '•'■'  r^«t"<^"°-  -^  proscription  o^iS' mor^ver 
("Hurn'L'ff:--)*'inienTment'    '"    '''''''    moderating    Constitutional    pro-life 

My  first  analysis  concerns  abortion  after  "viability",  defined  at  '>4  weeks 
lis  cT  705'nQ55t^t^^^--  ^'^.-  J"««ce  Blackmun  "^omplafns  (footaote  5^ 
nLfo-       '  •    ^l  ^^^^  ^^^^^  ^^  inconsistent  in  excepting  from  proscription 

certain  cases  claimed  calling  for  abortion.  In  this  I  concur   Justice  Blackmun 
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seems  to  involve  himself  in  an  equivalent  inconsistency,  however,  when  he 
affirms  that  potential  life  is  a  sufficient  condition  for  legitimate  state  interest 
in  protecting  the  fetus,  that  such  at  least  potential  life  exists  at  and  after 
viability  (1)  but  proceeds  to  adjudicate  in  such  a  manner  as  to  leave  wide 
latitude  to  the  several  states  as  to  whether  or  not  they  will  consequently  pro- 
scribe post-viable  abortions ;  this  anomaly  is  further  confounded  by  overt  excep- 
tions covering  even  those  states  that  might  definitively  move  to  proscribe  such 
abortions,  for  he  inserts  a  clause  concerning  life  or  health  of  mother  (^).  in 
spite  of  efforts  to  control  ambiguity  of  "health"  by  addition  of  psychological 
in  an  earlier  (91)  Court-year,  this  concept  remains  very  overbroad,  and  this  is 
reinforced  by  assertedly  significant  pressures  on  the  pregnant  woman,  vicissi- 
tudes of  life"  (3),  which  indeed  extend  the  concept  of  health  into  the  societal 

^"^Now  the  point  of  this  seems  clear :  If  the  State  has  a  legitimate  interest  in 
protecting  potential  life,  then  if  potential  life  is  admitted  to  exist  at  least  at 
"viability",  then  the  state  necessarily  has  an  interest  m  protecting  all  post- 
viable   life,   irregardless   of   mother's   life   or   health    (hypothetical    syllogism, 

^^Of  ^course  no  one  would  want  to  see  direct  action  against  the  mother's  life 
or  at  her  expense  for  the  sake  of  the  fetus.  But  this  is  unheard  of  m  contem- 
porary medical  procedure;  rather,  the  physician  would  work  equally  to  save 
both  mother  and  child.  If  one  did  expire,  the  death  could  be  carried  under  the 

"double-effect"  theory  (5).  ^    r,  ^   r  a ^  ,•r,f^r./^  fn 

But  this  is  for  practice  so  exceedingly  rare  as  to  be  moot.  I  do  not  intend  to 
bend  to  the  "red  herring"  fallacy  implied  therein  and  used  to  successfully  by 
many  pro-abortionists,  but  turn  instead  to  a  reminder  that  health  is  now 
improperly  defined,  and  that  a  direct  inconsistency  remains  i^  Practices  of 
Stion  escaping  through  this  loophole,  even  though  the  Court  would  hold 
fnconsistent  with  its  own  opinion  if  it  does  not  immediately  initiate  clarifica- 
tion to  close  said  loopholes  in  logic.  My  latter  position  is  ^^^^  «;jPP«/ted  b^ 
Chief  Justice  Warren,  who  holds  that  neither  Constitution  nor  Court  has  ruled 
in  favor  of  legalizing  abortion  on  demand,  i.e.,  at  any  time,  for  any  alleged 
reason  (6).  Yet  this  is  apparently  what  is  happening,  and  has  been  happening 
even  before  93  S.  Ct.  rulings,  in  states  allowing  permissive  abortion   (7  . 

Concerning  gestational  age  and  viability:  There  is  evidence  that  the  Courts 
fetal  age  of  24  weeks  is  already  (Sept.  1974)  overly  late.  Premature  infants 
(and  this  is  the  term  used  by  the  New  York  State  Medical  Society  in  lieu  of 
"abortion"  for  induced  deliveries,  of  all  kinds,  after  20  weeks  gestation  (8) 
have  been  known  to  survive,  with  artificial  aid  deemed  proper  and  allowable 
in  Justice  Blackmuns  adapted  theory  of  viability   (9).  oK^rHm,«  if 

Therefore,  it  would  seem  that  by  viability  criterion  alone,  all  abortions  at 
or  after  20  weeks,  in  all  50  states  should  be  prohibited.  ^.  ^   ,  <.>,,•„ 

Another  major  point,  alluded  in  the  moderated  position  which  began  this 
formal  statement,  seems  so  obvious  that  it  is  strange  it  could  Have  been  so 
neariy  ignored  by  the  Justice  assenting.  This  concerns  the  every  month  declin- 
ing fetal  age  at  which  viability  becomes  probable  or  at  least  possible.  There 
islctive  discussion  among  embryologists  and  fetologists  today  of  niaintaming 
"viable"  fetuses  and  even  (vegetative)  embryos  by  ."^eans  of  artificial  placentae 
and  uteri-  the  only  mention  of  such  developments  is  by  Justice  Blackmun,  and 
?he%eference  is  stUl  obtuse,  since  he  cites  tHis  kind  of  ^"^^^fl-tt"^  .^Xhuman 
ing  of  the  crucial  significance  of  fertilization  for  unique  if  £f  f  ^  ^"^f.^ 
life  (10)  Are  we  to  expect,  as  consistency  would  indicate,  that  if  viability 
remains  the  criTerion  of  "potential  human  existence"  (11),  then  as  research 
lower?  the  age  of  viability  so  also  will  concommitantly  decline  the  age  before 
wSch  abortiSs  are  permitted  by  the  federal  government  and  without  recourse 

^VbeUevllhat  a  case  can  be  strengthened  for  a^^^erating  amendment  (and 
just  possibly,  for  changes  within  the  scope  of  the  present  Court  s  ruling)  by 
noting  the  relatively  scant  attention  given  by  the  Court  to  the  Problem  of 
ges  ational  age  in  abortion.  The  Court  is  more  interested  ''\^^'''^^'^l''^\^^llf: 
SSons  than  in  actual  growth  processes  and  their  intradeveopmentalcha^^^^^^^ 
That  this  is  the  case  may  be  demonstrated  by  noting.  I  think  it  very  imp^^^^^ 
tant,  that  concurring  Justice  Douglas  not  only  affirms  the  ^^^^^^gte  concern 
for  the  life  of  the  fetus,  but  explicitly  mentions  the  quickened  fetus  in  the 
same  quaimcations  as  he  does  the  viable  fetus.  I  do  not  think  he  is  confusing 
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the  times,  but  indicating  that,  quite  within  the  bounds  of  interpreted  Fnnr 

thlv'^^f.  n?w'hi  ""7  T^^  to  lower  the  legal  limits  of  abortion,  from  wherever 
they  may  now  be,  due  to  equivocation,  to  in  most  cases  a  time  no  la  ter  fh«n 
Qutckemng,  i.e  understood  as  and  in  terms  of  the  mother's  fi^st  awareness  o? 
fetal  movement,  at  what  is  agreed  by  most  to  be-16  weeks  gestaS 

I  support  the  concept  of  "quickening"  first  and  foremost  because  it  reduces 

wff  f^'^wV^'*'  ^^^  ^'""^  ^'  ^^'^^^  abortion  can  be  done.  Therfare  seveml 
levels  of  what  I  have  called  reasonable  limits  several 

One  of  these  is  the  studied  belief,  albeit  in  contrast  to  the  loudest  of  thp 

Sef  qu Sn  ngt  nof  f;/'^'.^^^  ^^"^^^-^  '""''''^'''^  '^  exteSdlbortion 
l<.^„i-^  ^  ^.  °*  a  *a"^'  b"*  ^  positive  insult  to  the  intellieenee  and 
morality  of  most  women.  For  general  reasons  (non-eugenic  etc  )  no  sane  nor 
decent  person  would  want  a  law  which  patently  pefmits  her  taking  much 
greater  risk  and  possibly  achieves  her  wish  at  the  paLfSdea t^ of  her  unborn 
Jff'J'^^'^^^I'  '^^  ^^^'^^  ^^''^^  concerns  the  possibility  that  there  may  be  pain 
extended  and  enormous,  to  the  fetus  in  abortional  procedures  kT  use  Itler 
about  the  time  of  quickening.  Here  I  refer  to  saline  amniocentesis  and 
analogous  techniques  involving  second-trimester  prostaglandin  aSafacients 
?pfn«  K^"'''"'"^^^'^-  ^j^^ittedly  there  is  much  debate  as^o  wLther  or  nTthe 
fhP  Lor^  P^7^;?^  °^  P^"^-  R^^^iit  research  by  eminent  A.W.  LHev  indicates 
nw.^  ^^"^  of  fetal  pain/discomfort  perception  (13).  Certain  v  since  a  coS 
toil  ^""T^?  ^"*^  integratively  function  nervous  system-enough  to  make 
recording  of  electroencephalography  common-  is  long  since  present  the  n^?es 
sary  condition  of  pain-perception  exists.  present,  tne  neces- 

iqS  ^^^  regardj  would  point  out  that  the  U.S.  Senate,  as  long  ago  as  Aueust 
i^u^L^^^'^'^^f}'^  ^""^^  °^  ^--^  *^^  i^i^^mne  Stow^/^^er  Ac^  a  iJwwMch  pro- 
He  eno'7ned^h«.P.'  ?H  ^^tended-period  manner  of  death' for  zr.eSocl(?l). 
Mere  no  one  debated  the  merits  of  the  various  theories  of  pain-perception 
merely  concluding  that  if  even  the  possibility  of  unnecessary  pahi  St  h; 
present,  the  law  would  obviate  it.  Now  it  seems  to  me  th^t  onfhe'^^s^^ie  gfJunds 
2fhf?!f  ^k'"''"^  ^""^"^^^  ^^^^^'-^^^  "«^^  ^^'  fo«d,  we  must  proscrS^  and  pro- 
?he  e  miVhrL%^%n'.f"^^^^^  '''''T  ^^^^^"''^  ^'  ^^^  after^hose  tfmes  when 
proced^?es  such  V.f  fp?.V^  h°  ^^^^.''f*^  ^^  *^"  ^^'^^^^  insensitive,  to  utilize 
torture  To  Pmnhi\f./f^  ^""^^  ""''^^^  ^^  preceded  by  quite  uncalled-for  fetal 
torture.  To  emphasize  the  urgency  of  this  datum,  I  quote  from  two  saline- 
abortionists.  One  says,  "  'I  hate  to  do  saline  injections  -when  ^uiniect  the 
saline  you  see  an  increase  of  fetal  movements-it's  horrible-'  (ij)     Another 

SeSti'nrfeHrh?''.rT''''^'l"^^^  '''''  ^^^^'^^'  «"PPl-^^"g  even  grtpSs  0? 
aeteriorating  fetal  heartbeats,  as  he  notes  that  said  hearts  take  no  less  than 

45mtnutesand  up  to  one  hour  fifteen  minutes  to  finally  stopiieT  StUlborns 

delivered  24  or  more  hours  after  this  procedure  have  received  the  grotesaSI 

name,    'cand.v-apple  babies"  for  the  reason  that  the  salf  poison  ng  S?urates 

surface?  ?ln'Sdp'"'.v''"'  ^l-""''}  "^  ^"™^^^  «ff  t^^  '^'^  over  £os?  bodny 
surtaces  I  consider  this  practice  heinous,  and  I  urge  its  and  similar  imme- 
diate prohibition  under  penalty  of  felonious  proportions 

eelt^ofKfJuffl'^VI  *^  the  ambiguous  and,  I  think,  far  from  innocuous  con- 
are  directed  at  tL  ^h/  ^a  i^^^ctory  criterion  of  human  life.  These  comments 

m?n?Sga^'re?dVL\7areLd^^^  "^*^  '''^''  ^^^^^--^  ^-^^^P" 

ivrJcrl^JS^l'j^  J'l''-^  '"^  quotational  marks  by  Justice  Blackmun,  and  I  believe 
irregardless  of  his  own  intent  in  the  matter,  for  good  reason  That  reason  is 
ontological  in  nature.  Put  succinctly,  "viable"  is  validir?redicXe  onlv  of 
non^particular  of  abstract,  referents.  It  is  devoid  of  mLiSng  in  coniunction 
with  entities.  "Viable"  refers  to  and/or  is  a  relation  between  tMngs  and  nS: 
n.  mf.rf'r^''  a  '^^Plity  of  a  thing,  even  phenomenon.  To  make  ?  a  p?edica?e 
'.^v-^kJ^.^^  ^"i^  ^"^^^-^  ^^  *«  ^<^™^it  the  fallacy  of  reification.  P^-eaicate 

life  HP  snvV  'Th?"^"^  by  Justice  Blackmun  into  use  as  regards  "meaningful" 
lite.  He  says.  The  'compelling'  point  is  at  viabilitv.  This  is  so  because  the 
womb"'m)  TstT'''^  i^"\-'^^.  capability  for  meaningful  ule  oSe  He 
S  part  of  thP  Sfrh^  ""^-'^'i  ^'^  "^^^^  ^  ^^^  «"^y  ^a^l  a  legislative  move  on 
f^  /«  ^:  ^  Justice  here,  and  moreover,  that  he  or  anvone  else  would  seek 
to  define  "meaningful  life".  Life  is  a  priori  meaningful:  "and  still  Igain  this 
definition  of  meaningful  is  in  the  presumptions  teriSs  of  independence!  some- 
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ofnVnmniMTn  motif  The  pe^^^^         worse  implication  of  such  meaning  is,  how- 
ever mfcr^eSJo  J  w^tch^^frnplfes  that  any  dependency  is  less^thanmea^rngf^ 

CTent  in  ttae  US).  I  must  regard  this  not  '^\f^'f'''^jL'^'^Z°ioou^Tt. 
""o"cerS'nn^:Lrrand°SSZro7tlV^^^^^^^^^^^^ 
seSafreprodncLn  does  require  several  minutes  *»."■?»!»'«   fut  the  issue  .s 

SJ^l^S^^  SreTana  toTfena  0.  ^^^S^^f^^X 

Ss^n'?;^,sfS?tinJ.^:?;»sx.?si?^fj^S^ 

is  weakened  by  the  concommitant  mention  in  his  opinion  of  ^he  above  conce^ 

Sr^=ti.i.\^?rKmS\^^^^^^^ 

First  Law  of  Thought,  non-contradiction,  if  one  spealvS  witn  equal  empuabi^ 

"'I'S^Jurb'/SHoning  that  aln^ost  every  other  Western  nat,       having 

SSan-o^SrstL'tir  Ss^'^SaeToS  t^S  ^"/rmaT /nTSmar^ 
pregnancy  /  leidi  gcoitiLiwii--^  tt  «:  «  i?  (1Q\    iq  it  inconsistent  with 

Nor,  as  is  illustrated  by  the  case  of  the  U.S.S.R.(JJ),  is  it  "i^""!?^,  ' 
alleged  Fourteenth  Amendment  guarantees  to  proscribe  ^nd  prohibit  abortion 
^imprflllv  after  three  months :  the  free  decision  may  be  made  just  as  equally 
lZ:flLfZ:X^S,  Sweden  .       has  proven  L^t  compreh^ns^^^^^^^^^^^ 

S^t^eT^rtfrpe^TptU^^^^^^^  iVorttTcrdS/y  admit 

fn  ^.SS^rentor^  use  at  all  of,  with  or  without  their  partners,  any  contra- 
ceptive agen  (20)  I  must  maintain  it  absurd  to  fail,  as  o^^  High  Court  appar^ 
entlv  done  even  if  by  ommision,  to  delimit  the  distinction  between  the  life  of  a 

i^&a-.r3'a\%°nTEoVv°rnSl".n'^^^^^^^^^^ 

!^s<s^  hU^iStii^  ■risT.iera^iieSf '.;tsrJ^si?..  srerttj 

^tlKo^u^irthrrpUrUyToTuhmit  this  statement  (or  your  perusal. 


FOOTNOTES 


il)  The  Supreme  Court  Reporter.  93  S.  Ct.  705  (1973),  Roe  ^  .y^^^'  fec^^^^^^ 
VII.,  p.  725;  Section  X.,  p.  732.  The  gestational  age  of  ^^"^^^,^^7,^ ^I^^^*/ p^ltJh- 
at  24  weeks  on  p.  740,  section  IX,  and  is  excerpted  fj-«^\  bellman  K  &  Pnt^^^^^^ 
ard  J  Williams  Obstetries  493  (14th  ed.,  1971),  n.  58  at  p.  493.  ihis  is  i?fnu 
led  as 'justice  Blackmun's  footnote  60.  I  wish  to  stress  once  again  here  as  m  the 
hodv  of  this  statement  that  the  present  decision  includes,  as  it  must  if  not  to 
deny  meSneL  the  sick  and  injured,  that  the  "viaUe  f^^^^'i'^'fl'^lZX 

b«UsiS^'.K»sS^ 

Fif^nnflfffln  •  Tud"-e  McGuire,  in  preliminary  hearing  of  7/12/74  tola  *  lanuagdu 
SaTnTde/ totrove  that  •something  more  than  ^^g\-X^^-^^^,^^,  tZe 
at  24-28  weeks  gestation,  he  would  have  to  show  that  the  tetus  woum  nut 
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amniocentesis;  then  conUnued  snJvivfi^?!^  case  involving  survival  of  saline 
tionist-M.D.  Was  in  swoT?it?monv  LS  f  ^^^^^^t^^^'  ^^'^^  though  the  abor- 
oxygen  and  withhold  all  a?d  ^^'^'^^^^  '^^^  ^o  have  ordered  nurses  to  cut  off 

conS^'i^drso  'S'exTrem^rraTnl'  ''T'"''  T"  »^^^«-  ^/^^^/TS,  and 
given  assistance  anriiverhoweler7'on.,^lTT^-^/  ''premies"  have  been 

the  Chicago  Tn&une,  12/18/70  Ilso  Peters  D  "^'^"^^'^  for  this  assertion  in 
Quitting  Over  Abortion  NT  Npwf  J^r..?;  I  ?•'  ^'^'"^  ^^^  Yo^'k  Nurses 
Standard,   ll/19/?5     latter   two   refprpn.^^^^  Washington  Ca^/^oKc 

Respectake  EilliZml  references  excerpted   from   Whitehead,   K.D., 

!f !  fi'-^'"^^.^^^"'''^  Reporter,  /6i(Z.,  705,  X.,  p.  732. 
\o)  loia.,  Too,  p.  760. 

(|)  /6f(Z.,  705,  p.  727 ;  730;  756,  p.  759 
phS,'*soEl  aSfS  J""^  ""^"'"^  "'  ^^  "o*"^  "=«-«".  Man.  reprints  in 

Generl?  Sp  fal  S?ld  fn  wX  I  C  nnnH^'S''^'"^  Rlebardson.  Cinoinnaii 
Cincinnati:  Hlltz  &  Have"  Inr  i^Tq  i.?^'  """l '«"■''■•  Handbook  on  Abortion, 
ernor  of  New  Vm-i? «?„?„  ?•■      ^-  '^sain,  note  recently  signed  law  bj  Gov- 

T    /  o  -fv     ;,'  ^"Preme  Court  Reporter,  Supra.,  footnote  1   referencP  Wpiimnn 

e"d.^r£rf?b?sit4rte'^69rj"?3V"""'^'^<^  "^*-' ^'^^^^^^^^^^^^^ 
nV\  ^?i^^i'  S'  2-  "L^^-  ^^^^^  ^^^  sources  in  footnote  62  on  p  731 

trfmester  were  not  ^vl^nrr^fTlf^^  T""^.  dangerous"  period  after  the  first 
applicatLToVe'Lo;Son"cU'm^?ty^T^^^^  ^  -^^-^ 

?ar^TmStt7h'/  4^rteen  (13T  o^nTr  ;TeS  SJnLf  a^SL^TIJ^ 
rati^LK;"4;fJi^ld!ttm\*^?^r?rTf^  ?/ SedT/^C^S^t ^Sfsl  S^^ 
mShpTthi^'^r^'  r.*  "°^^  ^°  protection  of  fetal  iTfe  but  a^soSfe  and  health  ol 
fhnrHn;  ^/i  "^""^"^  ""PP^^^  ^^^^  there  is  sanction  for  lowering  time-limis  for 
fhe  ''comnJllW''n•''•T?^^?.^"^"•  ^'^^^^^'  ^"^tice  Blackmun  fmpha^zS  thaJ 
mIsterT  p  ^'San'cT y^S    C?  ToT  O^f^^'if  Jf  ^^^^.f^^f^he  first'S- 

Providenc^Rt•^hp?'^?HHT•°^  i^'^^ST^''  ^^^"^^ed  in  Death  Before  Birth. 
rroviaence,  K.l. .  The  Constitutional  Right  to  Life  Committee,  Stanton,  J.  R., 

ame*ndmPnrffno''lf  '  '"  ^^^  ''i'''''^  '"^^^'^''^^  ^"^t^^*-  i<"  ^^  desirable  to  urge  that  any 
aSveTbv  M  D^alZionf.t^/''^^^''''  *^'  -^^I^  ^^  profiteering  enterprises  presently 
h,,rnol-+  /  f^-L>--aoortionists  and  associates;  also— as  a  still  further  tests  of 
humamty/pain  perception,  new   (Kirlian,  etc.)    paranormal  tests  are  urged. 
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(no  date)  Liley  savs,  "We  know  that  he  moves  with  a  delightfully  easy  grace 
in  his  buoyant  world,  that  fetal  comfort  determines  fetal  position.  He  is  respon- 
sive to  pain  and  touch  and  cold  and  sound  and  light.  He  drinks  his  amniotic 
fluid  more  if  it  is  artificially  sweetened  and  less  if  it  is  given  an  unpleasant 
taste  .  He  wakes  and  sleeps  ...  He  gets  bored  with  repetitive  signals  but 
can  be  taught  to  be  alerted  by  a  first  signal  for  a  second  different  one.  Liley 
is  the  fetologist  who  pioneered  the  technique  of  fetal  blood  transfusion.  The 
above  observations  were  made,  in  part,  by  X-ray  television.  Conclusions  have 
been  very  recently  confirmed  by  immediate  vision  through  endoscopy,  a  tech- 
nique using  fiber-optic  light,  etc.  and  metal  tube  through  the  maternal  navel. 
Surprised  enough  to  comment  "Hey,  there's  a  lot  going  on  in  there  ,  some  physi- 
cians  have   nonetheless  effected   consequent  abortions  near  or  at  gestational 

^^a'if ^Kearney,  P.  W.,  and  Dempewolff,  "Let  Us  Have  Mercy  on  the  Dumb 
Animals",  Together.  Chicago:  The  Methodist  Publishing  House,  1960,  quoted 
from  condensation  in  Readers'  Digest,  12/61,  pp.  45-48.  ^  ^  ^^  ^  ,  „  ._  _ 
(15)  Edmiston,  S.,  "A  Report  on  the  Abortion  Capital  of  the  Country  ,  New 
York  Times  Magazine,  4/11/71,  in  Stanton,  J.  R.,  M.D.,  Death  Before  Birth, 

Op.  at.,  footnote  12.  ^    .     ^.  j.    tt         4.     •„ 

U6)  Kerenyi  T.  D.,  "Outpatient  Intra-amniotic  Injection  of  Hypertonic 
Saline",  Clinical  Obstetrics  and  Gynecology,  v.  14,  pp.  124-140.  Suoted  in  Stan- 
ton J  R  M  D.,  Death  Before  Birth,  Op.  Cit.,  footnote  12  ;15.  For  a  remarkably 
antiseptic  picture  of  the  declining  heartbeats,  see  Fetal  Heart  Rate,  Fig.  1,  on 
p.  137  ;  also,  Hilgers,  T.  W.,  and  Horan,  D.  J.,  p.  67  v    ir.    „ 

{11)  Op.  Cit.,  The  Supreme  Court  Reporter,  93  S.  Lt.,  705  {Vdii),  a,  j.d,  p. 
732. 

{18)  Ibid.,  IX,  12,  B.,  p.  731.  -r  ^        oo 

{19)  Op.  Cit.,  Hilgers,  T.  W.,  &  Horan,  D.  J.,  (Lampe,  J.),  p.  89. 

(20)  Marx  P  Ph.D.,  The  Death  Peddlers.  Collegeville,  Mm.:  St.  Johns  Uni- 
versity Press,  1971,  p.  41,  quoting  J.  H.  Anwyl,  British,  East.  Europe  also. 

(21)  Source:  Bureau  of  Vital  Statistics,  State  of  Florida,  Jacksonville. 


U.S.  Senate, 
Committee  on  Interior  and  Insular  Affairs, 

Washington,  D.C.,  October  7, 1974- 

Senator  Birch  Bath, 

Chairman,  Subcommittee  on  Constitutional  Amendments, 

Senate  Committee  on  the  Judiciary, 

Russell  Senate  Office  Building, 

Washington,  D.C. 

Dear  Mr.  Chairman  :  I  will  appreciate  it  if  the  enclosed  letter  from  a  con- 
stituent. Dr.  James  H.  Armstrong,  can  be  included  in  the  printed  record  of 
hearings  on  the  Constitutional  Amendment  to  prohibit  abortions. 

Best  wishes. 

Very  truly  yours,  ^^^  Metcalf. 

Enclosure.  Kalispell,  Mont.,  September  21,  1974. 

Senator  Lee  Metcalf, 
U.S.  Senate, 
Senate  Office  Building, 
Washington,  D.C. 

Dear  Senator  Metcalf:  I  am  concerned  about  the  efforts  of  the  fi&nt  to 
Life"  movement  to  change  the  effect  of  the  Supreme  Court  decision  which  has 
permitted  safe  and  legal  abortions,  leaving  this  decision  to  an  "^dividual  woman 
and  her  doctor  during  the  first  trimester  of  pregnancy.  A  woman  should  have 
the  freedom  to  choose  whether  abortion  is  appropriate  or  inappropriate  for  her 

individual  situation.  .  t.-       -^  -d-^mct^^u  fni-  an 

I  am  a  family  physician  having  been  m  private  practice  in  Kalispell  f or  ap 
proximately  ten  years.  I  am  certified  by  the  American  Board  of  Family  Prac- 
nce  Sam  a  Fellow  in  the  American  Academy  of  Family  Physicians;  a  mem- 
ber of  the  Flathead  Medical  Society,  Montana  Medical  Assocmtion  and  the 
American  Medical  Association,  and  was  President  of  fl^^'^'^^^Zfc^nfvIl 
for  two  terms.  I  have  been  an  officer  of  the  medical  ^^a^  f  Kahspell  Gene^^^ 
Hospital.  I  have  just  completed  six  years  as  a  member  of  the  Board  of  trustees 
of  Montana  Physicians'  Service,   (Blue  Shield).  Currently  I  serve  on  the  Ma- 
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iflSiiilslHs^ 

taS^bu7th7cosTo''rfirst"?H^'pt^'''".^  ^^"  "^"  performing  abortions  in  Mon- 
^iT-f^  ^iT  I.  ^  °^^^  trimester  abortion  ranges  from  $125  to  npnriv  <it4nn 
^  fhf.n«?f  ^^tionwide  price  averages  between  $100  IZ  $150   Th^s  d  snf r?tv 

and  70%,  at  that  time,  favored  abortion  legalization  ""ureu  repiiea, 

thlr^Z^^"^^^^^^^^'' u""  ^^^  feelings  of  those  who  believe  abortion  is  wrong  for 

of  individual  opinion,  and  should  be  accorded  the  rights  of  prTvacy' 
wi^Lr°,?M^°  t'  ^''''  \^^  ^"^^  ^""^^^  suffering  involved  in  the  birth  of  an  un 

fhS^fir'^^f^  F-™P"'.  '°  S"'"  =«"'«=^  ">  contracepUve  Informat  on  or  meaSirel 

£  «rrppS»a^rsifSio?ari^^^^^^^^^ 

l«  J„=  Jf  ""^^  ''''"'?"."  °'  '^"'"^  concerning  abortion?  I  would  apprecTatevonr 
reasons  for  yonr  opinion,  and  any  thoughts  yoi.  may  have  res-armne  the  effort 

Stace?eljyourT  °'  "'°"''  '"°"*"'  '"'  *"'  ^-P'''^'"' Court  decision 

James  H.  Armstrong,  M.D. 
Re  Human  Life  Amendment.  Wantagh,  N.Y.,  March  SO,  1974. 

Senator  Birch  Bayh  :  Please  place  my  wish  into  the  record  I  am  a  nhv^irinn 
'^'"'Sincrre^y!  "'  "  *''  ''""'"''  ''  ""''''''  ^""^  ^""^^^  ag'aTns^^a'b'oXn. 

B.  Gebabd  Stache,  M.D.. 

Pro-Life. 
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PREFACE  TO  THE  SECOND  EDITION 


Since  this  book  was  first  published  in  January, 
1971,  abortion  has  become  big  business.  There  are  a 
large  number  of  doctors  who  are  easily  making  $100,000- 
150,000/year  performing  abortions  (259).  One  doctor 
I  spoke  with  recently  made  $36,000  in  six  months  in  a 
part-time  abortion  business  --  he  made  it  perfectly 
clear  to  me  that  a  large  home,  good  clothes,  fancy  cars 
and  the  best  schools  in  the  east  for  his  children  were 
reason  enough  to  be  in  the  business.  That  business 
has  now  reached  Wall  Street  where  stock  in  outpatient 
abortion  clinics  can  be  bought  and  sold  over  the  count- 
er (259). 

Interestingly  enough,  it  seems  to  be  mostly  men 
who  are  making  money  in  abortions.  They  are  the  doctors, 
they  are  the  abortion  referral  agencies,  they  are  the 
clergy  counsellors,  they  are  the  owners,  operators  and 
downright  entrepreneurs  of  the  abortion  clinics.  Yes, 
men  are  making  a  great  deal  of  money  off  of  women  con- 
trolling  their  own  bodies. 

The  humanitarian  aims  with  which  the  abortion  move- 
ment began  have  curiously  been  lost  in  the  muddle  of 
this  new  "goldrush."  Women  are  dying  in  increasing  numb- 
ers from  the  abortion  procedure,  criminal  "butcher" 
abortions  have  hardly  been  touched  and  the  'liberated' 
woman  is,  in  fact,  the  most  exploited  in  recent  memory. 
The  poor  have  been  given  abortion  (and  little  else)  and 
the  Blackpoor  especially  have  been  the  recipients  of 
this  most  benevolent  gesture  --  to  the  tune  of  numerous 
cries  of  Black  genocide  I 

It  used  to  be  said  that  only  the  rich  could  afford 
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"a  good, safe  abortion."  However,  now  that  abortion  is 
legal,  the  statement  still  holds.   Complications  from 
"legal,  safe  abortion"  for  the  poor  of  New  York  City 
are  running  6-7  Times  what  they  are  for  the  middle  to 
upper-middle  class  citizenry  (198). 

That  certainly  is  an  atrocious  record:  However, 
one  need  not  ponder  it  long,  for  it  is  dwarfed  by  the 
greatest  American  tragedy  in  the  history  of  this  nation. 
Since  Induced  Abortion  was  first  published  in  January, 
1971,  well  over  700,000  unborn  human  lives  have  been 
purposely  destroyed  in  the  United  States  and  this  has 
been  with  the  full  sanction  of  the  law. 

Never  before  has  their  been  a  war  quite  like  it. 
Certainly,  none  has  matched  its  numbers  and  none  has' 
matched  its  callousness  and  indifference. 

We  as  a  nation  have  been  apalled  by  the  ongoing 
destruction  in  Southeast  Asia.   Our  collective  conscience 
has  asked  for  a  halt  to  this  tragedy .. .And  we  cry  for 
peace!   At  the  same  time,  however,  we  have  promoted 
the  destruction  of  unborn  humans  at  a  rate  which  makes 
Vietnam  look  like  the  Boston  Tea  Party.   As  a  matter 
for  comparison,  the  "body  counts"  for  the  two  wars  are 
compared  in  Table  A: 

TABLE  A 


ABORTION  DEATHS  VS.  COMBAT  DEATHS 


Abortion  Deaths  Combat  Deaths 

United  States  *  Americans 

July,  1970  -  Oct.  1972         Vietnam  (11  years) 
(21  Months)  Jan.  1961  -  Oct.  1972 

OVER 

700,000  45,882 


(198,199,246) (200) 
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Well  over  700,000  unborn  children  have  been  killed 
in  this  country  in  the  last  21  months,  while  only  45,000 
American  combat  deaths  were  recorded  in  over  11  Years 
of  fighting  in  Vietnam.  This  isn't  meant  to  sound  like 
an  endorsement  of  the  southeast  Asian  circumstance,  on 
the  contrary,  it.  is  meant  to  put  the  abortion  tragedy 
into  perspective. 

In  Table  B,  there  is  a  special  breakdown  of  deaths 
for  those  who  go  unconvinced: 

*         TABLE  B 


COMBAT  DEATHS 

HYSTEROTOMY  DEATHS 

SALINE  DEATHS 

Jan.  1971  -  Oct.  1972 


American  Combat  Deaths 

Vietnam 1 ,  574 

Hysterotomy  Abortions 

New  York  State  (Born  and  Left  to  Die) 2,517 

Saline  Abortions 

New  York  State  (Napalm-Like) 52,870 


The  2  517  hysterotomies  performed  in  New  York  State 
from  January,  1971  -  Oct.  1972  (198,199),  represent 
live  born  babies  "born  and  left  to  die"   (a  hysterotomy 
is  like  a  caeserian  section  and  a  liveborn  infant  is 
always  delivered  in  this  method  of  abortion  --  See 
Chapter  3.).   Furthermore,  there  were  52,870  saline 
abortions  during  this  same  period  of  time  (198,199). 
There  isn't  anything  more  suggestive  of  napalm  burns 
than  the  corrosive  nature  of  20%  salt  on  a  delicate 
Unborn  human  child's  skin  (see  Chapter  3).  During  this 
same  time  period,  for  the  sake  of  comparison,  there 
were  1,574  American  combat  deaths  in  Vietnam  (200). 
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Body  counts"  aren't  so  exciting  to  look  at,  but 
they  do  make  a  point.   We  as  a  nation  had  better  get 
Its  collective  head  together  very  soon... We  must  realize 
that  peace,  without  a  consistent  respect  for  human  life 
IS  indeed  a  mirage.  ' 

This  book  has  been  extensively  updated,  a  completely 
new  chapter  has  been  added  (Chapter  8) ,  photographs  have 
been  added  and  a  completely  new  format  has  been  adopted 
It  IS  sincerely  hoped  that  it  will  be  of  help,  to  all 
of  us,  m  the  development  of  a  more  complete  understand- 
ing of  the  complex  abortion  phenomenon. 


--  T.W.H. 


The  700,000  figure  used  in  this  preface 
is  based  on  official  reports  from  New  York  and 
California  only  and,  as  such,  is  not  really 
representative  for  the  whole  United  States. 
However,  since  the  largest  number  of  abortions 
is  being  done  in  these  two  states,  this  number 
was  used  as  a  national  estimate.   In  fact,  the 
actual  national  number  would  be  higer  than  the 
already  astronomical  700,000. 
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PREFACE  TO  THE  FIRST  EDITION 


The  authors  of  this  paper,  after  extensively  res- 
earching the  subject  of  abortion,  have  become  deeply  con- 
cerned over  what  appears  to  be  a  growing  trend  in  our 
country  toward  abortion  as  a  solution  to  problems  which 
can  be  best  handled  in  other  ways.   It  has  become  clear 
to  us  that  the  abortion  concept  presents  itself,  first, 
as  an  inherently  dehuminizing  process  which  undermines 
the  basic  value  of  human  life,  and,  second,  as  a  symptom 
of  deep  underlying  social  problems  to  which  abortion  is 
a  simplistic  and,  at  best,  temporary  solution.  IVhat  has 
been  most  puzzling,  however,  has  been  the  willingness 
of  the  community  and  its  leaders  to  accept  without  chall- 
enge the  unreflective  and  subtly  persuasive  arguments  of 
the  pro-abortionists. 

When  human  life  exists,  no  matter  what  stage  of  its 
development,  society  must,  for  its  own  protection,  recog- 
nize the  right  to  that  existence  as  a  paramount  right. 
Pearl  S.  Buck  once  wrote  that  the  power  of  choice  over 
life  or  death  cannot  be  trusted  at  human  hands,  for  "human 
wisdom  and  human  Integrity  are  not  great  enough"  (35) . 
The  power  of  which  she  speaks  is  seen  in  this  country, 
not  only  in  the  abortion  movement,  but  also,  now,  in 
Sackett's  "Death  with  Dignity"  bill  which  has  been  pres- 
ented to  the  Florida  State  Legislature  so  that  ''life 
shall  not  be  prolonged  beyond  the  point  of  meaningful 
existence"  (96).   This  growing  disrespect  for  human  life 
which  we  are  now  witnessing  is  similar  to  what  was  observed 
only  thirty  years  ago.   George  Santayana's  words  in  the 
preface  to  The  Rise  and  Fall  of  the  Third  Reich  now  become 
truly  significant,  "Those  who  do  not  remember  the  past 
are  condemned  to  relive  it"  (148)  . 

Choosing  abortion  as  a  solution  to  social  problems 
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would  seem  to  indicate  that  certain  individuals  and 
groups  of  individuals  are  attempting  to  maximize  their 
own  comforts  by  enforcing  their  own  preiudices.  As  a 
result,  pregnant  schoolgirls  continue  to  be  ostracized, 
mothers  of  handicapped  children  are  left  to  fend  for 
themselves,  and  the  poor  are  neglected  in  their  struggle 
to  attain  equal  conditions  of  life.   And  the  only  solution 
offered  these  people  is  abortion.   It  becomes"very  dis- 
turbing when  we  think  that  this  destructive  medical  tech- 
nique may  replace  love  as  the  shaper  of  our  families 
and  our  society. 

We  must  move  toward  creating  a  society  in  which 
material  pursuits  are  not  the  ends  of  our  lives;  where 
no  child  is  hungry  or  neglected;  where  even  defective 
children  are  valued  because  they  call  forth  our  power 
to  love  and  serve  without  reward.   Instead  of  destroying 
life,  we  should  destroy  the  conditions  which  make  life 
intolerable.   Then  every  child,  regardless  of  his  cap- 
acities or  the  circumstances  of  his  birth,  could  be 
welcomed,  loved  and  cared  for. 
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INTRODUCTION 


Over  the  last  several  years,  the  people  of  the  Uni 
ted  States  have  been  witness  to  an  insistent  campaign 
which  equates  liberalism  with  the  taking  of  defenseless 
human  life,  and  which  would  give  one's  social  and  eco- 
nomic convenience  precedence  over  another  human's  right 
to  exist.   The  termination  of  human  life  is  now  accept- 
ed by  some,  thought  even  desirable  by  others,  simply  be- 
cause that  life  may  be  unwanted,  economically  burdensome, 
prospectively  retarded  or  handicapped. 

Some  of  the  leaders  of  this  campaign,  including, 
unfortunately,  certain  members  of  the  medical  profess- 
ion, have  recognized  the  enormous  power  of  the  press  and 
have  been  occasionally  successful  in  utilizing  the  media 
to  overcome  common-sense  opposition  to  newer,  more  lethal 
abortion  legislation  (41). 

More  often  than  not,  partisan  opinion  has  been 
authoritatively  presented  as  "medical  fact".   For  ex- 
ample, in  reports  on  the  incidence  of  illegal  abortion 
in  the  United  States,  the  phrase  "one  million  or  more 
each  year"  recurs  with  almost  convincing  regularity. 
In  fact,  it  is  an  extrapolation  from  data  derived  from 
a  study  of  10,000  women  attending  the  Margret  Sanger 
Birth  Control  Clinic  in  New  York  during  the  late  1920' s 
(35).   Even  if  no  other  study  of  this  nature  existed, 
the  reader  of  average  intelligence  could  reasonably  quest 
ion  any  comparison  between  this  special  group  of  urban 
women  (60), living  in  an  era  of  relatively  primitive 
contraception,  and  the  whole  of  American  womanhood  forty 
years  later.   Indeed,  there  have  been  other  studies. 
One  of  these,  again  based  on  data  from  New  York  City, 
arrived  at  a  figure  of  160,000  illegal  abortions  in  the 
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United  States  (35).   The  First  International  Conference 
on  Abortion,  held  in  Washington,  D.C.,  in  1967,  conclud- 
ed that  the  figures  on  the  number  of  criminal  abortions 
in  the  United  States  are  "based  on  personal  estimates" 
and  that,  "no  way  has  yet  been  found  of  obtaining  re- 
liable statistics  that  would  give  an  exact  figure  for 
the  total  population"  (35).   Even  Planned  Parenthood, 
during  their  conference  on  abortion  in  the  United  States 
held  in  1958,  stated  in  their  report  of  their  statistics 
committee  that  "a  plausible  estimate  of  the  frequency 
of  induced  abortion  in  the  United  States  could  be  as  low 
as  200,000  and  as  high  as  1.2  million. . .there  is  no  ob- 
jective basis  for  the  selection  of  a  particular  figure 
between  these  two  estimates..."  (94). 

The  proponents  of  abortion  frequently  state  that 
there  are  5,000-10,000  maternal  deaths  resulting  from 
illegal  abortion  yearly  in  the  United  States.   However, 
this  data  originated  in  the  work  of  Kopp  (1934)  (83) 
and  Taussig  (1936)  (162),  in  which  a  highly  unrepresent- 
ative group  of  patients  were  collected,  between  1925- 
1929,  from  a  New  York  City  birth  control  clinic  and 
eighty-one  physicians  from  country  practices  (60,138). 
This,  incidentally,  was  in  the  pre-antibiotic  era.  Again, 
the  Washington,  D.C.  Conference,  using  data  from  Vital 
Statistics  of  the  United  States,  Volume  2,  Part  B,  put 
this  into  clear  perspective  when  they  said,  "Statistical 
inadequacies  emphasize  the  extreme  care  with  which  all 
available  figures  should  be  used... a  total  of  500  abort- 
ion deaths  per  year  would  be  a  reasonable  figure  -- 
based  on  current  data"  (35) . 

Let  us  not  mistakenly  assume  that  any  number  of 
illegal  abortions  or  deaths  resulting  from  illegal 
abortion  is  at  any  time  acceptable.  It  is  noti   However, 
the  public  will  not  be  served  by  arbitrarily  inflating 
their  frequencies  in  an  attempt  to  sway  public  opinion 
on  this  literally  vital  issue. 

I 

Dr.  Robert  E.  Hall,  obstetrician-gynecologist  at 
Columbia  Univeisity  and  a  leader  in  the  pro-abortion 
movement,  commented  in  Abortion  and  the  Law  (pp.  232-233), 
that  in  Denmark,  "the  fate  of  the  turned  down  applicants 
(for  abortion)  is  noteworthy  --  only  sixteen  percent 
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were  illegally  aborted."  And  yet,  on  the  very  next 
page  (p.  234),  he  paradoxically  concludes:   "One  immut- 
able truth  emerges  through  this  confusing  maze:  if  an 
individual  pregnant  woman  is  determined  to  get  an  abort- 
ion, she  will  do  so  whether  it  is  lawful  or  not"  (56). 

These  inconsistencies,  along  with  others,  so  often 
masqueraded  as  "scientific  thought"  or  "good  modern  med- 
ical practice",  have  prompted  us  to  extensively  review 
much  of  the  world's  medical  literature  on  abortion  in 
preparation  of  this  paper. 

Specifically  written  for  presentation  to  State 
Legislatures,  it  is  hoped  that  the  extensive  document- 
ation here  appended  will  invite  independent  assessment 
of  the  published  body  of  knowledge  on  this  all -important 
issue.   It  is,  we  found,  truly  a  matter  of  life  and 
death. 

We  feel  it  imperative  here  to  point  out  a  terrible 
analogy.  American  law  has  long  cherished  and  protected 
the  prinicple  that  even  the  most  despicable  felon  can- 
not be  deprived  of  his  life  or  freedom  until  he  is 
found  guilty  "beyond  a  reasonable  doubt."  How  so  then, 
can  Americans  acquiesce  to  the  destruction  of  the  un- 
born child  when  there  is  so  much  more  than  reasonable 
doubt  as  to  his  humanity  and  his  innocence' 
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-  1  - 

EMBRYOLOGY: 
THE  BEHAVIOR  OF  THE  UNBORN  CHILD 


There  is  no  scientific  evidence  which  would  indi- 
cate that  human  life  begins  at  any  other  point  than  the 
moment  of  conception  (i.e.  the  union  of  the  egg  from 
the  female  and  the  sperm  from  the  male).   Noted  pedia- 
trician H.M.I.  Liley,  in  her  book  Modern  Motherhood, 
stated,  "From  the  moment  a  baby  is  conceived,  it  bears 
the  indelible  stamp  of  a  separate,  distinct  personality, 
an  individual  different  from  all  other  individuals" (89) ! 

The  purpose  of  this  section  will  be  to  present  cer- 
tain documented  scientific  information  regarding  the 
functional  and  behavioral  aspects  of  early  human  life. 

The  genetic  pattern  set  down  at  the  moment  of  con- 
ception instructs  the  development  of  a  specific  funct- 
ion and  anatomy.   Truly  unique  in  its  existence,  it  is 
structurally  and  functionally  totally  different  from 
its  mother,  and  dependent  only  upon  her  gifts  of  nutri- 
tion and  time. 

WHEN  DOES  HUMAN  LIFE  BEGIN? 

of  tJl'^  t"^'"  °^  '^^  abortion  debate,  a  great  deal 
ot  time  has  been  spent  on  arguing  when  human  life  be- 
gins.  It  IS  unfortunate  that  so  much  time  has  been  sp- 
ent on  this  question,  since  the  answer  has  been  knoUn 
for  decades:  Human  life  begins  at  the  moment  of  concept- 
ion --  at  that  moment  when  sperm  and  egg  unite  --  and 
Iflll^   scientific  fact:   It  is  at  this  moment  that 
a  totally  new  and  unique  individual,  never  before  in 
existence  and  never  again  to  be  duplicated,  comes  to 
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This  origin  of  new  human  life  is  strongly  support- 
ed by  the  testimony  of  the  scientific  community,  most 
of  whom  have  spent  their  lives  studying  early  human 
development : 

JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION, 

August  6,  1887: 

In  physiology  a  cell  or  cellule  constitutes 
the  origin  or  commencement  of  every  plant  and 
animal  and  the  elementary  form  of  every  tissue, 
in  fact  the  entire  organized  human  body  may 
be  considered  to  be  made  up  of  a  congeries  of 
cells,  each  set  having  its  own  life  and  approp- 
riate functions.   From  these  cells  the  embryo 
and  foetus  is  developed.   This  is  a  truth  so 
well  settled  that  no  well  informed  physician 
would  care  to  deny  it  (emphasis  applied) .  Should 
we  not  then  assert  most  positively  that  the 
life  of  the  foetus  commences  at  the  moment 
conception  takes  place,  and  therefore  the  des- 
truction of  the  foetus,  at  any  period  of  gest- 
ation, should  constitute  murder?  (ISO) 

HUMAN  EMBRYOLOGY  By  Bradley  M.  Patten: 

There  is  perhaps  no  phenomenon  in  the  field  of 
biology  that  touches  so  many  fundamental  quest- 
ions as  the  union  of  the  germ  cells  in  the  act 
of  fertilization;   in  this  supreme  event  all 
the  strands  of  the  webs  of  two  lives  are  gath- 
ered in  one  knot,  from  which  they  diverge  again 
and  are  rewoven  in  a  new  individual  life-hist- 
ory....The  elements  that  unite  are  single  cells, 
each  on  the  point  of  death;  but  by  their  union 
a  rejuvenated  individual  is  formed,  which  con- 
stitutes a  link  in  the  eternal  procession  of 
Life."  (Quoting  F.R.  Lillie  ~  181). 

DEVELOPMENTAL  ANATOMY  By  L.B.  Arey 

The  union  of  the  male  and  female  sex  cell 
"definitely  marks  the  beginning  of  a  new 
individual"  (182). 
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LANDRUM  B.  SHETTLES,  M.D.   Reproductive  physiologist 
at  Columbia  University,  New  York. 

By. . .definition  a  new  composite  individual  is 
started  at  the  moment  of  fertilization.   How- 
ever, to  survive,  this  individual  needs  a  very 
specialized  environment  for  nine  months .. .From 
the  union  of  the  germ  cells,  there  is  under 
normal  development  a  living,  definite  going 
concern.   To  interrupt  a  pregnancy  at  any 
stage  is  like  cutting  the  link  of  a  chain; 
the  chain  is  broken  no  matter  where  the  link 
is  cut.  (183) 

HYMIE  GORDON,  M.D.  Chief  Geneticist,  Mayo  Clinic 

...from  the  moment  of  fertilization,  when  the 
deoxyribose  nucleic  acids  from  the  spermatozoon 
and  the  ovum  come  together  to  form  the  zygote, 
the  pattern  of  the  individual's  constitutional 
development  is  irrevocably  determined;  his 
future  health,  his  future  intellectual  potential, 
even  his  future  criminal  proclivities  are  all 
dependent  on  the  sequence  of  the  purine  and 
pyrimidine  bases  in  the  original  set  of  DNA 
molecules  of  the  unicellular  individual.  True, 
environmental  influences  both  during  the  intra- 
uterine period  and  after  birth  modify  the  indi- 
vidual's constitution  and  continue  to  do  so 
right  until  his  death,  but  it  is  at  the  moment 
of  conception  that  the  individual's  capacity 
to  respond  to  these  exogenous  influences  is 
established.   Even  at  that  early  stage,  the 
complexity  of  the  living  cell  is  so  great  that 
it  is  beyond  our  comprehension.   It  is  a  priv- 
ilege to  be  allowed  to  protect  and  nurture 
it."  (184) 

ALAN  GUTTMACHER,  M.D.  President  Planned  Parenthood- 
World  Population: 

After  expl'aning  the  process  of  fertilization, 
he  stated:  "Fertilization,  then,  has  taken  place; 
a  baby  has  been  conceived.   After  conception 
occurs,  the  egg  attaches  itself  to  the  wall  of 
the  womb  where  it  grows  nine  months  until  the 
baby  is  ready  to  be  born".  (185) 


863 


A  TEXTBOOK  OF  EMBRYOLOGY  FOR  STUDENTS  OF  MEDICINE 

By  J.C.  Heisler,  1901: 

Fertilization  is  that  peculiar  union  of  sper- 
atozoon  and  egg-cell  which  initiates  the  phen- 
omena resulting  in  the  formation  of  a  new  ind- 
ividual. (186). 

THE  DEVELOPMENT  OF  THE  HUMAN  BODY:  A  MANUAL  OF 
HUMAN  EMBRYOLOGY  By  J.M.  McMurrich,  1923. 

It  is  perfectly  clear  that  the  reduction  of 
the  chromosomes  in  the  germ  cells  cannot  very 
long  be  repeated  in  successive  generations  un- 
less a  restoration  of  the  original  takes  place 
occasionally,  and,  as  a  matter  of  fact,  such 
a  restoration  occures  at  the  very  beginning 
of  the  development  of  each  individual,  being 
brought  about  by  the  union  of  a  spermatozoon 
with  an  ovum.  (187) 

BIOGRAPHY  OF  THE  UNBORN  By  M.S.  Gilbert 

Not  until  the  19th  century  did  men  finally 
realize  that  the  union  of  the  sperm  with  the 
egg  creates  a  new  human  being.  Life  begins  for 
each  of  us  at  an  unfelt,  unkown,  and  unhonor- 
ed  instant  when  a  minute,  wriggling  sperm  pl- 
unges headlong  into  a  mature  ovum  or  egg... 
It  is  at  this  moment  of  fusion  of  the  ovum 
and  the  sperm  (a  process  called  fertilization) 
that  a  new  human  being  is  created  (188)  . 

HUMAN  EMBRYOLOGY  (PRENATAL  DEVELOPMENT  OF  FORM  AND 

FUNCTION)   By  W.J.  Hamilton: 

There  are  no  essential  differences  between 
prenatal  and  postnatal  development;  the  form- 
er is  more  rapid  and  results  in  more  striking 
changes  in  shape  and  proportions  but  in  both 
the  basic  mechanisms  are  very  similar  if  not 
identical  (189). 

THE  ESSENTIALS  OF  HUMAN  EMBRYOLOGY  By  G.D.  Dodds 
This  fertilized  egg  is  the  beginning  of  a 
new  individual  (190) . 
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HUMAN  DEVELOPMENTAL  ANATOMY  By  J.  Davies,  1963: 
Human  development  may  be  said  to  begin  with 
the  union  of  the  male  and  female  germ  cells 
in  the  art  of  fertilization 

MEDICAL  EMBRYOLOGY  J.  Langman,  1969: 

The  development  of  a  human  being  begins  with 
fertilization. . .  (192) . 


Growth  and  development  is  rapid  and  dynamic  in  the 
first  month  of  life,  with  the  central  nervous  system 
(the  brain)  seeing  its  most  important  growth  spurt, 
and  the  rhythymic  contractions  of  the  heart  beginning 
(85).  ^     ^ 

The  primitive  skeletal  system  has  completely  devel- 
oped by  the  end  of  the  sixth  week  (8,128),  and  the  e- 
lectroencephalogram  (brain  wave  detector)  has  detected 
brain  waves  as  early  at  43  days  (157).   During  the  six- 
th and  seventh  weeks,  the  nerves  and  muscles  begin  work- 
ing together  for  the  first  time  (8),  and  the  lips  be- 
come sensitive  to  touch  (the  first  area  of  the  body  to 
do  so),  and  when  gently  stroked,  the  child  responds 
predictably  (47,65,66,67). 

By  the  seventh  week  of  life,  the  child's  shape  and 
form  is  unmistakably  human.   He  now  has  all  the  internal 
organs  of  the  adult  (47,  128);   the  stomach  produces 
digestive  juices,  the  liver  manufactures  red  blood  cells 
and  the  kidney  is  eliminating  uric  acid  from  the  blood 
(47,53).   His  arms  are  still  very  short,  but'  hands  with 
fingers  and  thumbs  are  recognizable,  and  the  legs  have 
knees,  ankles,  toes  (47,128).   From  this  point  in  devel- 
opment, until  age  25-27  years,  when  full  growth  and  de- 
velopment is  complete,  the  only  major  changes  will  be 
in  the  size  and  sophistication  of  the  functioning  parts 
(8,135). 

The  lines  in  the  hands  begin  to  develop  at  8  weeks, 
and  will  remain  a  distinctive  feature  of  the  individ- 
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ual  (53,107).   The  eyelids  and  palms  of  the  hands  be- 
come sensitive  to  touch  at  about  8H   weeks.   At  this 
point,  if  the  eyelids  are  touched,  the  child  squints; 
if  the  palm  is  touched,  the  fingers  close  into  a  small 
fist  (47,65,66,67). 

The  sex  hormones  --  estrogen  and  androgens  --  have 
been  identified  as  early  as  9  weeks  (2).   At  10  weeks, 
somatotropic  hormone  (growth  hormone)  is  detectable 
(2),  and  at  lOi^  weeks,  the  thyroid  and  adrenal  glands 
have  begun  to  function  (2,147).   Also  at  10  weeks,  it 
has  been  possible  to  record  the  electrocardiogram(40) 
and  new  ultrasonic  techniques  are  used  routinely  by 
the  obstetrician  to  detect  the  child's  heart  beat (as 
early  as  10  weeks  of  age)  (13) . 

By  the  end  of  the  third  month,  the  unborn  child 
has  become  very  active.   He  can  now  kick  his  legs,  turn 
his  feets,  curl  and  fan  his  toes,  make  a  fist,  move 
his  thumb,  bend  his  wrist,  turn  his  head,  squint,  frouTi, 
open  his  mouth,  and  press  his  lips  tightly  together  (67) 
He  can  swallow  and  drink  the  amniotic  fluid  that  sur- 
rounds him.   Inhaling  and  exhaling  respiratory  move- 
ments begin  to  move  fluid  in  and  out  of  his  lungs. 
And  thumb  sucking  is  first  noted  at  this  age  (47,67). 
He  has  vocal  cords,  but  cannot  cry  because  he  is  not 
strong  enough.  The  fingernails  appear  and  he  starts 
to  urinate  (the  two,  of  course,  are  not  related)  (8, 
47,128).   By  this  time,  every  child  shows  a  distinct 
individuality  in  his  behavior  and  the  words  of  noted 
behvioral  psychologist  Dr.  Arnold  Gesell,  become  sig- 
nificant : 

By  the  end  of  the  first  trimester  (twelfth 
week),  the  fetus  is  a  sentient  moving  being. 
we  need  not  pause  to  speculate  as  to  the 
nature  of  his  psychic  attributes  but  we  may 
assume  that  the  organization  of  psycho-somatic 
self  is  now  well  underway  (53  at  p. 65). 

The  child  grows  very  rapidly  during  the  fourth 
month  of  life.   His  weight  increases  six  times  and  he 
grows  8-10  inches  in  length  (61) . 
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In  the  fifth  month  (16-20  weeks) ,  the  unborn  child 
will  become  one  foot  tall,  and  weigh  approximately 
one  pound.  Hair  begins  to  grow  on  his  head  and  eye- 
brows, and  a  fringe  of  eyelashes  appear.  The  child 
sleeps  and  wakes  just  as  he  will  after  birth  (132)  and 
he  may  even  be  aroused  from  sleep  by  external  vibrations 
(47) .   The  skeleton  hardens  and  the  muscles  become 
stronger.   Finally,  his  mother  perceives  his  many  act- 
ivities (81)  . 

Dr.  Gesell  notes  that: 

Our  own  repeated  observation  of  fetal  infants 
(an  individual  born  and  living  at  any  time 
prior  to  40  weeks  gestation)  left  us  with  no 
doubt  that  psychologically  they  were  individ- 
uals.  Just  as  no  two  looked  alike,  so  no 
two  behaved  alike.   One  was  passive,  when  an- 
other was  alert.   Even  among  the  youngest, 
there  were  discernable  differences  in  vividness, 
reactivity  and  responsiveness.  These  were 
genuinely  individual  differences,  already 
prophetic  of  the  diversity  which  distinguishes 
the  human  family   (53  at  p.  172). 

THE  QUESTION  OF  VIABILITY 

The  concept  of  viability  has  crept  into  the  legal 
debate  on  abortion  as  an  attempt  to  define  a  time  when 
the  unborn  child  should  no  longer  merit  protection. 
While  viability  in  this  attempt  has  been  used  to  mean 
that  stage  of  pregnancy  and  development  of  the  unborn 
where  he/she  is  incapable  of  living  outside  the  moth- 
er's womb,   the  term  is  in  reality  a  misnomer.  The  term 
viable  means  "capable  of  living"  (174)  and  the  unborn 
is  VERY  MUCH  "capable  of  living"  before  his/her  time 
of  "viability"  is  reached  --  this  is  evidenced  by  the 
fact  that  the  child  in  the  "pre-viability"  period  is 
very  much  alive. 

Depending  upon  the  individual  and  his  particular 
preference,  the  time  of  so-called  "viability"  is  defin- 
ed as  being  from  anywhere  between  20  and  28  weeks  gest- 
tational  age.   All  of  these  definitions  are,  of  course, 
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very  arbitrary  and  unscientific  as  the  varying  opinions 
would  indicate.    In  any  regard,  it  should  be  pointed 
out  that  by  defining  a  group  of  human  beings  in  this 
way,  i.e.,  those  that  are  viable,  one  implicitly,  if 
not  explicitl)^  defines  another  group  as  being  non-viable. 
In  this  case,  the  children  in  the  womb  who  do  not  qual- 
ify (merely  because  they  are  not  old  enough)  for  via- 
bility because  they  are  not  20  to  28  weeks  of  gesta- 
tional age  are  far  from  being  nonviable.  As  a  matter 
of  fact,  it  is  this  "nonviable"  period  of  our  lives 
which  is  perhaps  the  most  unbelievably  alive  than  any 
other  period.  Wnat   happens  to  all  of  us  in  those  ear- 
ly weeks  of  development  is  utterly  amazing  and  our  ig- 
norance or  denial  of  what  transpires  is  certainly  no 
proof  that  it  is  not  a  reality. 

The  concept  of  viability  stands  on  very  tenuous 
ground  when  looked  at  scientifically.  The  reason  why 
is  not  difficult  to  discover.   Dr.  Carl  L.  Erhardt  and 
his  colleagues  studied  the  mortality  rates  in  over 
650,000  live  births  in  New  York  City,  1958-61.  In  general, 
they  discovered  that  the  neonatal  mortality  rate  -- 
that  is,  those  deaths  which  occurred  within  the  first 
28  days  after  live  birth  --  mounted  steeply  as  the  length 
of  pregnancy  shortened  below  thirty  weeks  and  as  the 
birth  weight  dropped  below  1500  grams  (about  three 
pounds,  five  ounces).  But  45%  of  the  white  and  58%  of 
the  non-white  babies  born  during  the  26th  or  27th  week 
of  pregnancy  survived  through  the  neonatal  period.  Even 
under  twenty  weeks  of  pregnancy,  more  than  20%  of  those 
born  alive  survived  the  neonatal  period  (193). 

Of  course,  beyond  a  certain  point,  there  are  no 
survivors.  However,  this  point,  whatever  it  happens  to 
be,  is  relative  to  present  methods  of  treatment  and 
with  improved  techniques  this  point  will  be  pushed  fur- 
ther and  further  back  in  .time.   Only  recently,  new 
developments  have  been  described  which  should  be  of 
great  value  in  the  treatment  of  the  premature  or 
immature  infant.   These  new  techniques,  some  of  which 
are  still  in  the  future,  include:  (1)  The  use  of  an 
ultrasonic  lecithin  aerosol  which  delivers  very  small 
particles  of  surfactant  to  the  small  sacs  in  the  lungs. 
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m  the  treatment  of  respiratory  distress  syndrome,  the 
leading  cause  of  death  in  premature  infants  (194,195), 
(2)  It  may  soon  be  possible  to  prevent  respiratory  dis- 
tress syndrome  entirely  by  directly  injecting  the  fetus 
with  steroids  to  induce  the  production  of  the  lecithin 
which  is  needed  for  lung  surfactant  (196),  (3)  The  dev- 
elopment of  an  artificial  womb  whereby  at-risk  infants 
could  be  allowed  to  survive  is  now  underway  with  re- 
search now  being  reported  (197). 

Perhaps  even  more  misleading  than  the  factual  over- 
simplification involved  in  the  idea  of  "viability"  is 
the  assumption  that  ability  to  live  "independently"  is 
a  suitable  criterion  of  individual  identity.   Biologic- 
ally this  is  certainly  not  true,  for  the  fetus  is  gen- 
etically and  functionally  an  individual  from  its  begin- 
ning, but  it  is  not  capable  of  living  independently 
until  long  after  its  birth.   The  mother's  breasts  are 
a  biological  sign  of  the  infant's  continuing  dependence 
for  survival,  although  in  human  beings  dependence  is 
prolonged  far  beyond  weaning. 

Indeed,  one  might  question  whether  even  the  strong- 
est of  us  is  ever  able  to  live  wholly  independently. 
Obviously,  many  who  are  retarded,  handicapped,  ill  and 
aged  are  as  dependent  upon  others  for  survival  as  is 
the  "non-viable"  child  in  the  womb. 

THE  UNBORN  IS  A  PATIENT  TOO 

Over  the  last  several  years,  medicine  has  developed 
new  techniques  whereby  the  unborn  child  can  be  treated 
while  still  in  the  womb.  The  first  major  development 
was  about  ten  years  ago  when  Dr.  A.W.  Liley,  an  obstet- 
rician from  Auckland,  New  Zealand,  first  performed  an 
intrauterine  transfusion  to  treat  an  infant  afflicted 
with  Rh  disease.  This  marked  the  beginning  of  the  new 
science  of  fetology,  the  study  of  the  unborn,  and  Dr. 
Liley  is  generally  considered  to  be  the  "father  of 
fetology". 

Since  that  time  a  number  of  other  advances  have 
been  made,  the  most  dramatic  of  which  has  been  the  direct 
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surgical  operation  on  the  unborn.  A  pioneer  in  this 
field,  Dr.  Stanley  Asensio,  of  the  University  of  Puerto 
Rico  School  of  Medicine,  has  actually  taken  the  fetus 
out  of  the  mother's  womb,  performed  the  operation,  and 
then  placed  him  back  into  the  womb  only  to  be  later 
delivered  as  a  healthy,  normal  child.  The  operation  is 
so  delicate  that  the  surgeon  must  use  fluid-filled  gloves 
when  handling  his  tiny  patient  (258). 

The  study  of  the  unborn  is  still  a  relatively  new 
science  and  yet,  it  its  short  existence,  it  has  put  into 
perspective  what  the  obstetrician  has  known  for  years, 
i.e.,  when  working  with  the  pregnant  woman,  there  are 
two  patients  to  be  considered.   Recent  research  has 
supported  the  notion  that  the  child  within  its  mother 
is  a  distinct  individual  in  need  of  the  most  diligent 
study  and  care.   Both  patients,  mother  and  child,  re- 
quire and  challenge  the  fullest  expertise  of  the  medical 
art. 
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PRESENT  STATUS  OF  LEGAL  ABORTION 


Most  nations  of  the  world  prohibit  abortion  except 
in  cases  where  the  woman's  life  is  in  jeopardy  (164). 
Those  that  do  not,  including  the  Soviet  Union,  most  of 
Eastern  Europe,  Scandinavia,  Great  Britain,  Japan,  China, 
and  a  few  of  the  United  States,  permit  abortion  under 
certain  other  circumstances  (164). 

The  permissive  laws  range  from  New  York's  abortion 
on  demand  under  twenty-four  weeks  and  the  Soviet  Union's 
abortion  on  demand  under  twelve  weeks,  to  Scandinavia's 
strictly  controlled  abortions  for  broadly  defined  indi- 
cations (155,  163,  164). 

A  review  of  some  aspects  of  representative  permis- 
sive abortion  laws  is  here  presented  in  an  attempt  to 
understand  this  phenomenon  which  has  killed  literally 
millions  of  unborn  human  beings  in  the  last  30  vears 
(91,  102). 

EASTERN  EUROPE 

In  1920,  the  Soviet  Union  instituted  abortion  on 
demand  but  in  1936,  restricted  the  operation  to  strictly 
medical  and  eugenic  grounds  (137).   With  this  exception 
and  that  of  Poland,  where  abortion  was  permitted  in  the 
case  of  rape,  abortion  was  illegal  in  eastern  Europe 
during  the  pre-World  War  II  period  (137).   The  post  war 
period  saw,  in  much  of  this  area,  a  breakdown  of  law 
and  order  with  consequent  increases  estimated  in  the 
incidence  of  rape  and  illegal  abortion,  essentially  no 
effort  being  directed  to  contraception  (102,  107).   In 
1947,  East  Germany  relaxed  its  abortion  law,  permitting 
it  for  medical,  ethical,  eugenic  and  sociomedical  indi- 
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cations  (19).   This,  however,  led  to  an  increase  in 
both  legal  and  illegal  abortions  and  the  law  became 
restrictive  again  in  1950,  with  some  relaxation  occur- 
ring in  1965  (19).   From  1951  the  communist-bloc  count- 
ries of  Eastern  Europe  began  to  relax,  and  in  some  in- 
stances subsequently  restrict,  their  laws  regarding 
abortion  (140) . 

Rather  than  enumerate  the  present  laws  of  the  Soviet 
Union,  Poland,  East  Germany,  Czechoslovakia,  Hungary, 
Rumania,  Bulgaria,  and  Yugoslavia  regarding  abortion, 
let  us  note  certain  similarities  and  dissimilarities. 

All  of  the  countries  listed  essentially  restrict 
abortion  to  the  first  trimester,  i.e.  the  first  twelve 
weeks  of  pregnancy,  exceptions  being  made  only  \>?hen 
there  is  grave  danger  to  the  woman's  life  or  if  serious 
eugenic  reasons  prevail  (137).   This  fact  should  be 
kept  in  mind  when  attempting  to  compare  abortion  mor- 
bidity and  mortality  statistics  from  these  communist 
countries  with  the  statistics  from  countries  without 
similar  restrictions. 

The  least  restrictive  laws,  i.e.,  abortion  on 
demand,  were  found  in  the  Soviet  Union,  Bulgaria, 
Hungary,  and,  until  1966,  Rumania.   In  that  year, 
Rumania,  where  a  great  number  of  abortions  were  being 
performed,  restricted  the  operation  to  socio-medical 
indications  because  of  "great  prejudice  to  the  birth 
rate"  (as  well  as),  "severe  consequences  to  the  health 
of  the  woman"  (137,  163).   In  1968,  Bulgaria  slightly 
restricted  its  abortion  law,  denying  abortion  to  child- 
less women  except  on  medical  grounds  (164) . 

The  other  countries  of  Eastern  Europe  are  generally 
similar  in  their  allowance  of  abortion  on  widely  inter- 
preted socio-medical  grounds  (137).   Most  of  these 
countries  require  contraceptive  counseling  as  part  of 
their  abortion  procedure  (102). 

It  is  interesting  to  note  that  in  Yugoslavia  the 
abortion  commission  must  point  out  the  dangers  of 
abortion  and  the  advantages  of  contraception.   Also, 
"A  health  worker  should  regard  abortion  as  biologically. 
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medically,  psychologically,  and  socially  harmful. 
Corresponding  to  the  principles  of  socialist  humanism 
and  medical  knowledge,  human  life  must  be  respected 
from  its  beginning"  (137). 

East  German  Professor  K-H.  Mehlan  states  the  reasons 
for  which  the  communist  countries  of  Eastern  Europe 
weakened  their  abortion  laws  as,  first,  no  highly  effec- 
tive contraceptives  were  abailable  at  that  time  and 
second,  a  desire  to  wage  an  intensive  compaign  against 
illegal  abortion.   He  goes  on  to  say,  however,  that 
"Legalizing  abortion  does  not  mean  a  permanent  solution 
to  the  problem;  the  People's  Republics  have  noted  this 
too.   Criminal  abortion  will  be  combated  in  the  future 
in  the  following  ways: 

1.  Promotion  of  the  desire  to  have  children  by  a 
generous  family  policy. 

2.  Establishment  of  counseling  centers  for  contra- 
ception to  enable  each  woman  to  prevent  an 
unwanted  pregnancy;  this  is  meant  as  a  measure 
of  health  protection. 

3.  Promotion  of  sex  education  aiming  at  appropriate 
attitudes  between  sexes"  (102). 

Bucic  and  Knezevic,  speaking  of  abortion  as  a  means 
of  birth  control  in  Yugoslavia  state:   "In  comparison  to 
other  methods  of  birth  control,  interruption  of  pregnancy 
represents  the  most  grave  and  dangerous  method  because 
of  its  expansiveness  and  its  consequences"  (23). 

Budvari,  speaking  in  regard  to  legal  abortion  in 
Hungary  and  its  value  as  a  birth  control  measure  and  in 
Hungary's  efforts  against  illegal  abortion  concludes  "It 
appears  to  us  that  the  best  solution  is  not  the  'liberal- 
ization' of  abortion,  but  the  use  of  contraceptives, 
particularly  oral  contraceptives.   This  way  appears  to  us 
to  be  more  humane,  more  ethical,  and  more  'medical'  than 
'authorized  abortion'"  (24). 

WESTERN  EUROPE 

The  abortion  laws  of  non-communist  Europe  are  gen- 
erally of  three  types:   those  which  restrict  abortion 
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except  in  life-saving  circumstances,  as  in  France,  Aus- 
tria, and  Germany;   those  which  permit  abortion  for  cer- 
tain more  or  less  broad  medico-social  reasons,  as  well 
as  eugenic  reasons  and  instances  of  pregnancy  follow- 
ing sexual  offenses  --  these  types  of  laws  exist  in  Scan- 
dinavia (18,19,68,140,163).   The  third  type  of  law  is 
found  in  Great  Britain  which  has  gone  beyond  the  Scand- 
inavian models  to  permit  abortion  for  a  unique  quasi- 
social  reason,  although  it  seems  clear  that  the  legis- 
lators did  not  wish  to  approve,  literally,  of  abortion 
on  demand  (3,95)  . 

The  British  Abortion  Act  1967  permits  abortion  on 
four  grounds: 

a.  (if)  the  continuance  of  the  pregnancy  would 
involve  risk  to  the  life  of  the  pregnant 
woman  greater  than  if  the  pregnancy  were 
terminated;  or 

b.  that  it  would  involve  risk  of  injury  to  the 
physical  or  mental  health  of  the  pregnant 
woman  greater  than  if  the  pregnancy  were 
terminated;  or 

c.  that  it  would  involve  risk  or  injury  to  the 
physical  or  mental  health  of  any  existing 
children  of  the  pregnant  woman's  family 
greater  than  if  the  pregnancy  were  terminated 

d.  that  there  is  substantial  risk  that  if  the 
child  were  born  it  would  suffer  from  such 
physical  or  mental  abnormalities  as  to  be 
seriously  handicapped  (95) . 

A  provision  for  conscientious  objection  on  the  part 
of  the  physician  is  present  in  that  "no  person  shall  be 
under  any  legal  duty  to  participate  in  any  treatment 
authorized  by  the  Act  to  which  he  has  a  conscientious 
objection  unless  the  treatment  is  necessary  to  save  the 
life  or  prevent  grave  permanent  injury  to  physical  or 
mental  health  of  a  pregnant  woman"  (95). 

Although  fetal  age  is  not  soecifically  mentioned 
in  the  Act,  it  is  commonly  understood  to  restrict 
abortions  to  fetuses  of  less  than  twenty-eight  weeks, 
as  specified  in  the  Infant  Life  Act  of  1929. 
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It  may  be  interesting  to  mention  a  few  opinions 
of  the  British  Medical  Defence  Union  on  the  interpre- 
tations of  the  Act's  provisions  likely  to  protect  the 
physician  from  civil  or  criminal  proceedings.   If,  for 
example,  a  physician  who  conscientiously  objects  to 
abortion  is  confronted  by  a  pregnant  woman  he  should 
(to  be  "safe")  ask  himself  the  question:  "Might  this 
be  a  case  where  abortion  could  be  lawful  and  in  which 
my  opinion  to  the  contrary  could  be  challenged  on  the 
ground  that  my  good  faith  was  impaired  by  my  conscien- 
tious objection?" (95).   If  the  answer  is  in  the  affirma- 
tive, the  gynecologist  must  refer  the  woman  to  a 
colleague  "untroubled  by  conscientious  objection"  (95). 

Again  in  the  opinion  of  the  Medical  Defence  Union 
while  the  consent  of  the  woman  is  always  required  prior 
to  abortion,  that  of  her  husband,  while  it  should  be 
sought,  is  not  essential  even  if  he  strongly  objects  to 
the  abortion.  Also,  in  the  case  of  a  girl  between  the 
ages  of  16  and  21,  the  physician  may,  only  with  the 
girl's  permission,  seek  the  consent  of  her  parents  for 
the  abortion  but  such  consent  is  not  essential.   If  the 
girl  is  under  age  16,  the  physician  should  in  all  cases 
inform  her  parents  and  ask  their  consent  for  the  opera- 
tion but,  again,  such  consent  is  not  deemed  essential. 
In  the  last  case  the  Union  admits  the  possibility  of 
the  parents  suing  the  abortionist  for  assault  upon 
their  daughter  but  feels  that  "it  is  very  improbable 
that  such  a  claim  would  be  upheld"  (3) . 

More  than  one  year  after  the  British  law  was 
enacted,  the  Royal  College  of  Obstetricians  and 
Gynecologists  reported  on  a  questionaire  of  members 
concerned  with  its  functioning.   In  the  same  issue  of 
^^^  British  Medical  Journal  an  editorial  concerning 
the  report  noted  that  --Ut  appears  from  the  report, 
consultants  are  agreeing  to  terminate  every  pregnancy 
on  request  without  serious  question,  not  because  they 
believe  in  that  course,  but  because  the  brevity  of 
their  decision  allows  proper  time  for  the  treatment  of 
other  patients  and  the  teaching  of  staff  and  students. 
If  abortion  on  demand  was  made  legal  that  would  not 
make  it  ethical"  (34) . 
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The  editorial  continues:   "It  is  fashionable  nowa- 
days to  speak  of  a  'failure  of  communication'  if  people 
do  something  that  seems  against  all  reason  and  their 
own  interests  when  a  better  course  is  known.   But  the 
fact  is  that  many  people  are  unreasonable  and  lack  any 
sort  of  foresight.  They  may  well  be  the  most  likely 
to  neglect  contraception  measures  and  to  think  abortion 
will  brighten  their  day  as  harmlessly  as  a  shampoo"  (34). 

ASIA 

Of  the  three  most  populous  nations  of  Asia--China, 
Japan  and  India- -the  former  two  appear  to  have  de_  facto 
abortion  on  demand.   India  permits  abortion  only  when 
there  is  risk  to  the  physical  or  mental  health  of  the 
woman  (31,201).   While  little  has  been  published  con- 
cerning the  Chinese  statute  on  abortion,  their  practice 
of  open  abortion  is  fairly  well  recognized  (176).  The 
Japanese  Eugenic  Protection  Law  of  1948,  as  amended  in 
1949,  is  on  the  other  hand,  quite  well  known  and  similar 
to  Scandinavian  abortion  laws  in  that  it  permits  abort-" 
ion  when  the  woman's  "health  may  be  affected  seriously 
by  continuation  of  pregnancy  or  by  delivery  from  the 
physical  or  economic  viewpoint"  (160) .  There  is  pre- 
sently a  major  effort  in  progress  in  the  Japanese  Diet 
to  impose  major  restrictions  on  abortion  in  that 
country  (202) . 

Manabe  has  commented  that  the  unsettled  social 
conditions  which  were  a  feature  of  the  postwar  period 
in  Japan,  coupled  with  the  infrequent  use  of  the 
relatively  crude  contraceptives  then  available  were 
both  factors,  along  with  the  high  incidence  of  pulmon- 
ary tuberculosis  as  a  complication  of  pregnancy,  in  the 
enactment  of  the  Japanese  abortion  law  (91).   It  is 
conceded  by  several  authors  that  broad  interpretation 
of  the  "economic  hazard"  clause  witholds  abortion  in 
Japan  from  essentially  no  one  (91,  160,  164).   Indeed, 
the  total  number  of  abortions  in  Japan  each  year  is 
estimated  to  be  at  least  3-4  times  the  reported  number 
of  700,000  to  900,000  due  to  tax  cheating  by  the 
approximately  12,500  specially  trained  MD-abortionists 
(203) .  Tax  officers  are  now  trying  several  tricks  to 
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prevent  an  evasion  of  taxes  by  the  abortionists.   For 
example,  they  have  turned  to  investigation  of  the  amount 
of  barbiturates  bought  by  a  doctor  and  they  then  esti- 
mate the  number  of  abortions  that  are  performed  under 
barbiturate  anesthesia.   Unfortunately,  these  same 
doctors  are  now  using  other  forms  of  anesthesia  in  their 
ongoing  fight  to  pay  less  taxes  (203). 
UNITED  STATES 

Prior  to  1967,  essentially  all  of  the  fifty  states 
prohibited  induced  abortion  except  where  the  mother's 
life  was  in  jeopardy  (52).   The  American  Law  Institute, 
m  1959,  recommended  in  its  Model  Penal  Code  that 
abortion  be  legally  justified  by  any  of  three  grounds: 

(1)  when  continuance  of  the  pregnancy  would  gravely 
impair  the  physical  and  mental  health  of  the  mother-- 

(2)  when  the  child  would  be  born  with  a  grave  physical 
or  mental  defect-- (3)   wheti  the  pregnancy  resulted  from 
rape,  incest,  or  felonious  intercourse,  including  illic- 
it intercourse  with  a  girl  under  the  age  of  sixteen  (52). 
They  recommended  that  abortion  on  these  grounds  be  per- 
formed only  by  a  licensed  physician  and  only  after 
consultation  with  at  least  one  colleague  (144).   In  the 
years  prior  to  1967  these  recommendations  were  consider- 
ed and  rejected  by  the  legislatures  of  Illinois,  Minne- 
sota, New  York  and  New  Hampshire  (52). 

Colorado,  on  April  25,  1967,  enacted  an  abortion 
law  modeled  after  the  A.L.I,  proposal,  but  only  after 
considerable  "modeling  of  public  opinion"  in  that  state 
by  its  proponents  (41).   Since  Colorado's  relaxation, 
twelve  other  states  have  adopted  similar  laws,  and  4, 
Hawaii,  Alaska,  Washington  and  New  York  have  adopted 
new  laws  which  allow  abortion  on  demand  (88). 

Because  these  latter  state  laws  are  more  permissive 
than  any  abortion  laws  in  the  world,  they  will,  as 
represented  by  the  New  York  law,  be  presented  here: 

The  people  of  the  State  of  New  York  represented 
in  Senate  and  Assembly  do  enact  as  follows: 

Section  1.   Subdivision  three  of  section  124.05 
of  the  penal  law  is  hereby  amended  as  follows. 
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3.   "Justifiable  abortional  act."  An  abortion- 
al  act  is  justifiable  when  committed  upon  a 
female  with  her  consent  by  a  duly  licensed 
physician  acting  (a)  under  a  reasonable  belief 
that  such  is  necessary  to  preserve  her  life, 
or,  (b)  within  twenty-four  weeks  from  the 
commencement  of  her  pregnancy.  A -pregnant 
female's  commission  of  an  abortion  act  upon 
herself  is  justifiable  when  she  acts  upon 
advice  of  a  duly  licensed  physician  (1)  that 
such  act  is  necessary  to  preserve  her  life,  or, 
(2)  within  twenty-four  weeks  from  the  commence- 
ment of  her  pregnancy.  The  submission  by  a 
female  to  an  abortional  act  is  justifiable 
when  she  believes  that  it  is  being  committed 
by  a  duly  licensed  physician  acting  under  the 
reasonable  belief  that  such  act  is  necessary 
to  preserve  her  life,  or,  within  twenty-four 
weeks  from  the  commencement  of  her  pregnancy. 

2.  This  act  shall  take  effect  July  first, 
nineteen  hundred  seventy  (155) . 

Distinctive  features  of  this  law  include:  (1) 
attempts  at  self  abortion  "upon  the  advice  of  a  duly 
licensed  physician"  are  permitted-- (2)  demand  of  the 
pregnant  woman  is  a  sufficient  ground  for  abortion  up 
to  twenty-four  weeks  pregnancy-- (3)  there  are  no  pro- 
visions regarding  the  age  of  consent,  place  of  abortion, 
common  basis  for  determining  gestational  age  of  the 
fetus,  or  any  other  legal  problems  likely  to  spring 
from  its  implementation,  including  the  liability  of 
the  physician  or  hospital  that  conscientiously  objects 
to  the  performance  of  abortion. 

The  Medical  Society  of  the  State  of  New  York 
opposed  enactment  of  this  bill  (79).   Subsequent  to  its 
enactment,  the  MSSNY  felt  it  necessary  to  discuss 
certain  points  in  its  "Abortion  Guidelines"  (paraphrased 
--except  where  quoted) : 

A.  The  term  abortion  applies  only  to  the  end 
of  the  20th  week  of  gestation  (four  weeks 
earlier  than  the  legal  deadline.) 
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B.  After  20  weeks,  emptying  the  uterus 
"constitutes  an  actual  birth  process." 

C.  The  phrase  "within  twenty-four  weeks  from 
commencement  of  her  pregnancy  "would  be  con- 
fusing because  the  "exact  date  when  pregnancy 
begins  cannot  be  determined  accurately." 

D.  "Where  the  infant  is  born  alive,  a  birth 
certificate  is  required.   The  subsequent  death 
of  such  an  infant  necessitates  the  filing  of 
the  usual  death  certificate"  (emphasis  ours). 

E.  "Because  the  chances  of  fetal  survival  in- 
creases each  week,  abortive  acts  should  not 

be  initiated  after  the  20th  week  gestation." 

F.  "THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK  WOULD  LIKE  TO  CAUTION  ALL  PHYSICIANS  THAT 
AN  ABORTION  PERFORMED  AFTER  THE  TWELFTH  WEEK 

OF  GESTATION  IS  FRAUGHT  WITH  TREMENDOUS  DANGER." 
(emphasis  is  theirs)  (79) . 

THE  ABORTION  REFERENDA 

In  the  November  7,  1972,  general  election,  voters 
in  both  Michigan  and  North  Dakota  overwhelmingly  de- 
feated abortion-on-demand  proposals.   The  two  proposals, 
which  would  have  allowed  abortion  up  to  the  twentieth 
week  in  both  states,  were  defeated  by  a  walloping  61.3% 
to  38.7%  in  Michigan  and  77%  to  23%  in  North  Dakota 
(232,205). 

These  decisive  votes  will  undoubtedly  play  a  major 
role  in  future  abortion  policy  decisions.   In  essence, 
they  represent  a  public  opinion  poll  of  over  3%  million 
people.  Not  one  single  precinct  in  North  Dakota  favor- 
ed abortion  and  only  2  out  of  83  counties  in  Michigan 
did  so  and  those  were  two  of  the  most  wealthy  counties 
in  the  state  (205) .   Interestingly  enough,  only  1/6 
of  the  population  of  North  Dakota  and  24%  of  the  Mich- 
igan population  is  Catholic  (232,205).   It  is  obvious 
that  people  in  general  reject  abortion  and  whether 
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one  is  or  one  is  not  Catholic  does  not  seem  to  make 
a  great  deal  of  difference. 

The  results  of  these  two  referenda  are  nearly  un- 
known to  the  American  people  because  the  media  did  not 
find  them  newsworthy.   In  May,  1972,  both  the  Assembly 
and  the  Senate  of  the  State  of  New  York  voted  to  repeal 
that  state's  two-year-old  abortion-on-demand  up  to 
24  weeks  law.   This  repeal  was  later  vetoed  by  Governor 
Nelson  Rockefeller  (204).  This  too  was  virtually  ig- 
nored by  the  press. 

The  American  people  are  beginning  to  speak  out 
against  the  legalized  destruction  of  defenseless  unborn 
humans.   Soon,  it  is  hoped,  those  in  power  will  begin 
to  listen  to  the  people. 
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-  3  - 

INDICATIONS  FOR  INDUCED  ABORTION 


The  "medical"  indications  for  induced  abortion 

m  no3'^^'^f '^''^  ^2^'^  '^^""  headings:  (A)  medical, 
CBJ  potential  deformity  of  the  unborn  child  and  (C) 
psychiatric.   Each  of  these  will  be  considered  separate- 
ly m  that  order.  ^ 

MEDICAL 

Medical  science  has  made  truly  great  advances  over 
the  last  30  years  and,  as  a  result,  it  is  now  highly 
unlikely  that  any  pregnancy  will  be  so  hazardous  as  to 
necessitate  its  termination.   In  fact,  there  are  few 
medical  conditions  which,  in  the  present  state  of  medicine 
comprise  automatic  indications  for  abortion  (22  38) 
Toxemia  of  pregnancy,  diabetes,  hypertension,  pulmonary 
tuberculosis,  acute  rheumatic  fever  and  congential  heart 
detects  were  all,  in  times  gone  by,  considered  good  indic- 
ations for  abortion.   Now,  with  our  up-to-date  knowledge, 

r^«/^^J^^  ^''!  "'^'■^^^^  ^°  S^^^^  ^^^^  they  require  abortion 
l^8J.   To  indicate  just  how  rare  this  really  is  Dr 
Denis  Cavanaugh,  former  Chairman  of  the  Department  of 
Obstetrics  and  Gynecology  at  the  St.  Louis  University 
School  of  Medicine  and  the  former  Director  of  the  obstet- 
ric service  at  St.  Louis  City  Hospital,  recently  report- 
ed that  between  July  1,  1966  and  July  1,  1968,  there 
were  5,102  deliveries  without  a  single  maternal  death 
tSt.  Louis  City  Hospital  serves  the  medically  under- 
privileged almost  exclusively  and  one  would  expect  a 
high  maternal  mortality  rate).   During  this  two  year 
period,  only  one  abortion  was  considered  necessary  to 
save  the  life  of  the  mother  (25). 

Let  it  be  said  that  there  may  be  very  rare  and 
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very  individual  situations  in  which  a  pregnancy  may  have 
to  be  terminated  because  the  mother's  life  is  imperiled. 
When  this  situation  arises,  it  poses  one  of  the  most 
difficult  decisions  in  medicine  and  always  represents 
an  unpleasant  endeavor.   When  the  death  of  one  of  your 
patients  is  the  only  alternative  available,  then  the 
decision  weighs  heavily. 

POTENTIAL  DEFORMITY  OF  THE  UNBORN  CHILD 

There  is  fast  developing  a  public  hysteria  which 
calls  for  the  destruction  of  the  unborn  child  because 
he  may  be  born  with  a  physical,  mental  or  motor  handicap. 
This  has  come  about  primarily  because  of  recent  uninform- 
ed publicity  given  to  Rubella  (German  Measles)  as  a 
cause  of  such  deformities.   We  must  acknowledge  this 
hysteria  and,  in  face  of  it,  look  soberly  at  the  problem. 

Women  in  the  child-bearing  age  will  not  all  con- 
tract german  measles  if  they  come  into  contact  with  the 
disease.   In  fact,  80-90%  of  these  women  are  immune  and 
will  never  contract  the  disease  (10).  This  large  per- 
centage of  women  have  nothing  to  be  concerned  about. 
With  appropriate  use  of  the  new  Rubella  vaccine 
(licensed  for  use  in  1969  by  the  FDA),  the  remaining 
10-20%  will  also  be  removed  from  the  "at  risk"  category 
(25) --a  point  seldom  mentioned  by  proponents  of  abortion. 

The  incidence  of  congenital  deformities  resulting 
from  Rubella  infection  during  pregnancy  has  been  knowing- 
ly distorted  to  make  a  case  for  relaxing  the  abortion 
law.   It  is  imperative  then  that  we  take  a  closer  look 
at  this. 

Moloshok  reviewed  15  prospective  studies  which 
were  done  to  elucidate  the  true  incidence  of  deformity 
resulting  from  maternal  infection.  He  found  that  the 
overall  incidence  for  the  first  trimester  of  pregnancy 
(first  12  weeks)  was  16.9%;  23.4%  in  the  first  month, 
21.3%  in  the  second  month  and  10.4%  in  the  third  month. 
After  three  months,  there  was  no  increased  incidence  of 
deformites  (113).   Dr.  Harvey  of  the  State  Department 
of  Health  in  Indiana  and  Dr.  Thompson  of  the  Department 
of  Obstetrics  and  Gynecology  at  the  Indiana  University 
School  of  Medicine  gave  evidence  before  a  legislative^ 
committee  to  study  the  Indiana  abortion  law.   They  point- 
ed out  that  in  the  1964  Rubella  epidemic  there  were 
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280  cases  of  German  measles  in  the  first  trimester  of 
pregnancy.  Of  these,  there  were  only  43  babies  (15.4%) 
who  had  deformities  (25) .  — ' 

John  L.  Sever,  M.D.,  Ph.D.,  and  his  associates  ac 
the  National  Institutes  of  Health,  studied  the  1964 
Rubella  epidemic.   Of  the  6,161  women  in  that  study, 
54  contracted  rubella  in  the  first  trimester  of  Pg. 
Serologic  methods-by  far  the  most  accurate  means  of 
detecting  Rubella-were  used  to  make  the  diagnoses. 
Of  this  number,  8  had  induced  abortions  and  46  continued 
to  term  and  delivery.   Of  these  46,  5,  or  approximately 
10%,  gave  birth  to  babies  with  anomalies  (234). 

Rendle-Short  reported  that  of  those  children  who 
are  affected:   (1)  50%  have  partial  to  complete  hearing 
loss,  but  that  most  of  them  can  be  corrected  or  improved 
by  a  hearing  aid;  (2)  just  under  50%  have  some  form 
of  congenital  heart  defect--the  most  common  of  which 
is  patent  ductus  arteriosus  (P.D.A.).  An_  of  these 
defects  are  potentially  curable  by  modern  surgical 
techniques  especially  P.P. A.;  (3)  30%  have  cataracts 
which  are  often  unilateral  and  most  affected  children 
have  fair  vision;  (4)  mental  retardation,  while  it  is 
often  severe  when  present,  is  only  present  in  1.5% 
(not  much  greater  than  the  overall  incidence  of  1% 
within  a  given  community)  (139).   Spontaneous  abortions 
and  still  births  are  increased  and  some  severely  affected 
children  will  die  within  the  first  months  after  birth. 
Rendle-Short  states  emphatically  that  "when  presented 
with  the  true  situation,  most  parents  will  not  press 
for  termination  of  pregnancy" (139) . 

Amniocentesis  has  been  presented  as  the  SUPER- 
diagnostic  tool  in  which  to  determine  fetal  deformity 
early.   However,  the  risks  of  provoking  early  labor  or 
stabbing  the  child's  body  with  the  needle  are  not 
mentioned.   Indeed,  it  is  not  100%  effective.   Normal 
children  have  been  aborted  on  the  basis  of  test  results 
(80,111)  and  normal  babies  have  been  born  after  the 
parents  were  told  they  should  have  an  abortion  because 
amniocentesis  revealed  the  child  to  be  deformed  (55). 
In  fact,  something  as  seemingly  simple  as  the  prenatal 
determination  of  the  unborn  child's  sex  cannot  be 
achieved  with  100%  accuracy  (233)  . 

In  any  case,  to  adopt  this  policy  would  mark  a 
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drastic  departure  from  responsible  medical  and  social 
ethics.   No  longer  would  the  medical  profession  be 
oriented  towards  the  individual  and  his  problem  (in 
this  case,  the  unborn  child).   In  NO  WAY  can  abortion 
be  called  therapeutic  for  the  unborn  child,  for  there 
is  no  tomorrow  for  the  aborted  baby.   IVhile  it  is 
comforting  to  feel  that  abortion  is  being  performed  for 
the  sake  of  the  child,  honesty  requires  us  to  recognize 
that  we  perform  it  for  adults. 

PSYCHIATRIC 

In  Colorado,  71.5%  of  all  abortions  are  being  done 
for  psychiatric  reasons  (42).  The  similar  figures  for 
California  and  Oregon  are  90%  and  97%  respectfully  (9, 
124).   One  would  get  the  impression  that  mental  illness 
in  the  pregnant  woman  is  extremely  common  and  very 
serious  when  present.  However,  in  fact,  in  all  of  these 
states,  the  "mental  health"  clause  has  distinctly  been 
abused.   This  abuse,  Doctor  Cavanaugh  says,  has  led  to 
a  decline  in  the  quality  of  patient  care  and  a  gross 
dishonesty  in  medical  practice  --  particularly  psychiatry 
(25).   We  must,  therefore,  look  carefully  at  the  psychi- 
atric problems  associated  with  pregnancy. 

Noyes  and  Kolbe's  textbook  of  psychiatry  states 
that  "experience  does  not_  show  that  pregnancy  and  the 
birth  of  the  child  influence  adversely  the  course  of 
schizophrenia,  manic  depressive  illness  or  the  majority 
of  psychoneuroses"  (120).   On  the  other  hand,  those 
psychoses  which  are  initiated  by  pregnancy  rarely  per- 
sist.  Patients  tend  to  recover  after  a  comparatively 
short  period  of  time  and  in  some  cases  may  recover 
spontaneously  before  full  term  is  reached.   Women  who 
show  permanent  impairment  of  mentality  following 
childbirth  belong  to  the  class  of  potentially  psychotic 
for  whom  pregnancy  is  merely  an  ancillary  factor  m  the 
pathogenesis  of  the  psychosis  (5).   In  such  women,  an 
induced  abortion  cannot  be  curative  and  it  may  have 
unresoved  conflicts  with  guilt  and  added  depression 
which  is  more  harmful  than  the  continuation  of  the 
pregnancy  (7 ,12,48,57,69) -- (see  section  on  complications 
--psychiatric  sequelae) . 

There  is  evidence  to  suggest  that  serious  mental 
disorders  arise  following  abortion  more  often  m  women 
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with  real  psychiatric  problems  and  that  paradoxically, 
the  very  women  for  whom  legal  abortion  may  seem  justifi- 
able are  also  the  ones  for  whom  the  risk  is  highest  for 
post-abortion  psychic  insufficiency  (44,  69). 

It  should  be  pointed  out  that  suicide  in  the  preg- 
nant woman  is  extremely  rare.   In  fact,  it  is  about 
l/6th  the  rate  seen  in  nonpregnant  women  of  the  same  age 
(141).   Furthermore,  as  Asche  pointed  out,  it  is  virtu- 
ally impossible  to  ascertain  accurately  whether  a  woman 
is  suicidal  (43).   In  the  State  of  Minnesota,  the 
Minnesota  Maternal  Mortality  Committee,  reported  only 
14  suicides  associated  with  pregnancy  in  well  over  1.5 
million  live  births  between  1950-1966  (11).   (The 
Minnesota  Maternal  Mortality  Committee  studies  in 
"^Qt^ail  all  deaths  in  women  which  occur  during  pregnancy 
or  within  a  period  90  days  following  delivery) .   Ten 
of  these  14  had  delivered  before  the  suicide,  and  all 
14  were  married  (11).   In  retrospect,  these  deaths 
probably  could  have  been  prevented  if  adequate  psychi- 
atric care  had  been  obtained  and  utilized  (15).   In 
Philadelphia,  in  100  successful  suicides. in  women  who 
had  autopsies,  not  one  was  pregnant  (207).   The  explana- 
tion of  why  so  few  pregnant  women  commit  suicide  appears 
to  be  that  women  --  including  the  unwed  --  receive  a 
good  deal  more  attention  from  society  when  pregnant  than 
when  not  pregnant.  Also,  there  may  be  certain  physiolo- 
gic and  instinctive  factors  which  manifest  themselves 
in  greater  maternal  protectiveness  (15,141). 

Eminent  psychiatrists  from  throughout  the  world 
agree  that,  if  al]^  the  evidence  is  taken  into  careful 
consideration,  few  neurotic  or  psychotic  women  are 
gver  benefited  by  termination  of  pregnancy  and  that 
the  few  that  would  be  are  extremely  difficult  to 
select  (5,7,12,15,37,39,48,57,58,69,72,74). 

When  abortion  is  substituted  for  adequate  psychi- 
atric care  (and  there  is  much  evidence  to  suggest  that 
this  is  happening--9,42,124),  then  there  is  a  distinct 
danger  of  minimizing  established  psychotherapeutic 
principles  (58) .   Unfortunately,  it  is  the  distressed 
woman  who  ultimately  faces  the  full  impact  of  this 
minimization.   She  is  the  one  who  cries  out  for  help 
and  she  is  also  the  one  who  is  turned  away. 
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TECHNIQUES  OF  INDUCED  ABORTION 


Potts  has  reported  on  the  many  ways  of  producing 
an  abortion  in  a  pregnant  woman,  many  of  them  of  only 
theoretical  utility  (136).   He  has  described  certain 
medical  methods,  including  agents  that  destroy  the 
fetus  or  placenta  such  as  x-rays,  antimitotics  and 
antimetabolites,  together  with  agents  that  interfere 
with  the  maternal  reaction  to  pregnancy  such  as  monoa- 
mine oxidase  inhibitors,  non-steroidal  estrogens,  and 
immunological  methods  (136).   Recent  reports  by  Karim 
and  Roth-Brandel  and  others  reveal  their  use  of  a  new 
abortifacient  agent,  prostaglandins,  which  when  ad- 
ministered by  continuous  intravenous  drip  usually 
induces  premature  labor  and  results  in  abortion.   Its 
side  effects  are  presently  being  studied  (76,77). 

Surgical  techniques  of  abortion  are  of  three  gen- 
eral types:   (1)  scraping  out  or  sucking  out  the  fetus 
and  its  membranes  from  the  uterus  through  the  cervix 
and  vagina  after  the  cervix  has  been  dilated  with  an 
instrument;  (2)  stimulation  of  premature  labor  and 
delivery,  with  or  without  ensuring  the  death  of  the 
fetus  before  delivery;  and  (3)  hysterotomy,  or  direct 
surgical  incision  into  the  uterus  with  removal  of  the 
fetus,  membranes  and  placenta  (136). 

Presently  available  tests  for  pregnancy  are 
usually  unreliable  until  at  least  two  weeks  after  a 
missed  menstrual  period,  meaning  that  the  human  embryo 
is  at  least  four  weeks  old  when  its  existence  is  first 
discernible.   One  factor  which  frequently  tends  to 
delay  the  diagnosis  of  pregnancy  is  the  slight  vaginal 
bleeding  often  seen  in  early  pregnancy  and  which  the 
pregnant  woman  may  mistake  for  a  menstrual  period. 
Another  such  delaying  factor  is  the  more  or  less 
constitutional  menstrual  irregularity  which  may  lead  a 
woman  to  accept  the  absence  of  menstrual  period  for  a 
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month  or  more. 

During  the  first  twelve  weeks  of  pregnancy,  corre- 
sponding in  practice,  therefore,  to  an  embryonic-fetal 
age  of  four  to  twelve  weeks,  abortionists  rely  upon 
dilatation  of  the  cervix  and  sharp  curettage  alone  or 
suction  curettage,  which  is  usually  followed  by  sharp 
curettage  to  ensure  that  no  remnants  of  the  fetus  are 
left  behind  (130).   In  this  procedure  the  woman  is 
placed  on  her  back  on  the  operating  table,  her  knees 
apart  and  hips  and  knees  bent.   She  may  be  given  general 
anesthesia,  local  anesthesia--by  injections  alongside 
the  cervix  (usually  the  only  pain-sensitive  structure 
involved)  or  no  anesthesia,  depending  on  the  size  of 
the  uterus  and  cervix,  the  ease  with  which  it  dilates, 
the  age  of  the  fetus  (and  therefore  its  size),  and  the 
preference  of  the  operating  doctor  (4,78,176). 

The  vagina  is  then  cleansed  with  an'antiseptic 
solution.   A  toothed  instrument  is  clamped  onto  the 
cervix  which  is  pulled  toward  the  operator.   The  canal 
through  the  cervix  is  found  with  a  long  thin  instrument 
called  a  sound,  and  then  widened,  usually  by  passing  a 
series  of  progressively  larger  probes  or' dilators 
through  it  until  it  can  admit  the  sharp  curved  curette 
or  the  tubular  suction  curette.   Curettes  for  abortion 
range  in  size  from  3.5  mm  to  15mm  or  about  1/8  inch  to 
5/8  inch,  the  larger  sizes  being  necessary  to  tear 
through  and  scrape  or  suck  out  the  tissues  of  the  fetus, 
placenta,  and  membranes  in  the  later  stages  of  this 
first  twelve  week  period  of  gestation  (78).   During  the 
period  from  the  fourth  through  the  twelfth  week  of 
pregnancy  the  fetus  has  grown  from  1/5  inch  to  3  1/2 
inches,  has  differentiated  its  organ  systems,  has  arms 
and  legs,  has  fingers  and  toes  each  provided  with  nails. 
Centers  for  bony  development  have  appeared  and  begun 
to  deposit  bone  in  the  skeleton  which  has  been  cartilage 
up  to  now  (43) .   It  may  be  of  interest  to  the  reader  to 
read  from  the  respected  Williams  Obstetrics,  thirteenth 
edition,  1966,  page  192:   "A  fetus  born  at  this  age  may 
make  spontaneous  movements  if  still  within  the  amniotic 
sac  or  if  immersed  in  warm  saline."  (43). 

If  sharp  curettage  has  been  done,  the  pieces  of 
the  fetus  with  its  membranes  are  placed  on  a  sponge  or 
in  a  pan  and  sent  to  the  pathologist  for  identification. 
In  suction  curette  equipment  there  is  usually  a  glass 
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jar  placed  in  line  with  the  suction  apparatus. so  that 
fetal  parts  will  be  trapped  and  not  interfere  machinery 
(78).   In  this  case  the  glass  bottle  is  simply  unscrewed 
and  sent  to  the  pathologist. 

Stimulation  of  premature  delivery,  by  a  variety  of 
means,  is  the  method  of  choice  by  those  v\'ho  abort  women 
pregnant  for  more  than  twelve  weeks  (129).   Dilatation 
and  curettage  is  not  used  after  about  twelve  weeks 
gestation  because  it  becomes  prohibitively  dangerous 
due  to  the  larger  size  of  the  fetus  and  uterus,  each 
now  with  larger  blood  vessels.   The  uterine  wall  is 
becoming  progressively  softer  and  thinner,  the  more 
likely  to  be  perforated  by  a  hard  instrument.   The 
fetal  skeleton  is  becoming  harder  and  the  fetus  more 
difficult  to  remove. 

Stimulation  of  effective  uterine  contractions, 
essentially  the  stimulation  of  premature  labor,  may 
be  accomplished  by  injecting  a  variety  of  substances 
into  the  uterine  cavity,  either  inside  of  or  outside 
of  the  fetal  membranes  themselves.   Most  commonly  used 
are  concentrated  salt  (abandoned  by  the  Japanese  as 
unsafe  after  1950),  sugar,  and  formaldehyde  solutions 
(4,  136),  irritant  soaps,  pastes  (173),  and  rivanol 
(a  mild  antiseptic  widely  used  in  Japan)  (91). 

Schiffer  (146)  has  reported  on  the  technic  used 
in  28  abortions  ranging  from  14  to  24  weeks  gestation. 
The  woman's  abdomen  was  washed  and  prepared  with 
antiseptic.  Then,  under  local  anesthesia  a  long 
needle  was  inserted  through  the  abdominal  wall,  through 
the  uterine  wall  and  into  the  amniotic  sac  surrounding 
the  fetus.   As  much  of  the  fluid  in  this  sac  as  possible 
was  withdrawn  through  the  needle,  and,  when  possible, 
an  equal  amount  of  sterile  salt  solution  was  then  in- 
jected and  the  needle  withdrawn  (146).   Labor  pains 
began,  on  the  average,  27.5  hours  after  injection  and 
the  fetus  was  delivered  an  average  of  11  hours  later 
(146).   Some  of  Schiffer 's  patients  received  intra- 
venous oxytocin  (a  drug  used  to  strengthen  uterine 
contractions)  during  the  abortion  (146).   It  is  note- 
worthy that  the  reason  that  these  substances  stimulate 
labor  is  not  yet  known  (91,146). 

During  the  period  from  twelve  to  twenty-four  weeks 
gestation  the  fetus  grows  to  be  about  13  inches  long, 
weighing  1  1/4  pounds,  with  hair  on  its  head,  wrinkles 
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in  its  skin  and  obvious  sex  organs.   Survival  of  this 
24-week  size  baby,  though  rare,  has  been  reported(43) . 

The  Japanese  often  use  a  mechanical  means  to 
stimulate  the  pregnant  uterus  to  start  labor  in  per- 
forming mid-trimester  abortions.   Manabe  reported  on 
the  use  of  the  metreurynter- -a  balloon  on  the  end  of  a 
flexible  tube  which  is  placed  through  the  cervix  between 
the  uterine  wall  and  the  fetal  membranes  (91).   The 
balloon  is  then  filled  with  3  to  10  ounces  of  sterile 
saline,  causing  it  to  become  lodged  in  the  uterus.  The 
flexible  tube  is  then  hooked  up  to  a  pulley  system 
between  the  woman's  legs  and  a  weight  of  1  to  2  pounds 
is  attached,  exerting  downward  traction  on  the  cervix. 
The  Japanese  feel  that  this  force  both  dilates  the 
cervix  and  stimulates  the  uterus  to  contract  in  an 
effort  to  expel  the  balloon  and  with  it  the  unborn  child 
(91).   The  average  time  from  metreurynter  inflation  to 
delivery  of  the  fetus  --  usually  alive  --  varies  widely 
but  one  report  gives  this  figure  to  be  about  26  hrs .  (91) 

Manabe  states  that  "the  ultimate  aim  in  abortion 
is  always  the  most  physiologic  delivery  of  the  fetus, 
to  ensure  the  safety  of  the  mother" (91).   He  has  found 
that  the  metreurynter  method  or  the  intrauterine  instill- 
ation of  0.1%  rivanol  offer  many  advantages  over  other 
methods  for  mid-trimester  abortions  because  "they  result 
in  a  far  more  physiologic  labor,  evidenced  by  the  fact 
that  the  fetus  is  normally  delivered  alive"  (91).   He~ 
points  out  that  "most  fetuses,  however,  die  shortly 
after  delivery  if  fetal  age  is  less  than  the  middle  of 
the  seventh  month.   Survival  of  the  fetus  even  several 
hours  after  delivery  would  pose  serious  moral  and 
ethical  dilemmas"  (91) . 

The  least  frequently  used  means  of  producing  an 
abortion  is  the  hysterotomy,  which  entails  incision 
into  the  uterus  and  removal  of  the  fetus (it  is  like 
a  small  c-section) .   This  method  is  used  in  pregnancies 
generally  over  14  weeks.   It  is  a  major  surgical  pro- 
cedure usually  done  through  an  abdominal  incision'. 
Up  to  about  16  weeks  of  pregnancy,  it  may  be  done 
through  the  vagina.   After  16  weeks  it  is  thought  to  be 
unsafe  vaginally  (136). 

A  British  gynecologist  R.F.R.  Gardner  has  pointed 
out  in  his  book  Abortion:  The  Personal  Dilemma, 
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abdominal  hysterotomy  "has  many  advantages  in  that  the 
view  is  good  and  bleeding  can  be  readily  controlled. 
However,  the  removal  of  a  perfectly  formed,  heart 
beating,  chest  moving,  limbs  waving  fetus  is  most 
repugnant  and  quite  literally  nauseating  procedure 
both  for  the  surgeon  and  the  theatre  nurse"  (219  at  p. 
216). 
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-  5  - 
MEDICAL  COMPLICATIONS  OF  INDUCED  ABORTION 


The  American  College  of  Obstetricians--G>Tiecologists 
has  stated:   "The  inherent  risks  of  a  therapetuic  abor- 
tion are  serious  and  may  be  life-threatening,  this  fact 
should  be  fully  appreciated  by  both  the  medical  pro- 
fession and  the  public.   In  nations  where  abortion  may 
be  obtained  on  demand,  a  considerable  morbidity  and 
mortality  has  been  reported" (46) . 

This  is  supported  by  a  statement  issued  by  the 
Royal  College  of  Obstetricians  -  Gynaecologists  (Great 
Britain):   "Those  without  specialists*  knowledge,  and 
these  include  mebers  of  the  medical  profession,  are 
influenced  in  adopting  what  they  regard  as  a  humanitarian 
attitude  to  the  induction  of  abortion  by  a  failure  to 
appreciate  what  is  involved.  They  tend  to  regard  in- 
duction of  abortion  as  a  trivial  operation,  free  from 
risk.   In  fact,  even  to  the  expert  working  in  the  best 
conditions,  the  removal  of  an  early  pregnancy  after 
dilating  the  cervix  can  be  difficult,  and  is  not 
infrequently  accompanied  by  serious  complications. 
This  is  particularly  true  in  the  case  of  the  woman 
pregnant  for  the  first  time.   For  women  who  have  a 
serious  medical  indication  for  termination  of  pregnancy, 
induction  of  abortion  is  extremely  hazardous  and  its 
risks  need  to  be  weighed  carefully  against  those  involved 
in  leaving  the  pregnancy  undisturbed.   Even  for  the 
relatively  healthy  woman,  however,  the  dangers  are 
considerable. "(254) . 

MORTALITY  RATES 

Obviously,  the  worst  complication  resulting  from 
a  legal  abortion  is  death  itself.   In  Table  I  you  will 
see  listed  the  legal  abortion  mortality  rates  for 
several  countries  which  have  eliminated  the  legal 
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safeguards  to  abortion. 

In  the  majority  of  countries,  a  woman  is  more 
likely  to  die  from  legal  abortion  than  she  is  if  she 
were  to  carry  the  pregnancy  to  term(this  is  in 
contradiction  to  what  proponents  of  abortion  would  have 
us  believe).   It  must  be  emphasized  that  these  figures 
are  for  legal  abortions,  performed  on  healthy  women 
by  licensed  physicians  in  fully  accredited  medical 
facilities.   The  tragedy  is  that  these  deaths  are 
preventable  simply  by  having  a  strong  abortion  law. 

TABLE   I 


LEGAL 

ABORTION  MORTALITY 

RATES 

Country 

Death: 

s/100,000 

State 

Legal 

Abortions 

Reference 

Finland 

66 

122 

Denmark 

41.4 

136 

Sweden 

39.2 

136 

Great  Britain 

30 

1 

Yugoslavia 

10 

75 

Hungary  * 

7 

161 

Czechoslov; 

akia  * 

2.5 

84 

Oregon 

13.9 

255 

Maryland 

40.5 

256 

New  York 

See  Text 

- 

California 

See  Text 

- 

*  Sir  Norman  Jeffcoate,  eminent  British  gynecolo- 
gist, has  given  reasons  for  beleiving  these  figures  to 
be  "politically  adjusted."  He  says,  "If  one  talks  to 
gynaecologists  from  Hungary  and  Czechoslovakia  when  they 
are  in  this  country  and  free  to  tell  the  truth,  they 
present  a  different  story,  one  which  fits  with  all  other 
professional  experience.   They  admit  that  deaths  occur... 
that  significant  illness  follows  in  3-15%  of  cases" 
(220)  . 
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NEW  YORK  CITY  ABORTION  INFORMATION 
IS  DIFFICULT  TO  EVALUATE 

Reliable  information  on  the  morbifity  and  mortality- 
rate  in  New  York  City  is  very  difficult  to  come  by  for 
the  following  reasons: 

1.  All  information  furnished  the  public  comes 
from  the  Public  Relations  Department  of  the 
Health  Services  Administration  of  New  York  City 
(211). 

2.  Immediately  after  Gordan  Chase  was  appointed 
Administrator  of  the  Health  Services  Administra- 
tion by  pro-abortionist  Mayor  John  Lindsey,  the 
New  York  Academy  of  Medicine  called  him 
"professionally  unqualified." (212) . 

3.  66%  of  abortions  performed  in  New  York  City 
are  done  on  non-residents(198) .   Subsequently 
follow-up  of  these  patients  is  very  poor. 

4.  There  is  absolutely  no  information  available 
on  New  York  City  abortions  that  are  performed 

on  women  in  doctor's  offices (198) . 

5.  Gordon  Chase,  in  referring  to  New  York  City 
abortion  related  deaths,  openly  admits  that 
"we  undoubtedly  miss  some  of  them(216)." 

6.  A  number  of  deaths  to  women  aborted  in 
New  York  City  have  been  reported  outside  of 
New  York  State  which  are  not  included  in  the 
Health  Department  Statistics (150) .   The  actual 
number  will  always  be  unknown. 

7.   The  fewest  number  of  induced  abortion-related 
deaths  in  New  York  State  was  reported  in  1968. 
Since  that  time,  the  number  has  been  on  the  increase 
(213) .   While  there  seems  to  have  been  a  decrease 
in  the  number  of  illegal  abortion  deaths  during 
this  time,  the  number  of  legal  abortion  deaths 
has  more  than  replaced  those  gains.  As  a  matter 
of  fact,  more  women  are  now  dying  of  legal  abortion 
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in  New  York  City  than  of  illegal  abortion. 
(198,199). 

8.   Reporting  to  the  Health  Department  on 
abortion  programs  is  very  inadequate.  Through 
September  1972,  King's  County  Hospital,  one 
of  the  largest  county  hospitals  in  New  York, 
had  never  filed  an  official  report (27  official 
months)  (198). 

CALIFORNIA  ABORTION  INFORMATION  IS  UNRELIABLE 

1.  In  California,  there  is  no  central  agency 
which  keeps  track  of  abortion  deaths (214). 

2.  According  to  the  chief  statistician  for 
the  Bureau  of  Maternal  and  Child  Health  in 
Berkeley,  "The  death  certificate  often  won't 
say  what  procedure  was  being  done.  We  listed 
5  abortion-related  deaths  in  1971.  That's 
not  totally  realistic  but  we're  in  the  ball 
park.   It  might  have  been  10  instead  of  5, 
but  it  wasn't  200."  (215) 

3.  This  same  official  has  admitted  that  the 
Public  Health  Department  is  also  "quiet  on 
complications  due  to  abortions .. .because  we 
know  they  are  falsely  low. "(215) 

4.  According  to  the  Chairman  of  the  Los 
Angeles  County  Medical  Association  Comiriittee 
charged  with  keeping  track  of  maternal  deaths, 
there  was  official  knowledge  of  only  4  deaths 
in  Los  Angeles  County  from  legal  abortion  in 
the  first  5  years  of  the  law.  However,  he 
admitted  knowing  of  4  additional  deaths  due 

to  legal  abortion  that  were  not  so  reported 
on  the  death  certificates.   In  addition,  he 
is  certain  that  there  have  been  more  deaths 
than  those  8  but  it  is  not  possible  to  say 
how  many.  The  reason,  he  said,  is  that  funds 
are  no  longer  available  to  support  a  surveil- 
lance of  death  certificates  to  pick  out  and 
investigate  those  which  may  be  related  to 
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legal  abortion.   He  admitted  too  that  "There 
is  under-reporting  of  therapeutic  abortion 
deaths  but  to  what  extent  nobody  knows. 
Hospitals  were  asked  by  the  state  to  report 
maternal  morbidity  and  mortality,  but  it  is 
on  a  voluntary  basis.   The  good  hospitals 
report,  but  the  bad  hospitals  don't ." (247) . 
This  policy  has  been  called  the  "diminishing 
concern  for  mothers. " (247) . 

OTHER  COMPLICATIONS 

There  are  a  whole  host  of  major  complications 
resulting  from  legal  abortion  which  at  their  worst 
cause  death,  but  much  more  frequently  result  in  either 
temporary  or  permanent  damage  to  the  woman  or  her 
offspring.  Again,  using  the  world's  medical  literature 
as  documentation,  these  complications  will  be  presented 
in  some  detail.  They  will,  however,  be  limited  to  the 
4  main  methods,  through  which  abortion  is  procured  in 
the  United  States:  dilatation  and  curettage,  suction 
curettage,  saline  instillation  and  hysterotomy. 

Tietze  and  Lewit  have  reported  total  complication 
rates  on  14,639  women  aborted  in  the  United  States  as 
part  of  the  Population  Council's  Joint  Program  for  the 
study  of  abortion (JPSA)  (see  Table  II)  (227). 

TABLE  II 


TOTAL  EARLY  COMPLICATION  RATES 
BY  METHOD  OF  ABORTION* 


Method  %  Complication 

Suction  6.6% 

DSC  8,7% 

Saline  27.5% 

Hysterotomy  34.5% 

Hysterectomy  55.4% 

*These  percentages  are  for  immediate  complications 
only  and  at  that  they  are  probably  low  due  to  under- 
reporting.  Delayed  complications  are  not  included  in 
this  survey. 
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INFECTION 

Pelvic  infection  is  a  common  sequel  to  legal  abor- 
tion. While  the  incidence  varies  from  country  to 
country,  consensus  reveals  an  astonishingly  high  rate 
(see  Table  III). 

TABLE   III 


THE  INCIDENCE  OF  PELVIC  INFECTION 
FOLLOWING  LEGAL  ABORTION 


%   Early 

"5-  1 

Late 

Infection 

In: 

feet ion  Method 

Country      Reference 

5.0 

D^C 

Gerraany-  / 

26 

5.0 

15 

.0 

DSC 

Czechoslovakia 

81 

4.9 

_ 

DSC 

Czechoslovakia 

165 

4.0-5.0 

12 

-15 

DSC 

Czechoslovakia 

28 

5.0 

_ 

DSC 

Rumania 

159 

2.6 

9. 

7 

DSC 

Poland 

106 

2.0 

- 

DSC 

Bulgaria 

143 

7.0 

- 

DSC 

USSR 

123 

_ 

28 

.2 

DSC 

USSR 

87 

_ 

12 

.0 

DSC 

USSR 

143 

15.0 

- 

Suction 

Great  Britain 

225 

2.0 

_ 

Suction 

Great  Britain 

170 

3.9 

- 

Suction 

Czechoslovakia 

29 

5.0 

- 

Suction 

Germany 

30 

35.0 

_ 

Saline 

Great  Britain 

225 

15.4 

- 

Saline 

Great  Britain 

H)4 

1.6-2.3 

_ 

Saline 

Sweden 

16 

10.4 

_ 

Saline 

Japan 

171 

1.0 

_ 

Saline 

Denmark 

172 

4.0 

_ 

Saline 

New  York  City 

218 

8.0 

_ 

Saline 

New  York  City 

210 

16.6 

_ 

Saline 

New  York  City 

217 

8.7 

_ 

Saline 

California 

224 

27.0 

- 

All 
methods 

Great  Britain 

223 

10.0 

- 

All 
methods 

Great  Britain 

36 
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The  incidence  appears  to  be  highest  2-3  weeks  after 
the  abortion  at  a  time  when  the  patient  has  been  lost 
to  follow-up.  There  is  also  good  evidence  to  suggest 
that  the  young  woman  pregnant  for  the  first  time  stands 
a  much  greater  risk  of  infection(15.8%) (165) .   (55% 
of  New  York  City  abortions  are  performed  on  women 
pregnant  for  the  first  time  -  198) . 

These  infections  are  the  direct  result  of  the 
instrumentation  involved  in  the  abortive  technique  and 
are  manifest  as  salpingitis  (infection  in  the  fallopian 
tubes)  or  endometritis  (infection  in  the  lining  of  the 
womb).   IVhen  out  of  control,   these  infections  can  cause 
septic  shock  with  rapid  death  or  pelvic  thrombophlebitis 
(inflammation  and  blood  clot  formation  in  the  pelvic 
veings)  with  sudden  death  by  pulmonary  embolus  (blood 
clot  from  the  pelvic  veins  which  dislodges  and  is 
carried  to  the  lungs) .   These  infections  can  also  re- 
sult in  sterility  because  they  scar  the  tubes  to  a 
point  where  they  no  longer  function  properly. 

HEMORRHAGE 

Major  hemorrhage  is  another  complication  and  can 
result  in  death  by  exsanguination.   Again,  the  incidence 
is  much  too  high  to  be  acceptable  from  a  medical 
standpoint.   (see  Table  IV). 

During  the  first  year  of  Colorado's  new  abortion 
law,  8%  of  patients  needed  one  or  more  blood  trans- 
fusions (most  of  these  abortions  were  done  by  dilatation 
and  curettage,  or  suction  curettage)  (42).   It  should 
be  mentioned  that  every  time  a  blood  transfusion  is 
given,  there  are  certain  inherent  risks,  e.g.  allergic 
reactions  and  serum  hepatitis (105)  . 

UTERINE  PERFORATION 

Perforation  of  the  uterus  can  occur  as  a  sequel 
to  dilatation  and  curettage.   This  occurs  primarily 
because  the  surgeon  operates  by  "touch"  alone  and  not 
under  direct  vision.   Secondarily,  the  pregnant  uterus 
is  much  softer  than  the  non-pregnant  uterus,  lending 
itself  to  easier  perforation.  The  incidence  of  per- 
foration throughout  the  world  is  presented  in  Table  V. 
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TABLE  IV 

INCIDENCE  OF 

MAJOR 

HEMORRHAGE 

FOLLOWING  LEGAL  ABORTION 

%  Major  Hemorrhage 

Method 

Country/State 

Reference 

2.3 

D&C 

Germany 

26 

5.0 

D&C 

Czechoslovakia 

153 

8.6 

D^C 

Rumania 

159 

2.6 

DSC 

Poland 

106 

14.2 

DSC 

USSR 

87 

5.9 

DSC 

Bulgaria 

156 

17.0 

Suction 

Britain 

225 

2.3 

Suction 

Britain 

223 

3.8 

Suction 

Britain 

170 

4.9 

Suction 

California 

224 

18.6 

Saline 

Britain 

225 

15.4 

Saline 

Britain 

104 

3.0-7 

'.8 

Saline 

Sweden 

16,17 

3.6 

Saline 

Japan 

171 

2.0 

Saline 

Denmark 

172 

2.3 

Saline 

California 

224 

4.0 

Saline 

New  York  City 

170 

7.9 

Saline 

New  York  City 

217 

21.0 

All  methods  Britain 

36 

8.0 

All  methods  Colorado 

170 

TABLE  V 

THE 

INCIDENCE  OF  UTERINE  PERFORATION 

AS  A  RESULT  OF  LEGAL  ABORTION 

%  Perforation 

Country/State 

Reference 

0.11-0.28 

Germany 

26,15,8 

0.14-0.80 

Poland 

70 

0.20 

Poland 

106 

0.10-0.18 

Rumania 

103, 

166 

0.45 

Czechos 

lovakia 

134 

1.2 

USSR 

87 

0.4 

Bulgaria 

156 

1.2 

Great  Britain 

36 

2.7 

Great  Britain 

223 

1.7 

Great  Britain 

225 

1.2 

New  York  City 

133 

1.2 

Colorad 

0 

42 
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Menstrual  disturbances  following  abortion  are  not 
infrequent . (see  Table  VI).   This  usually  means  gross 
irregularity  in  the  appearance  of  the  menstrual  period, 
heavy  bleeding  with  the  menses  or  complete  absence  of 
menstruation.   These  disturbances  may  persist  for  many 
years  (123) .   They  are  mostly  the  result  of  endouterine 
adherences  or  infection  (32) .   This  may  lead  to  a  number 
of  more  technical  problems  which  need  not  be  detailed 
here. 


TABLE  VI 


THE  INCIDENCE  OF  MENSTRUAL  DISTURBANCE 
FOLLOWING  LEGAL  ABORTION 


%  Menstrual 

Disturbances 

Country 

Reference 

3.1 

Hungary 

167 

2.0 

Czechoslovakia 

28 

1.0 

Czechoslovakia 

83 

11-12... 

USSR 

123 

...  (5  year 

fol  low- 

-up) 

2.2 

USSR 

143 

6.0 

USSR 

143 

5.2 

Poland 

106 
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SUBSEQUENT  PATHOLOGIC  PREGNANCIES 

Subsequent  pregnancies  are  more  often  pathologic 
following  abortion  and  this  without  question  represents 
one  of  the  most  serious  complications  of  induced  abort- 
ion. The  prematurity  rate  in  Czechoslovakia  prior  to 
abortion-on-demand  was  5%  (not  much  different  from  the 
United  States).  Several  years  later,  this  had  increased 
to  14%  (84,154).  Hungary  and  Japan  have  reported  similar 
trends  (33,45,62,110).  The  incidence  in  any  one  individ- 
ual seems  to  be  well  correlated  with  the  number  of  abort- 
ions a  woman  has;  Hungarian  studies  reveal  that  the 
likelihood  of  premature  delivery  after  one  abortion  in- 
creased to  12%  (136);  after  two  abortions  --  15%;  and 
after  three  abortions  --  24%  (33).   It  should  be  pointed 
out  that  prematurity  is  the  leading  cause  of  infant 
death  in  the  United  States  (145),  and  one  of  the  major 
contributors  to  mental  and  motor  retardation  (43) . 
The  authors  are  not  aware  of  any  studies  which  have 
been  done  regarding  psychiatric  sequelae  in  mothers 
of  infants  born  prematurely  as  the  result  of  a  previous 
abortion,  but  we  would  suspect  a  high  correlation. 

A  number  of' countries  have  reported  a  significant 
increase  in  incidence  of  ectopic  pregnancies  (pregnan- 
cies which  occur  someplace  other  than  in  the  womb) (45, 
125,136).   In  fact,  Japan  sees  ectopic  pregnancies  in 
3.9%  of  women  which  is  4  to  8  times  more  frequent  than 
in  the  United  States  (59) .   Another  study  indicated 
a  tenfold  increase  in  relative  risk  for  ectopic  preg- 
nancy in  the  woman  with  a  previous  induced  abortion 
(222).   Ectopic  pregnancies  are  not  infrequently  life 
threatening  because  of  rupture  and  hemorrhage.  Again, 
tubal  malfunction  secondary  to  infection  seems  to  be 
the  prime  cause. 

Spontaneous  abortions  and  fetal  death  before  the 
onset  of  labor  are  reported  to  be  significantly  more 
common  following  legal  abortion  in  those  countries 
with  weak  abortion  laws  (45,84).  A  tenfold  increase  m 
the  rate  of  second  trimester  spontaneous  abortion  has 
been  demonstrated  in  pregnancies  which  follow  D^C  (226). 
Complicated  labors  (prolonged  labor,  placenta  previa, 
adherent  placenta)  (63,  154)  and  excessive  bleeding  at 
the  time  of  delivery  (154)  are  also  more  common  when 
compared  to  women  who  have  not  had  legal  abortions. 
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These  all  result  in  increased  obstetrical  intervention. 

TRANSPLACENTAL  HEMORRHAGE 

It  has  long  been  known  that  a  woman  who  is  Rh- 
negative  is  very  susceptible  to  a  special  kind  of 
problem  if  her  consort  is  Rh-positive.  Any  given 
pregnancy  may  be  a  stimulus  for  the  mother  to  develop 
antibodies  against  the  baby's  red  blood  cells(i.e., 
she  becomes  sensitized)  so  that  in  a  subsequent 
pregnancy,  these  antibodies  may  destroy  the  baby's 
red  blood  cells  resulting  in  an  anemia  in  the  unborn 
child  which  may  be  life-threatening.   This  sensitiza- 
tion occurs  through  the  leakage  of  the  baby's  red 
blood  cells  into  the  mother's  circulation (transplacental 
hemorrhage)  usually  at  the  time  of  delivery.   Therefore, 
first  born  children  are  rarely  affected.   In  spontaneous 
abortion,  this  sensitization  rarely  occurs (86). 
However,  with  all  methods  of  induced  abortion  sensiti- 
zation has  been  reported  to  occur  in  3-10%  of  Rh- 
negative  women(50, 51 ,73,93, 127, 168) .   Recent  advances 
have  allowed  us  to  prevent  this  complication  in  100% 
of  women  treated.   However,  because  tests  on  the  fetus 
cannot  be  performed  to  rule  out  sensitization  of  the 
mother,  a  number  of  women,  who  have  not  become  sensi- 
tized, will  be  needlessly  subjected  to  this  expensive 
treatment. 

STERILITY 

There  are  a  number  of  complications  which  do  not 
appear  immediately  following  the  abortion.   Post- 
abortion sterility  has  ranged  in  various  reports  from 
1%-27.7%(221)  .   Poland  has  reported  that  6.9%  of  women 
were  sterile  4  to  5  years  after  abortion(106) .   Japan 
has  reported  9.7%  with  subsequent  sterility  on  3  year 
followup(59)  and  other  countries  have  had  similar 
experience(82,98,100,109) .   This  appears  to  be  the 
result  of  inadequate  regeneration  of  the  lining  of  the 
womb  following  dilatation  and  curettage  and/or  infec- 
tion as  previously  mentioned.   There  is  evidence  also 
to  suggest  that  the  sterility  may  have  an  adverse 
psychological  effect  on  the  woman(49).   As  Jeffcoat 
states,  "If  this  happens  when  a  first  pregnancy  is 
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interrupted  for  non-recurrent  indication,  such  as 
rubella  or  fleeting  psychological  upset,  the  situation 
is  tragic"(71) 

ADOLESCENT  ABORTION 

A  most  unusual  study  of  83  girls,  14-18  years  old, 
was  undertaken  from  Jan-Dec,  1971,  at  the  Toronto 
General  Hospital  in  Toronto,  Canada(228).   It  was  an 
unusual  study  because  the  patients  were  young  and  98% 
were  seen  following  the  abortion.  This  intensive 
degree  of  follow-up  is  almost  unheard  of  in  the 
medical  literature  since  less  than  40%  of  patients  ever 
return  to  the  clinic  where  the  abortion  was  performed 
(228).   In  this  study,  a  very  high  rate  of  complica- 
tions was  seen:   26%  with  suction  and  47%  following 
saline.   In  addition,  all  the  girls  had  some  grief 
reaction  and  the  sense  of  loss  was  greater  than  for 
older  girls. 

MISCELLANEOUS 


A  number  of  miscellaneous  complications  occur 
which  deserve  mention.   (1)  the  Czech's  have  reported 
that  33%  of  patients  had  decreased  sexual  libido  9 
months  after  the  abortion(27) .   Similarly,  a  study 
from  Poland  showed  14%  to  have  decreased  libido  4  to 
5  years  after  the  abortion (106) .  This  is  theoretically 
related  to  the  psychotraumatic  experience  of  the 
interruption  and  emotional  weakness  that  follows  (27). 
(2)  Changes  in  the  coagulability  of  the  blood  follow- 
ing legal  abortion  by  the  salting  out  method  have  been 
reported.   Heavy  brine  treatment  poses  risks  through 
dramatic  changes  in  the  blood  clotting  mechanism.   In 
almost  every  woman  undergoing  salt  abortion,  intra- 
vascular coagulation  of  the  blood  occurs (152,175, 178, 
179).   (3)  Most  pregnancies  following  hysterotomy  will 
need  delivery  by  caesarian  section  to  eliminate  the 
possibility  of  rupture  of  the  hysterotomy  scar. 
(4)  Endometreosis  is  a  common  sequel  to  hysterotomy 
(136).   (5)  A  particular  problem  associated  with 
suction  curettage  appears  to  be  perforation  of  the 
bladder(104,133). 
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PSYCHIATRIC  SEQUELAE 

The  psychiatric  sequelae  of  induced  abortion  are 
most  difficult  to  elucidate.   Reports  on  the  incidence 
of  emotional  difficulties  following  abortion  vary  from 
0-85%.   The  true  figure  lies  someplace  in  between.  The 
difficulties  appear  to  be  more  common  in  mature  and 
motherly  women  than  in  the  more  immature,  psychopathic 
and  unmotherly(126) .   This  may  be  because  the  husband 
is  most  often  the  prime  mover  to  an  abortion  in  the 
married  woman  and  in  the  unmarried,  parents  and  friends 
are  prime  movers (49).  As  previously  mentioned,  the 
woman  with  real  psychiatric  illness  prior  to  an  abor- 
tion is  at  greater  risk  to  develop  significant  problems 
post-abortion  than  is  the  psychiatrical ly  "stable" 
woman (44, 69) . 

Martin  Ekblad  interviewed  479  women  prior  to 
abortion  and  again  2  1/2  to  3  years  later.  At  follow- 
up,  he  found  10%  felt  the  operation  unpleasant;  14% 
had  mild  self  reproach;  and  11%  had  serious  self 
reproach  and  self  regret (44)7"  This  is  perhaps  the 
best  single  study  which  has  been  conducted  in  this 
area. 

Seigfried,  in  1951,  studied  61  women,  2  years 
after  abortion,  and  found  that  59%  had  feelings  of 
guilt  and  frustrated  motherhood (151) .   Beck,  in  1964, 
studied  50  women  4  months  after  legal  abortion  and  9 
had  suppressed  remorse  which  was  expressed  as  various 
psychosomatic  symptoms  such  as  abdominal  discomfort, 
vomiting,  pruritis  vulvae,  dysmenorrhea,  frigidity, 
headache,  insomnia,  fatigue,  etc.  (15).   Niswander  and 
Patterson  in  1967  studied  17  women,  8  months  post- 
abortion for  rubella.   Eleven  of  the  17  reacted 
unfavorably  and  8  had  long  term  negative  experience 
(118).   In  New  York  State,  in  1972,  Osofsky  studied 
250  patients  shortly  after  the  abortion.   14.7%  were 
moderately  to  very  unhappy,  15.8%  had  moderate  to  much 
crying,  23.8%  expressed  moderate  to  much  guilt  and  8.7% 
felt  moderately  to  very  angry  (229) . 

A  very  recent  study  from  Yugoslavia  described  3 
phases  of  mental  health  to  the  abortion  process:   the 
#1)  Pre-abortion,  #2)  Intervention,  and  #3)   Post- 
abortion phase (230).   When  asked  which  phase  was  most 
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unpleasant,  60%  felt  that  the  pre-abortion  phase  was 
the  worst,  while  13,1%  disliked  the  intervention  stage 
and  22.3%  the  post-abortion  phase.   Significant  is  the 
fact  that  all  of  the  patients  interpreted  their 
experience  as  being  very  unpleasant (230) . 

In  the  pre-abortion  phase,  they  often  described 
themselves  as  nervous,  tense,  quarrelsome,  revolted 
and  upset.   Often,  they  could  not  concentrate  or  work. 
They  found  it  difficult  to  tolerate  the  presence  of 
children  and  they  admitted  that  their  sexual  life  was 
significantly  disturbed.   In  the  intervention  phase, 
their  unpleasant  feelings  often  s  :emmed  from  the 
"physical  pain"  involved (230) . 

Flanders  Dunbar  describes  a  period  she  calls  the 
"post-abortal  hangover"  as  being  the  time  corresponding 
closely  to  the  unfulfilled  length  of  the  aborted 
pregnancy.   "Whatever  the  differce  in  conscious  or 
unconscious  motivation  for  abortion,"  she  writes, "the 
experience  of  abortion  inevitably  arouses  an  unconscious 
sense  of  guilt"(231). 

In  the  Swedish  town  of  Malimo,  women  who,  having 
previously  had  a  legal  abortion,  went  to  term  with 
a  later  pregnancy,  were  studied  by  Dr.  P.  Aren.   In 
100  consecutive  cases,  he  found  that  their  reactions 
to  the  previous  legal  abortion  in  retrospect  were  as 
follows:   35%  were  content,  17%  were  content  but  had 
a  "bad  conscience",  25%  had  mild  guilt  feelings  and 
23%  severe  guilt  feelings.   Commenting  on  this  last 
group (of  23%)  he  states  that  the  guilt  feelings  were 
so  severe  that  the  women  had  suffered  for  varying 
lengths  from  nervous  disorders,  insomnia  or  decreased 
working  capacity.  Many  of  the  women  had  been  troubled 
by  the  sight  of  small  children.   Some  complained  of 
strange  feelings  of  emptiness  and  longed  for  the  child 
they  had  not  borne.   Sometimes  guilt  feelings  appeared 
even  before  the  women  left  the  hospital  although 
usually  later.   In  one,  self  reproach  made  its  first 
appearance  S  years  after  the  abortion,  and  then  not 
until  the  woman  had  delivered  her  first  child.  It  was 
then  that  she  realized  what  she  had  missed  by  having 
had  a  legal  abortion  (235)  . 

Certainly,  a  large  number  of  women  undergoing 
legal  abortion  will  have  some  long  term  psychologic 
reaction.  According  to  Helene  Deutsch,  the  pregnant 
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woman  can  initially  deny  the  unborn  child,  but  once  she 
admits  she  is  pregnant,  she  feels  an  unconscious 
attachment  to  him.   The  longer  she  stays  pregnant,  the 
more  the  child  becomes  a  part  of  her.  As  a  result, 
after  abortion,  many  women  feel  that  part  of  them  is 
gone  (88) . 
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-  6  - 
HOSPITAL  AND  STAFF  PROBLENS 


A  most  practical  consideration  is  the  drain  legal 
abortion  may  place  on  our  hospital  facilities  and  on 
those  people  who  work  in  our  hospitals.  Only  ten  years 
after  legalizing  abortion,  the  Soviet  Union  reported 
that  they  had  227,100  beds  available  in  the-r  hospitals 
for  abortion  patients.   In  contrast,  there  were  only 
109,400  beds  available  for  the  whole  gamut  of  gynecolo- 
gic'disease  (117).  One  of  the  largest  hospitals  in 
Budapest,  Hungary,  reported  that  52.3%  of  all  the  beds 
in  their  hospital  were  being  occupied  by  abortion 
patients  (125).   Reports  from  California  already  indi- 
cate a  similar  trend  (124).  This  is  indicative  of  the 
tremendous  strain  which  we  can  expect  to  see  on  existmj 
facilities  and  personnel.  To  complicate  this  further, 
some  nurses  feel  that  abortion  on  a  mass  scale  will 
have  a  long  term  effect  on  recruitment  to  the  nursing 
profession  (116).   Likewise,  physicians  in  both  the 
United  States  and  Great  Britain  have  expressed  a  deep 
concern  over  a  possible  decrease  in  recruitment  to 
the  specialty  of  Obstetrics  and  Gynecology  (1,33). 

The  increased  demand  on  facilities  has  led  to  a 
delay  in  admitting  patients  in  need  of  treatment  for 
serious  conditions  both  in  this  country  (California) 
(124)  and  abroad  (1,  90,  116).  The  British  reported 
that  2  women,  who  subsequently  proved  to  be  suffering 
from  pelvic  cancer,  were  delayed  admission  several 
months  because  abortion  cases  had  to  be  given  priority 

Disenchanted  by  the  pressure  brought  about  by  the 
New  York  abortion  boom,  many  nurses  are  quitting  and 
seeking  jobs  in  hospitals  where  abortions  are  not 
performed  (131).   As  one  nurse  said,  "No  matter  what 
anyone  tells  you,  and  no  matter  what  your  religious 
beliefs,  it  is  a  physically  grotesque  thing  to  work 

49 


57-676  O  -  76  -  58 


906 


at  for  8  hours  a  day"  (131).   Nurses  in  Colorado  have 
had  to  resort  to  after-hours  group  psychotherapy  in 
order  to  handle  their  conflicts  (88).   Physicians  are 
no  more  immune.   Many  countries  have  reported  increased 
depressive  reactions  and  breakdowns  among  their  guilt 
ridden  physicians  (33,138).   It  seems  that  a  robot-like 
constitution  is  needed  when  carrying  out  large  numbers 
of  abortions (33) . 

Residents  in  obstetrics  and  gynecology  in  California 
have  expressed  their  dissent  at  having  to  spend  "inordi- 
nate portions  of  their  learning  time  in  carrying  out 
too  many  distasteful  abortions"  (24,92).   And  the 
British  have  reported  that  the  teaching  and  training 
of  junior  medical  staff  and  students  has  suffered  since 
institution  of  their  new  law  (1) . 

The  reports  on  staff  discontent  and  individual 
difficulty  with  this  procedure  continue  to  filter  in 
(237,238,239).   Dr.  Michael  Feldman,  resident  in 
psychiatry  at  the  University  of  North  Carolina,  recently 
reported  a  number  of  startling  observations  to  the 
American  Psychiatric  Association  (239).   He  described 
nurses  who  stood  in  horror  and  cried  upon  seeing  living 
aborted  babies  left  with  "no  attempt  at  resuscitation"; 
a  doctor  who  stated  that  "I'm  seldom  aware  of  my  opera- 
tive schedule  except  when  it  is  my  turn  to  do  an  abor- 
tion.  I  find  myself  thinking  about  it  weeks  in  advance 
with  a  feeling  of  dread";  a  doctor  who  gets  noticably 
depressed  on  the  days  he  does  abortions  and  another 
physician  who  drinks  heavily  on  the  nights  after  his 
participation  in  the  abortion  procedure (239) . 

In  the  same  study,  there  were  no  strong  advocates 
of  abortion  among  the  young  resident  physicians.   They 
were  openly  critical  and  often  referred  to  the  women  as 
"mini-murderers"  (239).  (Paranthetically,  this  kind  of 
rhetoric  is  strongly  condemned  by  the  authors  of  this 
report  since  it  indicates  a  lack  of  understanding  and 
compassion  on  the  part  of  the  physician  and,  in  fact, 
can  be  an  obstacle  to  helping  her) . 
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CRIMINAL  ABORTION 


The  proponents  of  abortion  have  relied  heavily  in 
their  argumentation  that  abortion  laws  should  be  relaxed 
in  order  to  prevent  criminal  ("butcher")  abortions. 
Most  "criminal"  abortions  are  performed  by  physicians 
and  according  to  a  leading  New  York  abortion  advocate, 
"they're  a  lot  better  at  what  we  are  attempting  to  do 
than  we  are  I"  (177).  This  statement  may  be  somewhat 
of  an  exaggeration,  for  certainly  some  women  are 
"butchered"  in  attempts  to  either  self-induce  abortion 
or  have  an  abortion  performed  by  an  unqualified 
individual.  We  must  all  work  to  eliminate  these 
tragedies. 

Those  who  advocate  abortion  do  so  under  the  mis- 
taken and  somewhat  ignorant  notion  that  legal  abortion 
will  eliminate  this  problem.  Those  who  oppose  abortion 
realize  that  the  introduction  of  abortion-on-demand 
does  not  eliminate,  much  less,  decrease^ this  problem. 
The  support  for  this  latter  contention  is  well 
documented  and  presented  in  Table  VI. 

Not  one  country  has  seen  a  decrease  in  the  criminal 
abortion  rate  as  the  result  of  adopting  weak  legislation. 
On  the  other  hand,  some  countries  have  actually  seen 
an  increase.  The  German  Democratic  Republic  is  a  good 
example.  They  saw  an  increase  in  the  criminal  abortion 
rate  during  the  years  1947-1950,  a  time  when  they  had 
a  relaxed  abortion  law.   In  1950,  they  adopted  a  law 
allowing  abortion  only  for  strict  medical  indications, 
this  was  followed  by  a  precipitous  fall  in  the  number 
of  criminal  abortions  (97,99,101). 

There  are  a  number  of  reasons  given  for  this 
paradox.   It  seems  that  the  law  plays  an  inherent 
educative  role  in  forming  the  social  ethic  of  any  given 
society.  When  this  social  ethic  is  changed  by  eliminat- 
ing all  the  legal  safeguards  to  abortion,  a  whole  new 
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TABLE  VI 


THE  EFFECT  OF  LEGAL  ABORTION  ON 
CRIMINAL  ABORTION  RATES 


Country 
State 


Effect  on 

Criminal  Abortion  Rate 


Reference 


German  Democratic 

Increased 

97,99,101 

Republic 

Great  Britain 

Increased 

208,219 

Yugoslavia 

Increased 

108,114,119 

Hungary 

No 

Effect 

100,114,161, 
62 

Czechoslovakia 

No 

Effect 

100,114,169 

Japan 

No 

Effect 

160 

Switzerland 

No 

Effect 

54 

Bulgaria 

No 

Effect 

33,100 

Poland 

No 

Effect 

100 

USSR 

No 

Effect 

114 

Sweden 

No 

Effect 

236 

Colorado 

No 

Effect 

42 

New  York 

?  (see  text) 

- 
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class  of  women,  dependent  upon  that  social  ethic,  find 
themselves  asking  for  abortion  (6,99).   It  also  seems 
clear  that  women  desire  privacy  when  they  are  aborted 
and  the  legal  framework,  no  matter  how  loose,  does 
not  allow  for  this  (62). 

In  the  United  States,  much  confusion  has  surrounded 
the  status  of  criminal  abortion.  Advocates  of  abortion 
have  written  that  the  number  of  "butcher"  abortions  is 
on  the  decline(216) .   However,  their  data,  based  on  the 
fact  that  the  number  of  admissions  for  "incomplete" 
abortions  has  decreased  since  the  institution  of  abor- 
tion on  demand,  is  highly  questionable  for  the  following 
reasons: 

(1)  It  is  assumed  that  "incomplete"  abortions 
are  "butcher"  abortions  when,  in  fact,  they 
may  be  spontaneous  abortions  (miscarriages) . 

(2)  There  has  been  a  fall  in  the  birth  rate 
nationally  over  the  last  several  years  and 
this  parallels  the  decrease  in  the  number  of 
admissions  for  "incomplete"  abortions  and, 
therefore,  some  of  this  latter  decline  can 
be  attributed,  at  least  in  part,  to  the  dec- 
reased number  of  women  who  are  pregnant. 

(3)  The  fall  in  the  number  of  admissions  for 
"incomplete"  abortions  has  been  based  on  a 
survey  of  15  municipal  hospitals  in  New  York 
City  (209).  This  is  of  some  interest  since 

it  is  a  fact  that  the  number  of  legal  abortions 
performed  in  these  hospitals  is  so  high  that 
it  is  incredible  that  there  are  any  women 
carrying  a  pregnancy  to  term.  For  example, 
Bellevue  Hospital  in  New  York  City,  one  of 
the  largest  municipal  hospitals  in  the  city, 
is  doing  abortions  at  the  rate  of  2.3  for 
every  live  birth  (210).   It  is  not  difficult 
to  see  why  the  admissions  for  "incomplete" 
abortions  has  decreased  in  these  hospitals, 
but  one  must  admit  that  this  has  been  accomp- 
lished only  with  an  unbelievable  increase 
in  the  number  of  total  abortions. 

(4)   It  is  also  a  fact  that  "criminal  abortion 
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in  New  York  City  is  still  quite  open"  and 
that  they  "did  not  cease  after  the  passage 
of  the  law"  (210) .  These  comments  were  made 
by  Dr.  G.W.  Douglas,  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology  at  New  York 
University  in  the  Fall  of  1971  (210) . 

(5)  It  is  certain  that  more  women  are  now  dying 
of  abortion  in  New  York  City  than  before  the 
enactment  of  abortion-on-demand  and  that  the 
majority  of  these  deaths  have  been  from  legal 
abortions,  not  illegal  (209). 

(6)  In  this  discussion  of  criminal  abortion,  one 
should  certainly  consider  the  thousands  of 
abortions  which  have  been  performed  in  New 
York  State  over  the  legally  designated  24 
week  time  limit.  These  abortions,  which  have 
been  done  in  open  defiance  of  the  law,  are 
well  documented  (198).  When  one  considers 
these  criminal  abortions,  one  finds  it  very 
difficult  to  accept  any  decline  in  the  criminal 
abortion  rate  in  New  York  State  or  New  York 
City. 
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THE  CRIMINAL  BECOMES  LEGAL 

CASE  HISTORIES  OF  A  VIOLENT  PROCEDURE 


Human  abortion  is  a  violent,  destructive  and  dehum- 
inizing  medical  procedure.   For  those  who  advocate  it 
as  a  solution  to  societal  ills;  for  those  who  promote 
it  as  "the  right  of  every  woman  to  control  her  own  body"; 
and  for  those  who  must  sit  in  judgement  in  the  state 
legislatures  and  the  high  courts,  these  14  case  histories 
are  presented.  They  are,  in  fact,  representative  of 
real  people. 

As  a  solution  to  societal  ills,  abortion  is  neither 
new  nor  is  it  progressive;  it  is,  rather,  violent  and 
destructive:  As  a  "right  of  every  woman  to  control 
her  own  body",  it  is  mutilative;   a  healthy  wom.an  sub- 
mitting herself  to  a  very  unnatural  and  unhealthy  proc- 
edure  (somehow,  that  sounds  strange  and  out  of  place 
in  any  discussion  of  human  and  civil  rights) .  And  for 
those  making  judgement,  put  yourself  into  the  position 
of  these  141 

CASE  HISTORY  NUMBER  ONE: 

A  young  woman,  six  weeks  pregnant,  went  to  a 
well-qualified  gynecologist-abortionist  and 
had  a  legally  performed  D^C  abortion.   Six 
hours  after  the  abortion,  it  was  necessary  to 
perform  exploratory  abdominal  surgery  for 
severe  abdominal  pain.  At  surgery,  the  intest- 
ines were  found  to  be  perforated  in  five  diff- 
erent places  and  as  a  result,  7-8  inches  of 
bowel  had  to  be  removed.  The  tear  in  the  top 
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of  the  uterus  was  also  repaired,  the  post- 
operative course  was  reported  to  have  been 
very  stormy  (219  at  p.  213). 

CASE  HISTORY  NUMBER  TWO: 


A  26  year  old  mother  of  two  had  a  legally 
performed  suction  abortion  at  ten  weeks  of 
pregnancy.  During  the  operation,  her  uterus 
was  perforated  and  she  hemorrhaged  profusely. 
She  was  taken  to  a  hospital  where  exploratory 
abodominal  surgery  was  required  and  this  rev- 
ealed a  perforation  in  the  low  segment  of  the 
uterus  with  a  laceration  of  the  uterine  artery 
(the  main  blood  vessel  supplying  the  uterus). 
Hysterectomy  was  necessary  to  control  the 
bleeding  (240). 

CASE  HISTORY  NUMBER  THREE: 

A  16  year  old  girl  was  sixteen  weeks  pregnant 
with  her  first  pregnancy.   Thirty  hours  after 
the  legal  instillation  of  salt  solution  into 
the  fluid  surrounding  her  baby,  she  delivered 
a  dead  baby.   Shortly  following  this,  she  dev- 
eloped fever,  sepsis  and  clinical  signs  of 
meningitis.   The  infection  spread  to  her  heart 
and  she  received,  over  the  course  of  the  next 
couple  of  months,  two  aortic  heart  valve  re- 
placements in  order  to  treat  the  infection  in 
her  heart.   While  these  failed  and  a  third  was 
planned,  she  died  of  sever  heart  failure  and 
extensive  pneumonia.  Kind  of  a  kick  in  the 
head  for  a  16  year  old.  (224). 

CASE  HISTORY  NUMBER  FOUR: 


A  28  year  old  mother  of  five  children  under- 
went the  legal  instillation  of  20%  brine  sol- 
ution when  she  was  17  weeks  pregnant.   Eleven 
hours  later,  she  began  to  bleed  heavily  from 
the  vagina  and  bleeding  was  also  noted  at 
the  venipuncture  sight.   At  this  time,  she 
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had  a  fall  in  her  blood  pressure  and  blood 
transfusions  were  required  to  treat  the  shock. 
She  remained  in  shock  for  several  hours  while 
the  bleeding  problem  was  treated  and  chemical 
peritonitis  set  in.   In  spite  of  seven  units 
of  blood,  she  was  discharged  from  the  hospital 
markedly  anemic  (241) . 

CASE  HISTORY  NUMBER  FIVE: 


A  24  year  old  woman  with  a  history  of  having 
had  two  previous  spontaneous  miscarriages  was 
told  by  her  doctor  that  she  has  a  badly  damaged 
cervix.  She  admitted  then  that  she  had  had 
an  earlier  legally  induced  abortion.   Shortly 
after  marriage  and  before  the  first  miscarriage, 
she  told  her  husband  about  the  abortion  and 
she  didn't  feel  that  it  had  altered  his  affect- 
ion for  her.  Her  doctor  went  about  repairing 
the  damaged  cervix,  however,  in  spite  of  this, 
a  third  miscarriage  occurred  within  a  few 
months.   It  was  now  becoming  increasingly 
apparent  that'  her  husband  resented  her  for 
being  unable  to  have  a  child  and  he  was  openly 
blaming  this  on  her  previous  abortion  (219  at 
p.  173). 

CASE  HISTORY  NUMBER  SIX: 


A  woman,  34  weeks  into  her  second  pregnancy, 
was  seen  for  the  first  time  in  the  prenatal 
clinic.  The  doctor  found  that  she  was  Rh-Neg. 
and  that  she  had  a  very  high  level  of  Rh-anti- 
bodies  present  in  her  blood  stream.  The  only 
event  which  could  have  caused  these  antibodies 
to  develop  was  a  legally  performed  hysterotomy 
abortion  done  at  14  weeks  gestation  in  her 
first  pregnancy.  As  a  result,  about  the  35th 
week  of  her  second  pregnancy,  she  delivered 
a  stillborn  infant .. .dead  because  of  Rh  incomp- 
atability  (219  at  p.   221). 

CASE  HISTORY  NUMBER  SEVEN: 
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A  17  year  old  girl  was  legally  aborted  by 
suction  curettage  at  ten  weeks  gestation.  Due 
to  poor  anesthesia,  she  made  a  sudden  move 
resulting  in  perforation  of  the  uterus  by  the 
curette.   This  required  exploratory  abdominal 
surgery  and  because  the  uterine  artery  was 
lacerated  and  bleeding,  she  had  to  have  a 
hysterectomy   (219  at  p.  213). 

CASE  HISTORY  NUMBER  EIGHT: 

A  sixteen  year  old  schoolgirl  ran  away  from 
home  because  her  mother  was  insistent  on  forc- 
ing her  to  abort  her  baby.   One  week  later, 
the  schoolgirl  was  apprehended  and  put  in  jail 
where  a  county  circuit  court  judge  ordered 
her  to  be  held  until  she  could  be  taken  by 
the  county  sheriff  to  a  hospital  for  the 
abortion  that  her  mother  was  demanding.  The 
county  circuit  court  judge  ruled  in  favor  of 
the  abortion  in  spite  of  the  fact  that  the 
schoolgirl  testified  that  she  wanted  to  have 
her  baby.   Luckily,  the  Maryland  Court  of 
Special  Appeals  reversed  the  lower  courts  de- 
cision and  freed  the  girl  --  this  after  being 
held  seven  days  in  jail  (242.2431 

CASE  HISTORY  NUMBER  NINE: 

A  19  year  old  girl,  ten  weeks  pregnant,  was 
legally  aborted  with  a  Karman  cannual  (this 
is  a  suction  catheter  with  a  small  bore  for 
early  abortions  --  4  to  7  weeks  gestation) . 
The  girl  then  left  New  York  for  her  home  state 
and  on  '  the  following  day  she  saw  her  doctor 
at  home  because  she  had  severe  abdominal  pain 
and  nausea.   Because  her  condition  worsened, 
she  was  hospitalized  the  next  da/  and  at  that 
time  she  was  found  to  be  markedly  anemic. 
As  a  result,  exploratory  abdominal  surgery 
was  performed  and  six  pints  of  blood  were 
found  in  her  abdominal  cavity.   Also  found 
was  a  12  week  size  fetus  in  her  uterus 
and  a  uterine  perforation.   Post-operatively, 
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she  had  a  respiratory  arrest  (she  stopped 
breathing)  and  required  a  tracheostomy  (a 
special  airway  surgically  incised  through  the 
throat).   Following  this,  she  had  a  whole  host 
of  complications  including  bilateral  pneumo- 
thorax (collapsed  lungs),  consumption  coagulo- 
pathy (bleeding  disorder)  and  left  cerebral 
artery  occlusion  (stroke) .  Seven  days  after 
the  abortion,  hysterectomy  was  performed  to 
control  the  bleeding,  but  without  success. 
Nineteen  days  after  the  abortion,  she  died 
(240). 

CASE  HISTORY  NUMBER  TEN: 


This  woman  had  an  attempted  suction  abortion 
under  legal  auspices.  However,  since  the 
suction  apparatus  was  set  up  incorrectly,  the 
suction  acted  as  a  pressure  device  rather  than 
a  suction  device  and  she  died  from  the  air 
that  was  forced,  under  high  pressure,  into 
her  system  (244)  . 

CASE  HISTORY  NUMBER  ELEVEN: 

A  healthy  17  year  old  girl  died  in  epileptic 
convulsions  from  a  large  blood  clot  in  the 
brain  after  the  legal  instillation  of  salt 
into  her  womb  (245)  . 

CASE  HISTORY  NUMBER  TWELVE: 


A  young  woman  underwent  a  legally  induced 
suction  abortion  to  terminate  an  early  pregnancy 
During  the  course  of  the  operation,  the  uterus 
was  perforated  and  exploratory  abdominal 
surgery  was  required  to  repair  the  defect.  All 
of  this  she  was  put  to  and,  in  fact,  she  was 
not  pregnant  (223) . 

CASE  HISTORY  NUMBER  THIRTEEN: 

A  20  year  old  girl  had  a  legally  induced 
saline  abortion  as  part  of  a  "package  deal" 
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arranged  by  Planned  Parenthood.   Her  death 
two  days  later  was  attributed  to  "shock  as  the 
result  of  a  gangrenous  ovary"  (246) . 

CASE  HISTORY  NUMBER  FOURTEEN: 

A  27  year  old  woman  investigator  for  a  Los 
Angeles  newspaper  went  through  pregnancy  test- 
ing and  abortion  referral  procedures  on  three 
different  occasions.   The, first  visit  was  to 
the  Clergy  Counseling  Service  of  Planned  Parent' 
hood.   A  doctor  confirmed  that  she  was  nine 
weeks  pregnant  and  she  was  scheduled  for  an 
abortion. although  she  was  not  pregnant.  No 
alternatives  other  than  abortion  were  brought 
up  or  discussed  and  a  substantial  portion  of 
the  "counseling"  was  a  "birth  control  lecture". 

Her  second  visit  was  to  the  Human  Concern 
Foundation.   Here,  they  told  her  that  if 
she  believed  she  was  pregnant,  her  word  would 
be  good  enough.   Thipy  explained  to  her  that 
the  doctor  would  first  do  a  pelvic  examination. 
After  this,  "If  he  feels  you're  not  pregnant, 
he'll  tell  you.   But  to  satisfy  your  own  mind... 
he'll  give  you  a  D^C  anyway." 

The  third  visit  was  to  the  West  Coast  Medical 
Group.   Here  the  doctor  signed  the  request  for 
a  therapeutic  abortion  before  he  actually  saw 
the  impersonator,  would-be-patient.  The  slip 
read:  "The  above  has  been  reviewed  and  (the 
patient)  examined  by  me."  She  was  certified 
as  being  pregnant  and  sent  to  make  financial 
arrangements  for  the  abortion. 

In  all  three  cases,  the  woman  who  was  not 
pregnant  was  told  that  she  was  pregnant  and 
steps  were  taken  to  abort  her  (257) . 
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-  9  - 
SOLUTIONS  TO  PROBLEN  PREGNANCIES 


Humane  solutions  to  problem  pregnancies  are 
available  today  in  the  United  States.  These  programs, 
plus  others  yet  undeveloped,  redirect  our  ingenuity  and 
imagination  from  the  logistics  of  increasing  the  availa- 
bility of  abortion,  toward  abolishing  the  social  and 
economic  pressures  which  lead  some  women  to  seek  it. 
When  we  support  the  woman  and  her  family  in  time  of 
distress,  we  then,  with  the  help  of  creativity,  fulfill 
the  keystone  of  the  art  and  science  of  medicine. 

Based  on  the  knowledge  that  the  majority  of  women 
who  have  a  negative  or  ambivalent  reaction  to  their 
pregnancy  during  its  early  stages  do,  in  fact,  as  the 
pregnancy  advances,  develop  a  more  positive  acceptance 
of  the  pregnancy,  supportive  care  of  the  pregnant  woman 
becomes  all  the  more  reasonable  (43).  Much  has  been 
said  of  the  unwanted  child,  yet  the  majority  of  women 
who  expressed  ambivalent  or  rejecting  attitudes  toward 
the  pregnancy  in  the  early  months,  now,  in  the  third 
trimester,  expressed  positive,  or  at  least  more 
accepting,  attitudes  toward  the  baby  (43) . 

Indeed  this  phenomenon  of  early  rejection  and 
later  acceptance  has  been  spelled  out  by  Gardiner  in 
William  Obstetrics,  13th  edition,  1966: 

It  is  not  unusual  (however)  for  women 
who  will  become  good  mothers,  or  those 
who  have  already  demonstrated  their 
excellent  maternal  qualities  with  their 
older  children,  to  react  initially  to 
the  diagnosis  of  pregnancy  with  resent- 
ment, frustration  and  depression,  only 
to  express  strong,  genuine,  positive 
feelings  of  acceptance  as  the  pregnancy 
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advances  and  fetal  movements  appear 
(43  at  p.  345).  (Emphasis  ours) 

Considering  this,  it  seems  fair  to  ask  what 
happens  if  their  fearful  request  for  abortion  is  denied. 
Hook  reported  that  of  249  women  refused  an  abortion  in 
Sweden,  86%  gave  birth,  11%  had  induced  abortions 
(22%  had  threatened  to  do  so),  and  3%  had  spontaneous 
abortion.   Of  this  group  12%  had  threatened  suicide 
but  no  suicides  or  suicide  attempts  occurred  (64) . 
Kolstad  reported  that  of  113  women  refused  abortion  in 
Norway  and  who  carried  the  pregnancy  to  term  84%  were 
glad  that  the  pregnancy  was  not  terminated,  9%  were 
uncertain  as  to  their  feelings,  and  only  7%  were 
discontented  (82).   Furthermore,  Murdock  showed  that 
by  supporting  pregnant  women  throughout  their  pregnancy, 
the  pressures  for  abortion  were  significantly  decreased. 
He  suggested  that  the  pregnancy  carried  to  term  may 
have  been  a  positive  factor  in  the  mother's  return  to 
normalcy  (115). 

Ar^n  and  Amark,  in  an  absolutely  classic  study, 
studied  women  who  did  not  go  through  with  their 
granted  abortion.   Of  the  162  who  gave  birth,  7  babies 
died,  12  were  adopted  and  143  kept  the  child.   The 
women  were  equally  divided  between  those  living  in 
stable  marriages,  those  living  in  unharmonious 
marriages  with  really  serious  conflicts  and  those 
single  or  divorced.   Only  6%  of  this  group  had  regrets 
at  giving  birth.  Ar^n  and  Amark  commented: 
"Sometimes  we  got  the  impression  that  the  child  was 
made  the  object  of  somewhat  exaggerated  care  on  account 
of  self-reproaches  on  the  mother's  part  from  having 
applied  for  abortion  and  the  fear  that  something  might 
happen  to  the  child.. IN  THE  MAJORITY  OF  CASES  THE 
WOMEN  HAD  NOT  ENCOUNTERED  THE  GREAT  DIFFICULTIES  THEY 
HAD  THEMSELVES  IMAGINED  WOULD  ARISE  WITH  THE  ADVENT 
OF  THE  CHILD.   NOR  HAD  THEIR  HEALTH  BEEN  IMPAIRED  OR 
THEIR  MARRIAGE  BEEN  RENDERED  UNHAPPY (emphasis  applied) 
...Several  women  saw  a  direct  connection  between  the 
improvement  of  their  marital  situation  and  the  advent 
of  the  child  in  question:  especially  when  elderly  and 
the  child  had  drawn  parents  together (248) ." 

These  investigators  concluded:   "At  the  time  of 
our  follow-up  79%  of  women  had  improved  or  were 
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unchanged  with  respect  to  their  psychic  state.   OUR 
INVESTIGATIONS  HAVE  AFFORDED  EVIDENCE  OF  THE  FACT  THAT 
EVEN  SEVERE  PSYCHIC  SYMPTOMS  TEND  TO  DISAPPEAR  AS  SCON 
AS  THE  WOMAN  HAS  DECIDED  TO  GO  ON  WITH  THE  PREGNANCY... 
THE  .RESULTS  OF  OUR  INVESTIGATION  ON  THE  WHOLE  SEEM  TO 
SUPPORT  THE  ASSUMPTION  THAT  ONE  GETS  FEWER  SOMATIC  AND 
PSYCHIC  COMPLICATIONS  IN  CONNECTION  WITH  A  COMPLETION 
OF  THE  PREGNANCY  THAN  IN  CONNECTION  WITH  A  TERMINATION 
OF  THE  SAME  WITH  LEGAL  ABORTION (emphasis  applied) (248) ." 

Knowing,  then,  that  support  of  the  pregnant  woman 
is  a  sound  principle,  we  must  be  willing  to  change 
social  policy  and  extend  our  help  to  those  who  need  it. 
If  our  values  are  sound  they  will  be  for  us  a  source 
of  practical  ideas,  of  answers  to  human  tragedy.   To 
this  end,  a  number  of  practical  solutions  will  be 
presented . 

1.   COUNSELING 

A.   A  woman  who  requests  an  abortion  is 
acting  to  meet  a  crisis  in  her  life--she 
may  be  acting  out  of  fear  and  in  a  state 
of  high  tension,  oblivious  to  other  solu- 
tions that  may  be  possible.   Therefore,  it 
is  imperative  that  PSYCHIATRIC,  PSYCHOLOGIC, 
LEGAL  and  RELIGIOUS  advice  be  made  immediately 
available  to  these  vsfomen.   One  private 
organization   is  BIRTHRIGHT.   This  organi- 
zation provides  volunteer  women  to  establish 
a  one-to-one,  non-judgemental  relationship 
with  the  distressed  woman  to  act  as  both 
counsellor  and  friend.   Available  to  the 
BIRTHRIGHT  volunteer  is  the  whole  gamut  of 
professional  services,  usually  at  little  or 
no  cost  to  the  womian. 

B.   For  further  information  regarding 
counselling  services  to  pregnant  women,  one 
is  urged  to  contact:  ALTERNATIVES  TO 
ABORTION,  Inc.   Hillcrest  827 
Madison  and  16th  Streets,  Toledo,  Ohio  43624 
AC  419-248-4471 

This  organization  co-ordinates  the  counsell- 
ing activities  on  a  national  scale  and  also 
publishes  a  quarterly,  up-to-date  directory 
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of  all  Emergency  Pregnancy  Counselling 
Services  which  is  available  upon  request. 

EDUCATION 

A.  We  let  our  young  people  embark  on  marriage 
with  very  little  idea  of  how  to  find  fulfill- 
ment and  happiness  in  this  responsible  and 
beautiful  relationship.   Should  we  not 
provide  MARRIAGE  AND  PARENTHOOD  CLASSES  to 

all  of  our  high  school  students.   Not  merely 
sex  education,  but  rather  an  indepth  approach 
to  the  problems  and  joys  of  marriage  (149). 

B.  Very  common  in  the  development  of 
unwantedness  is  the  rejection  of  the  unborn 
child  by  his  father.   Certainly  no  remedy 
will  be  found  for  the  father  who  causes  both 
the  pregnancy  and  the  unwantedness  unless 
efforts  are  made  to  promote  paternal  behavior 
as  a  way  of  life  for  men  in  society.   Helping 
fathers  or  prospective  fathers  with  PATERNAL 
TRAINING  seems  a  constructive  course  (253) . 

C.  Young  medical  students  are  not  taught  to 
be  aware  of  social  pathology.   As  they  grow 
older,  they  realize  their  medical  education 
has  not  prepared  them  to  cope  with  maternity 
problems.   These  subsequently  ill-equipped 
doctors  frequently  feel  powerless,  threatened 
and  afraid  to  deal  with  these  social  issues. 
Should  we  not  urge  MEDICAL  SCHOOLS  to  change 
some  of  their  priorities  and  provide  for  the 
young  an  opportunity  to  DEVELOP  A  SOCIAL 
CONSCIENCE? 

D.  Should  there  not  be  an  attempt  at  reducing 
the  social  stigmata  attached  to  the  unwed 
mother  through  PUBLIC  EDUCATION  programs? 
Programs  of  this  type  should  be  aimed  at 
greater  understanding  of  the  associated 
difficulties  and  the  importance  of  being 
nonjudgemental . 
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E.   ACCEPTABLE  FAMILY  PLANNING  techniques 
should  be  made  available  to  those  who 
voluntarily  desire  them.   Further  research 
should  be  encouraged  in  this  area.   An 
interesting  development  in  this  area  is  THE 
OVULATION  METHOD  of  natural  family  planning. 
Without  the  aid  of  pills,  jellies  or  appli- 
ances, one  can  achieve  birth  control  with 
near  100%  effectiveness  (249,250). 

3.   PUBLIC  HEALTH 

A.  VACCINATION  PROGRAMS  should  be  set  up 

so  available  vaccines  can  be  used  to  prevent 
diseases  which  may  be  crippling.   Presently, 
measles,  German  measles,  polio,  small  pox, 
diptheria,  and  tetanus  are  preventable 
through  vaccination(149) . 

B.  Should  not  increased  attempts  be  made 

to  provide  ADEQUATE  HEALTH  MANPOWER?  Medical 
schools  are  needed  to  provide  more  doctors 
and  the  use  of  nurse  midwives  and  pediatric 
assistants  should  be  thoroughly  explored(21) . 

C.  RESEARCH  into  the  cause  of  devastating 
illness  should  be  encouraged. 

D.  PUBLIC  EDUCATION  programs  similar  to 
those  conducted  on  venereal  disease  should 
be  considered  in  order  to  inform  women  on 
the  dangers  of  CRIMINAL  ABORTION  and  the 
alternatives  that  are  available.   Legal 
abortion  does  not  decrease  criminal  abortion, 
however,  education,  while  it  has  never  been 
tried,  should  be  very  effective. 

4.   UNWANTED  CHILDREN 

A.   In  some  cases,  the  birth  of  a  defective 
child  imposes  enormous  economic  burdens  on 
the  parents.   Should  we  not  seriously 
consider  the  possibility  of  BIRTH  INSURANCE 
to  protect  families  from  such  eventualities? 
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a  means  to  meaningfully  eliminate  the 
reality  of  unwanted  children. 

C.   Eunice  Kennedy  Shriver  has  specific- 
ally requested  that  every  American  family 
that  wants  a  child  and  is  willing  to 
adopt  a  child  make  their  desire  known 
by  listing  their  name  with  BIRTHRIGHT. 
Calling  this  campaign  "One  Million  for 
Life",  she  hopes  that  this  would  be 
clear  evidence  to  every  mother-to-be 
that  her  child  -  even  if  undesired  by 
her  -  is  wanted  by  a  family  willing  and 
able  to  raise  it  as  its  own(252). 


UNWED  MOTHERS 


A.  Phillip  Sarrel,  M.D.  at  Yale  Univer- 
sity has  instituted  a  COMPREHENSIVE 
MEDICAL,  SOCIAL  AND  RECREATIONAL  CARE 
PROGRAM  through  which  he  has  attempted 
to  break  the  vicious  cycle  in  which  the 
girl  who  becomes  pregnant  is  often  cast 
out  from  society  and  can't  complete  her 
education.   He  says  that  "if  you  meet 
the  educational  needs  of  the  girl  while 
pregnant,  give  strong  support  through  her 
peers  and  the  neighborhood  workers  from 
the  community  in  which  she  lives,  provide 
good  nursing  and  obstetrical  care,  warm 
and  empathetic,  the  depressing  vicious 
cycle  crumbles."  He  continues  that  "In 
our  most  recent  follow-up,  instead  of 
finding  an  expected  700  repeat  pregnancies, 
we  found  only  50.   Most  of  the  girls  are 
married  and  in  a  stable  relationship  with 
their  husbands.   Everyone  in  the  program, 
except  3  or  4,  has  kept  her  children. 

We  have  more  girls  going  to  college  than 
having  second  babies. "(20) 

B.  WORK-WAGE  HOMES  where  unwed  mothers 
can  receive  guidance  and  care  in  a 
private  home  should  be  encouraged. 
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In  this  way,  every  family  would  have  the 
means  to  see  to  it  that  their  baby  has 
proper  care  and  attention.   The  other 
children  in  the  family  would  not  be  deprived 
of  educational  and  other  advantages  because 
of  their  handicapped  brother  or  sister(149). 

B.   An  intense  effort  should  be  made  to 
standardize  adoption  procedures  throughout 
the  United  States.  Through  the  enactment 
of  a  NATIONAL  ADOPTION  POLICY,  the  follow- 
ing could  be  accomplished: 

1.  Couples  who  specifically  desire  to 
adopt  handicapped  children  could  be  listed 
so  that  these  children  would  not  be  left 
callously  institutionalized  and  in  fact 
would  be  placed  in  homes  where  the  couples 
wish  to  have  them. 

2.  Transfer  of  babies  across  state  lines 
could  be  quickly  arranged  so  that  a  child 
in  one  section  of  the  country  could  be 
adopted  by  a  couple  in  another  section  of 
the  country.   In  this  fashion,  there 
would  be  no  locality  which  would  have  an 
excess  of  children  and  all  couples  who 
wish  to  adopt  would  realize  that  every 
effort  is  being  made  to  find  good  homes 
for  adoptable  children.  This  might  be 
particularly  important  for  minority  race 
children  who  by  the  nature  of  being  in 
the  minority  may  not  be  able  to  find 
adoptive  parents  within  the  same  locale 
or  state. 

3.  The  underground  adoption  market, 
whereby  children  are  literally  bought  and 
sold  to  the  highest  bidder,  could  be 
closed  down(251) . 

4.  The  adoption  philosophy  could  be 
given  strong  national  support  as  a  means 
to  a  strong  family-centered  society  and 
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Various  social  agencies  in  the  state  of 
Minnesota  are  already  implementing  these. 

C.  HOMES  for  unwed  mothers  can  better  be 
utilized  to  help  the  girl  continue  her 
education,  find  help  with  emotional  pro- 
blems and  guidance  for  the  future (149). 

D.  BIRTHRIGHT,  INC.  is  available  to  all 
women,  pregnant  and  distressed,  including 
the  unmarried. 

6.   ANTI -POVERTY  PROGRAMS 

A.  Continuing  efforts  at  providing  adequate 
JOB  TRAINING  programs  and  CHILD  CARE  CENTERS 
should  be  encouraged.   It  would  seem  that 
any  government  financial  subsidy (welfare) 
would  best  serve  the  individual  and  the 
community  if  it  were  directed  toward  the 
FAMILY  UNIT. 

B.  Perhaps  the  Volunteers  In  Service  to 
America (VISTA)  program,  or  some  similar 
involvement  program,  could  be  considerably 
enlarged  so  all  people  interested  in  help- 
ing the  poor  may  have  that  opportunity. 

C.  President  Johnson,  in  his  1968  State 
of  the  Union  message  encouraged  action  in 
both  the  areas  of  crime  in  the  streets  and 
maternity  care.   There  is  just  a  chance 
that  an  improvement  in  maternity  care, 
with  its  focu^  on  the  family  at  the  begin- 
ning^, might  be  an  opening  to  the  solution 
of  the  troubL^s  that, a^e  engulfing  our  big 
cities  (21)  .' 

Let  no  one  suggest  that  these  considerations  are 
remote  from  the  subject  of  abortion.   Parent  and  child 
both  exist  within  the  context  of  the  community  and 
even  the  love  of  a  family  needs  security  and  support. 
The  programs  described  here  are  in  no  way  all-inclusive. 
They  represent  only  a  mere  beginning.   We  can  and  must 
go  further. 
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For  a  more  thorough  discussion  of  this  topic  and 
a  complete  listing  of  Emergency  Pregnancy  Crisis 
Centers  cf.  Hilgers,  T.W.,  Mecklenburg,  M.  and 
Riordan,  G.:   Is  Abortion  Really  the  Best  We  Have  to 
Offer?  Abortion  and  Social  Justice.  Hilgers,  T.W. 
and  Horan,  D.J.,  editors.   Sheed  and  Ward,  Inc. 
New  York,  New  York,  1973. 
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GLOSSARY  OF  MEDICAL  TERMS 

ABORTION:   The  premature   expulsion   from  the  uterus  of  the  products 
of  conception   --   of  the   embryo,    or  of  a  nonviaole   fetus. 
Artificial   a. ,    induced  abortion;    an  abortion  which   is  brought 
on  purposely.      Criminal   a. ,   an  abortion  which   is  not   justified 
by  the  circumstances.      Induced  a.,    abortion  brought  on   intentioally. 
Therapautic   a. ,    abortion   induced  to   save  the   life  of  the  mother. 

AMNIOCENTESIS:  The  obtaining  of  amniotic  fluid  by  putting  a  needle  through 
the  mother's  abdominal  wall  then  through  the  wall  of  the  uterus 
and  into  the  fluid  surrounding  the  baby, 

AMNIOTIC  FLUID:     The  fluid  which  surrounds  and  protects  the  baby  while 
still  in  the  womb. 

ANEMIA:    A   condition  in  which  the  blood  is  deficient  in  quantity. 

ANTIBODIES:    A   modified  serum  protein  synthesized  by  an  animal  in  response 
to  an  outside  stimulus. 

ANTIMITOTIC:    Adrug  which  inhibits  cell  division. 

ANTIMETABOLITE:    A   compound  which  acts  to  replace  an  essential  body  chemical. 

CERVIX:     The  mouth  of  the  womb. 

CONGENITAL:     Existing  at,   and  usually,   before  birth. 

CURETTE:    A   kind  of  scraper  or  spoon  for  removing  growths  or  other  matter 
from  the  walls  of  cavities. 

DILATATION:  The  condition  of  being  dilated  or  stretched  beyond  the  normal 
dimensions . 

DYSMENORRHEA:     Painful  Menstruation. 

EMBRYO:  The  developing  human  being  from  one  week  after  conception  to  the 
end  of  the  second  month. 

ENDOMETRIOSIS:    A   condition  in  which  tissue  more  or  less  perfectly  resembling 
the  uterine  mucous  membrane  occurs  aberrantly  in  various   loc- 
ations in  the  pelvic  cavity. 

EUGENIC:  Serving  in  the  production  of  physically  and  mentally  improved  off- 
spring. 

.FETUS:The  developing  human  being  from  two  months  after  conception  until 
birth. 
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GESTATION:     Pregnancy. 

GYNECOLOGIST:    A   physician  skilled  in  the  treatment  of  diseases  of  the  genital 
tract  of  women. 

HYPERTENSION:    High  blood  pressure. 

IMMUNE:     Protected  against  any  particular    disease. 

INTRAVENOUS:    Solutions  given  through  a  needle  directly  into  a  vein. 

MANIC-DEPRESSIVE:    Denoting  a  mental  disorder  in  which  periods  of  depression 
alternate  with  periods  of  excitement. 

MENSES:     The  menstrual  period. 

OBSTETRICIAN:    A   physician  who  is  specifically  trained  in  that  branch  of  surgery 
which  deals  with  the  management  of  pregnancy,   labor  and  the 
puerperium. 

PATHOGENESIS:     The  development  of  morbid  conditions  or  of  diseases. 

PLACENTA:     The  cakelike  organ  within  the  uterus  which  establishes  communi- 
cation between  the  mother  and  child  by  means  of  the  umbillical 
cord.    P.    previa.  ,   The  placenta  covers  the  mouth  of  the  womb. 

PRURITUS  VULVAE:    Intense  itching  of  the  external  genitals  of  the  female. 

PSYCHOSIS:     The  deeper,   more  far  reaching  and  prolonged  behavior  disorders. 

RUBELLA:  German  measles. 

SCHIZOPHRENIC:    A   condition  which  represents  a  cleavage  of  the  mental  functions. 

STERILE:    Not  fertile;  infertile;  barren;  not  producing  young. 

TRIMESTER:  A   period  of  three  months. 

UTERUS:     The  womb. 


REFERENCE:     Dorland's  Illustrated  Medical  Dictionary.    23d  edition. 
W.    B.   Saanders  Co.     Philadelphia    and  London.      1957. 
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CURRENT 
OPINION 


Viability,  abortion,  and  the  difference 
between  a  fetus  and  an  infant 


H.    TRISTRAM    ENGELHARDT,    Jr.,    Ph.D.,    M.D. 
Galveston,  Texas 


The  use  of  viability  in  establishing  the  upper  time  limit  for  abortion  on  demand 
raises  a  question  as  to  the  nature  of  this  criterion.  As  a  purely  biological 
criterion,  it  fails  to  account  for  the  difference  in  obligation  to  the  infant  vis-a-vis 
the  nonviable  fetus  or  the  difference  between  the  mother-fetus  and  the  mother-child 
relationship.  A  social  understanding  of  viability  is  proposed  in  order  to  account 
for  these  differences  and  to  show  that  the  traditional  role  of  the  physician 
as  the  guardian  of  human  personal  life  is  not  eroded  through  the  practice 
of  abortion  on  demand. 


One  of  the  major  challenges  intro- 
duced by  abortion  on  demand  is  to  the  an- 
cient role  of  the  physician  as  the  guardian, 
not  the  destroyer,  of  life.  Given  this  chal- 
lenge, the  physician  needs  to  understand  why 
the  viability  of  the  fetus  is  not  only  a  useful 
but  also  a  proper  cutoff  point  for  abortion. 
If  a  cogent  distinction  between  the  fetus  and 
the  infant,  between  mere  biological  human 
life  and  personal  human  life,  cannot  be  artic- 
ulated, then  the  medical  profession  will  act 
in  a  way  that  will  seem,  at  best,  arbitrary 
and,  at  worst,  in  disregard  for  the  values  of 
human  existence.  One  needs  to  draw  a  line 
and  make  good  sense  of  why  it  was  drawn 
exactly  there.  Up  to  what  point  in  gestation 
is  abortion  licit  and  why?  What  counts  to 
make    viability   or   possible    viability   of   the 
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fetus  when  brought  ex  utero  a  good  criterion 
for  when  abortion  should  cease  to  be  al- 
lowed? What  values  are  preserved  by  such 
a  criterion?  When  these  issues  are  not  re- 
solved, strange  inconsistencies  emerge.  One 
thinks,  for  example,  of  a  recent  call  for  a 
moratorium  on  in  vitro  fertilization  of  human 
ova.'  If  the  question  of  abortion  has  been 
settled,  at  least  one  aspect  of  this  request  is 
somewhat  strange.  If  abortions  are  allowable 
in  New  York  up  to  24  weeks,  why  not  in 
vitro  gestation  as  long  as  the  embr^'O  is  de- 
canted before  that  point?  If  abortion  to  meet 
the  desires  of  a  woman  who  could  bear  the 
child  and  then  put  it  up  for  adoption  justifies 
abortion,  then  what  of  science's  desire  to 
understand  gestation  better  and  benefit  future 
willing  mothers?  What  sort  of  a  criterion  is 
viability? 

Early  thought  concerning  abortion  appears 
to  have  involved  criteria  analogous  to  via- 
bility. Aristotle  held  that,  ".  .  .  in  the  case 
of  male  children  the  first  movement  usually 
occurs  .  .  .  about  the  fortieth  day,  but  if  the 
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child  be  a  female  then  .  .  .  about  the  nine- 
tieth day."-  This  passage  had  a  tremendous 
impact  on  subsequent  thought  concerning 
abortion,  because  it  was  taken  as  the  point 
at  which  the  fetus  was  animated,  or  ensouled. 
Consistently,  Aristotle  approved  of  abortion 
as  an  effective  means  of  birth  control  up  to 
this  point. ^  This  criterion  also  gained  influ- 
ence in  the  Catholic  church,  with  the  rise 
in  the  influence  of  Aristotle,  and  a  distinction 
was  made  between  the  abortion  of  an  en- 
souled versus  that  of  an  unensouled  fetus. 
Even  into  the  nineteenth  century,  only  the 
former  was  murder,  the  latter  a  sin  of  a 
different  genre.*  As  a  pertinent  example,  St. 
Thomas  Aquinas''  was  of  the  opinion  that  the 
rational  soul  was  present  only  sometime  after 
conception,  following  the  appearance  of  first 
the  vegetative  and  then  the  animal  souls. 
Similarly,  at  common  law,  abortion  appears 
to  have  been  licit  as  long  as  the  woman  was 
not  "quick  with  child"  (i.e.,  as  long  as  fetal 
movements  had  not  been  felt)  in  contradis- 
tinction to  merely  being  pregnant.-'  Inter- 
estingly, the  1970  State  of  Washington  law 
preserves  this  language  by  allowing  the  termi- 
nation of  "a  pregnancy  of  a  woman  not  quick 
with  child."'  Other  recent  laws  in  contrast 
have  either  chosen  a  period  of  gestation  taken 
to  preclude  viability  or,  as  in  the  case  of  the 
Alaska  and  Hawaii  laws,  simply  allowed  the 
termination  of  "the  pregnancy  of  a  non- 
viable fetus.""'  " 

Quickening  and  viability  have  the  ad- 
vantage of  greater  ease  of  operational  defini- 
tion than  ensoulment  but  their  rationale  is 
more  obscure.  Is  the  criterion  of  viability 
chosen  to  avoid  explicit  positive  infanticide? 
As  techniques  with  artificial  placentas  de- 
velop, will  that  blur  the  criterion,  and  will 
negative  infanticide  be  involved?'"  In  short, 
when  is  merely  a  fetus  present  and  when  a 
helpless  infant  who  can  claim  our  help ;  what 
is  the  difference  between  a  fetus  and  an  in- 
fant? These  obscurities  press  the  need  to  dis- 
tinguish between  categories  of  criteria,  in 
patricular  to  understand  what  sort  of  a 
criterion  viability  is.  Presumably,  viability  is 
employed  to  decide  when  there  is  an  obliga- 
tion  to   a   patient,   infants  being  considered 


human  beings  and,  therefore,  potential  pa- 
tients toward  whom  one  has  obligations.  To 
understand  obligations,  though,  one  needs 
more  than  merely  a  biological  criterion. 
Viability,  as  such,  is  a  merely  biological  fact. 
It  refers,  in  the  case  of  the  fetus,  to  the 
stability  of  certain  basic  physiologic  processes, 
not  to  any  social  or  personal  interactions; 
"actions"  of  the  fetus  are,  so  to  speak,  aper- 
sonal.  That  is,  viability  or  self-maintenance 
could  not  account  for  or  be  the  basis  of  a 
context  of  obligation.  To  reason  from  a  pure- 
ly biological  fact  directly  to  social  values 
involves  the  naturalistic  fallacy  described  by 
G.  E.  Moore."  Biological  facts  merely  as 
such  do  not  imply  social  values.  Obligation 
is  a  social  not  a  biological  category,  and 
viability  is  purely  a  biological  property. 
Hence,  there  is  a  quandary:  The  context  of 
human  medicine  vis-a-vis  that  of  veterinary 
medicine  is  one  of  obligation  to  an  equal, 
a  fellow  human  being.  What  of  the  fetus  and 
the  infant;  how  does  one  distinguish  between 
them  in  this  crucial  context? 

Human  life  is  an  unbroken  continuum 
extending  from  one  person  to  another.  At 
some  parts  of  the  continuum,  the  answers 
are  fairly  clear.  It  would  seem  very  difficult 
to  argue  that  one  has  moral  obligations  to 
ova  and  sperm.  The  zygote  surely  has  no 
marks  of  rationality,  and  the  possibility  of 
twinning  which  exists  through  the  second  or 
third  week  would  seem  to  preclude  true  hu- 
man individuation  until  at  least  after  this 
period.  When,  then,  does  a  human  individual 
emerge  to  whom  one  owes  obligations?  This 
is  the  problem  of  identifying  a  qualitative 
change  along  a  spectrum  manifesting  only 
gradual,  quantitative  changes.  Where  do  the 
quantitative  changes  become  a  qualitative 
change?  One  has  a  continuum  beginning  with 
the  zygote  and  ending  with  a  rational  human 
being  sometime  after  birth;  the  ends  of  the 
spectrum  are  qualitatively  distinct,  but  where 
does  the  change  occur?  This  is  the  enigma  of 
the  category  of  measure,  here  the  measure  be- 
ing truly  human.  Resolving  this  issue  involves 
both  deciding  what  counts  as  a  human  being 
and  deciding  how  this  is  to  be  measured. 
One   may   decide   that  being   a  person  pre- 
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supposes  a  certain  minimum  level  of  con- 
sciousness. Such  a  decision  involves  a  con- 
ceptual definition,  for  instance,  a  human  per- 
son is  such  that  it  can  be  conscious.  But  to 
measure  the  presence  of  such  a  capability  is 
another  matter  and  involves:  (1)  recognizing 
that  the  brain  is  the  physical  substratum  of 
conscious  life,  and  (2)  deciding  what  opera- 
tional parameters  are  involved  in  the  function 
of  the  brain.  The  "Ad  Hoc  Committee  of  the 
Harvard  Medical  School  to  Examine  the 
Definition  of  Brain  Death"  and  the  "Ad  Hoc 
Committee  of  the  American  Electroenceph- 
alographic  Society  on  EEC  Criteria  for  De- 
termination of  Cerebral  Death"  have  ad- 
dressed this  question  and  provided  opera- 
tional definitions  for  embodiment  or  personal 
existence,  in  the  absence  of  which  there  is 
no  longer  a  person  present.'-'  "  Importantly, 
this  level  of  life  is  involved  in  being  a  person 
before  the  law,  which  concept  involves  more 
than  mere  biological  life.  Even  after  one  is 
pronounced  dead  according  to  the  new  cri- 
teria, there  need  not  necessarily  be  an  im- 
pairment of  bodily  functions  save  those  de- 
pendent upon  an  intact  brain.  A  certain  level 
of  biological  life  continues  after  personal  life 
has  ceased  and  legal  death  has  been  declared. 
It  would  be  expected  that  one  could  ana- 
lyze the  question  of  viability,  which  is  the 
problem  of  the  beginning  of  embodiment  or 
personal  life,  in  a  way  similar  to  the  question 
of  death.  The  difficulty  with  such  an  ap- 
proach is  twofold:  First,  in  the  case  of  the 
fetus,  one  has  the  problem  of  its  putative 
future  potentialities,  and,  second,  human  de- 
velopment even  at  the  intrauterine  stage  is 
usually  much  slower  than  the  final  degenera- 
tion and  dissolution  of  death,  that  is,  changes 
are  less  clear-cut.  The  first  issue  is  more 
complex  because  it  involves  two  categories 
of  potentiality.  On  the  one  hand,  there  is 
the  potentiality  of  the  fetus,  given  the  right 
circumstances,  of  developing  into  a  full-blown 
human  being;  on  the  other  hand,  there  is  the 
potentiality  of  an  unconscious  human  being 
regaining  consciousness  and  adult  human  life. 
The  first  potentiality  is  abstract;  there  is  no 
already  developed  concrete  basis  or  founda- 
tion  for  it;   it  is  a   logical   even  a  material 


possibility  but  still  merely  a  promissory  note. 
The  second  potentiality  is  concrete,  and  it  is 
based  on  the  individual  having  already  in 
the  past  developed  into  a  full-blown  human 
person.  In  this  case,  he  has  secured  the  capa- 
bility of  being  fully  human,  and  the  question 
is  raised,  in  the  event  of  brain  damage  or 
death,  whether  this  has  been  lost.  In  the  first 
case,  it  is  hard  to  see  what  rights  a  fetus 
has  aside  from  potential  rights,  not  having 
actually  secured  human  existence.  In  the 
second  case,  that  of  the  unconscious  man, 
the  question  is  really  whether  the  actual  basis 
for  being  in  the  world  and  having  rights  is 
lost,  that  is,  the  question  is  whether  the  brain, 
the  basis  for  presence  in  the  world,  has  been 
sufficiently  destroyed  so  as  to  erode  the  capa- 
bility for  personal  human  life.  As  a  result, 
the  significance  of  the  presence  or  absence 
of  a  ffat  electroencephalogram  (EEG)  is  dif- 
ferent. In  the  second  case  (i.e.,  that  of  the 
unconscious  man) ,  it  measures  a  necessary  al- 
though not  a  sufficient  level  of  cerebral  ac- 
tivity for  personal  human  life.  This  clearly 
decides  the  issue.  If  the  necessary  basis  for 
having  human  life  is  gone,  the  question  is 
resolved:  the  patient  is  dead.  Yet,  in  the 
first  case  (i.e.,  that  of  the  fetus)  the  presence 
of  something  more  than  a  flat  EEG  is  neces- 
sary to  decide  whether  the  life  of  a  human 
person  is  involved.  Mere  EEG  evidence  of 
brain  activity  is  not  evidence,  as  some  have 
alleged,  that  the  fetus  is  a  person.  A  nonflat 
EEG  is  only  the  minimum  necessary  index 
of  the  life  of  a  human  person,  but  it  is  not 
a  sufficient  criterion.  In  short,  more  than  a 
flat  EEG  is  not  a  sufficient  index  of  there 
being  a  human  person  alive  and  present, 
although  a  flat  EEG,  under  the  right  circum- 
stances, is  a  sufficient  index  of  the  absence 
of  a  person  (i.e.,  death). 

The  question  is,  then,  where  else  to  look 
for  a  useful  criterion?  Joshua  Lederberg''' 
has  proposed  that  ".  .  .  an  operationally 
useful  point  of  divergence  of  the  developing 
organism  would  be  at  approximately  the  first 
year  of  life,  when  the  human  infant  continues 
his  intellectual  development,  proceeds  to  the 
acquisition  of  language,  and  then  participates 
in  a  meaningful,   cognitive  interaction  with 
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his  mother  and  with  the  rest  of  society.  At 
this  point  only  does  he  enter  into  the  cultural 
tradition  that  has  been  the  special  attribute 
of  man  by  which  he  is  set  apart  from  the  rest 
of  the  species."  Such  a  criterion  would  in- 
volve   the    destruction    of    members    of    the 
species  who,  even  though  they  had  not  yet 
assumed  a  full  personal  life,  had  begun  to 
play  an  explicit  role  within  the  social  struc- 
ture  of   the   family.    Infanticide,   if   nothing 
else,  erodes  the  status  of  the  individual  with- 
in society  by  eroding  the  status  of  a  positive, 
active  social  role  and  relation   (i.e.,  "child" 
and  "child-mother  relation").  In  short,  one 
needs  a  point  earlier  than  the  acquisition  of 
language  as  a  criterion  for  being  a  human 
person,  in  that  the  child  is  appreciated  so- 
cially as  a  person  to  whom  one  has  actual, 
not  potential  obligations.  On  the  one  hand, 
the   mother-fetus   relationship  is  not  an   in- 
stance of  a  generally  established  social  rela- 
tion. This  has  been  emphasized  recently,  for 
example,  in  the  case  of  Chrisafogeorgis  versus 
Brandenberg'-''  where  the  court  held  that  "the 
fetus  does  not  become  a  'person'  as  that  term 
is  ordinarily  understood  until  the  instant  of 
birth."  There  is,  for  example,  no  regular  and 
usual  communication  of  needs  from  the  fetus 
to  the  mother,  forming  a  general  social  struc- 
ture. On  the  other  hand,  a  newborn  infant 
can   already,   for  example,  elicit  a  series  of 
regular  responses  and  activities  from  rational 
human  beings,  even  though  the  infant  itself 
is  not  rational.   Its  crying,  even  within  the 
most  primitive  social  context,  appears  as  a 
demond  for  food,  etc.,  and  initiates  a  series 
of  activities  directed  to  the  infant,  as  if  it 
were  a  person.  The  infant,  in  virtue  of  being 
able  to  assume  the  role  "child,"  is  socialized 
in  terms  of  this  particular  role,  and  a  per- 
sonality is  imputed  to  it,  that  is,  in  virtue  of 
its   ability   to   engage   in   crude    interactions 
with  others  and,  thus,  to  enter  into  the  role 
"child,"  a  relation  of  obligation  is  acknowl- 
edged. Even  though  the  infant  is  irrational, 
it  can  play  a  relatively  independent  role  in  a 
social  matrix  which  is  rational. 

The  point  is  not  that  certain  emotional 
feelings  of  obligation  appear,  but  rather  that 
a   social   structure,   not   merely   a   biological 


structure,  is  possible,  namely,  the  mother- 
child  relationship.  Further,  the  mother- 
child  relationship  is  socially  qualitatively  dif- 
ferent from  the  mother-fetus  relationship. 
The  level  of  interaction  between  mother  and 
child  is  difTerent  in  kind  from  the  level  of 
interaction  between  mother  and  fetus.  The 
first  is  actually  and  explicitly  social;  the  sec- 
ond is  primarily  biological  and  occurs  auto- 
matically without  active  involvement  of  the 
mother.  In  short,  the  concept  of  the  social 
role  "child"  offers  a  way  to  translate  the 
biological  criterion  of  viability  into  a  social 
context  and  accounts  for  the  difference  in 
obligation  to  an  infant  vis-a-vis  a  nonviable 
fetus.  As  soon  as  the  fetus  actualizes  its  po- 
tential viability,  it  can  play  a  full  social  role 
and  can  be  understood  as  a  person.  Viability 
reconstituted  as  a  social  category  allows  one 
to  draw  a  line  in  the  quantitative  growth  of 
the  fetus  that  can  be  understood  a'S  a  quali- 
tative change,  as  the  emergence  of  a  new 
measure  of  worth. 

If  one  makes  viability  the  criterion  for 
human  individuality,  one  is  probably  safe  in 
being  on  the  conservative  end  of  the  spec- 
trum— a  newborn  infant,  devoid  of  the  ability 
to  speak,  is  surely  more  of  a  human  animal 
than  a  human  rational  animal.  What  is  ra- 
tional is  the  well-developed  social  role  as 
"child"  in  which  the  infant  is  acted  upon 
as  if  it  were  an  individual  and  in  which  it 
reacts  back,  that  is,  the  newborn  infant 
plays  a  part  in  an  already  developed  social 
schema  and  is,  as  such,  construed  as  a  human 
person.  It  is  because  of  this  role  that  a  viable 
infant  can  be  appreciated  as  someone  to 
whom  one  is  obliged,  especially  within  the 
social  context  of  medicine.  In  this  fashion, 
the  biological  fact  of  viability  is  brought 
within  a  social  context  and  given  social  mean- 
ing. It  enters  into  the  social  relation  of  being 
a  child  within  a  family,  and  this  is  the  case 
even  in  cultures  where  full  personhood  is 
not  accorded  until  later  in  childhood.  But 
before  it  is  viable,  without  supplying  what 
would  be  tantamount  to  a  surrogate  womb, 
the  fetus  has  not  yet  reached  a  sufficient  level 
of  humanity  to  be  easily  recognized  with  the 
social  category  "child."  Further,  in  the  case 
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of  a  surrogate  womb,  the  infant  would  re- 
main isolated  from  the  socialization  of  family 
life.  Obviously,  the  line  is  blurred.  Viability 
is  not  a  quantitative  category  but  a  category 
of  measure,  and  exact  quantitative  distinc- 
tions are  not  available.  And,  as  more  can 
be  done  for  the  premature  infant,  social 
action  will  obscure  even  more  the  moment 
when  the  infant  is  socialized  as  a  "child."  All 
the  new  avenues  for  sustaining  premature 
infants  will,  in  a  sense,  explicitly  bring  the 
fetus  within  the  social  context  of  the  hospital 
if  not  the  family.  But,  the  exact  determina- 
tion of  this  event  is  not  that  crucial  in  that 
the  fetus  has  not  yet  actually  achieved  essen- 
tially human  characteristics  such  as  the  use 
of  language.  The  question  of  the  time  of  the 
emergence  of  a  human  person  can,  thus,  be 
answered  in  terms  of  when  the  organism 
plays  a  social  role  and,  within  the  uncertain 
range  of  viability  (made  more  uncertain  by 
the  increased  ability  to  sustain  prematures), 
the  exact  time  can  be  defined  stipulatively  in 
terms  of  social  needs.  In  any  absolute  sense, 
there  is  not  yet  a  rational  animal  on  hand. 

In  summary,  placing  the  emergence  of  the 
human  person  at  the  point  of  viability  would 
seem  to  be  giving  the  organism  the  benefit 
of  any  reasonable  doubt.  Moreover,  a  social 
understanding  of  viability  establishes  the 
reasonableness  of  the  criterion  for  the  licit- 
ness  of  an  abortion.  Without  such  an  under- 
standing of  the  criterion,  the  proscription  of 
abortion  past  the  point  when  a  viable  birth 
is  possible  appears  at  best  a  concession  to 
emotion.  But,  given  this  understanding  of 
the  criterion,  its  use  in  statutes  is  rendered 
rational — and    rationalization   of   social    pol- 


icies is  a  cultural  desideratum.  Beyond  that, 
the  criterion  of  viability  is  a  cardinal  criterion 
for  understanding  the  place  of  man  in  medi- 
cine, in  particular  for  understanding  where 
in  his  ontogeny  man  first  emerges  for  medi- 
cine. Since  man  is  a  social  animal  and  medi- 
cine a  social  enterprise,  even  a  social  science, 
as  Rudolph  Virchow"'  put  it,  it  is  not  sur- 
prising that  the  criterion  of  viability  should 
also  be  social.  It  is  hoped  that  the  proposed 
social  interpretation  of  the  criterion  of  via- 
bility will  suggest  an  avenue  for  resolving 
part  of  the  ambiguity  ingredient  in  the  ques- 
tion of  abortion  and  its  attendant  issues. 
Further,  the  interpretation  maintains  its  sig- 
nificance even  if  the  recent  Supreme  Court 
ruling  on  Roe  versus  Wade  and  Doe  versus 
Bolton  should  markedly  decrease  the  usual 
length  of  gestation  prior  to  abortion  in  states 
affected,  such  as  Georgia  (i.e.,  where  the 
median  gestation  stands  at  11.4  weeks  vis-a- 
vis approximately  85  per  cent  occurring  prior 
to  12  weeks  in  Hawaii  subsequent  to  its  statu- 
tory reform) ''•  '**  or  if  prostaglandins  should 
provide  an  easier  means  for  the  termination 
of  first-trimester  pregnancies.  Even  if  abor- 
tions are  performed  at  a  stage  where  viability 
is  not  in  question,  the  criterion  of  viability  as 
a  social  category  is  a  reminder  that  medicine 
is  the  guardian  of  human  personal,  not  merely 
biological,  life.  If  clearly  understood,  it  has 
the  virtue  of  preserving  all  the  social  values 
which  enhance  the  dignity  of  the  human 
person  and  the  physician  as  the  guardian  of 
human  personal  life  (i.e.,  as  opposed  to 
merely  biological  life),  without  recourse  to 
metaphysical  doctrines  concerning  human 
nature. 
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Family  planning  services  have  been  provided  for  several  decades  in  the  United  States  to  man  y 
women  who  were  able  to  use  private  obstetric-gynecologic  care.  However,  contraceptive 
services  have  not  been  readily  available  to  women  who  depend  on  tax-supported  programs  for 
their  medical  needs.  Since  97.5  percent  of  all  U.S.  deliveries  take  place  in  a  hospital,'  and  since 
the  hospital  stay  is  in  most  cases  a  last  contact  with  medical  care  until  the  next  delivery,  the 
institution  of  a  family  planning  educational  program  during  the  in-hospital  postpartum  period 
deserves  high  priority.  Taylor  has  pointed  out  that  if  women  are  not  reached  with  contra- 
ceptive services  about  one-half  of  them  will  conceive  within  three  months  of  their  first  post- 
partum menstrual  period  and  about  80  percent  of  them  within  a  year  of  the  previous  delivery. - 

This  report  describes  the  educational  and  information  program  at  Harlem  Hospital 
Center,  and  its  effect  on  contraceptive  acceptance  and  practice  by  the  women  delivering  or 
completing  an  abortion  at  the  hospital  since  1965.^'  ^ 

New  York's  Harlem  Hospital  Center  is  an  880-bed  municipal  hospital  affiliated  with  Co- 
lumbia University  since  1962.  The  hospital  is  situated  in  Central  Harlem  but  the  family 
planning  service  has  drawn  patients  from  a  wider  population  base  than  the  approximately 
500,000  people,  overwhelmingly  black,  who  live  in  Central  Harlem.  The  policy  has  been  that 
no  patient  requesting  service  should  be  refused  for  geographic  reasons.  In  1968,  there  were 
14,454  visits  to  the  six  family  planning  clinics  held  at  Harlem  Hospital  each  week. 

A  comprehensive  educational  program  in  family  planning  for  postpartum  women  at 
Harlem  Hospital  began  in  1964.  A  primary  responsibility  assigned  to  a  nurse-midwife  was  to 
talk  with  newly-delivered  mothers  about  their  desires  for  family  planning,  individually  and 
through  ward  lectures.  During  the  first  six  months,  95  percent  of  the  patients  contacted  ex- 
pressed an  interest  in  family  planning  assistance.  The  nurse-midwives  were  responsible  for  the 
training  and  supervision  of  the  family  planning  nurses  and  clerks,  as  well  as  for  the  admini- 
strative organization  of  the  program. 

In  1965,  support  from  the  Population  Council  allowed  for  the  expansion  and  integration 
of  the  educational  program  with  all  the  maternal  health  services  of  the  hospital.  At  present,  in 
addition  to  various  part-time  personnel,  there  are  sixteen  full-time  family  planning  staff:  a 
medical  director,  four  physician-fellows,  one  nurse-midwife  coordinator,  three  registered 
nurses,  one  social  worker,  five  clerks  and  one  epidemiologist. 

The  family  planning  educational  program  began  with  prenatal  clinic  preparation  classes 
and  was  intensified  in  the  hospital  on  the  obstetric  and  gynecology  wards. 

A  nurse  interviewed  each  individual  patient  who  had  terminated  a  pregnancy,  obtained 
medical  and  social  information  for  her  family  planning  record,  invited  her  to  attend  a  family 


*  Harlem  Hospital  Center;  Columbia  University  Department  of  Obstetrics  and  Gynecology;  New 
York,  N.Y.  Supported  in  part  by  grants  No.  M6492  and  No.  165.35,  the  Population  Council, 
New  York. 


952 


EDUCATION  FOR  FAMILY  PLANNING  IN  A  MUNICIPAL  HOSPITAL 

planning  class,  and  offered  individual  counsel.  Patients  were  advised  that  Harlem  Hospital 
provides  a  free  family  planning  service  to  all  women  regardless  of  iheir  place  of  residence,  age, 
marital  status  and  parity.  Posters  in  the  wards  announced  the  availability  of  birth  control 
help  and  the  schedule  for  ward  classes. 

The  one-hour  group  classes  held  three  mornings  a  week  were  well  received  by  the  patients. 
Since  the  usual  postpartum  stay  is  five  days,  this  schedule  has  allowed  all  interested  women  to 
attend.  Tables  I  and  II  show  the  ward  of  origin  of  patients  attending  and  give  the  total  eligible 

TABLE  I 

Family  planning  classes  and  the  service  of  origin  of  patients  attending 


1966 

1967 

1968 

Service  of  origin 

Number 

% 

Number 

% 

Number 

% 

Obstetrical  ward 
Gynecological  ward 

2,086 
198 

91.3 

8.7 

1,894 
420 

82.0 
18.0 

1,622 

577 

73.8 
26.2 

Total  attending  class 

2,284 

2,314 

2,199 

TABLE  II 

Deliveries  and  abortions  at  Harlem  Hospital,  1964-1968 


1964 

1965 

1966 

1967 

1968 

Number  of  deliveries 
Number  of  abortions 

3,857 
1,291  (*33) 

3,504 
1,011  (29) 

3,149 
803  (26) 

2,748 
563  (20) 

2,222 
524  (24) 

Total  number  of  pregnancies 

5,148 

4,515 

3,952 

3,311 

2,746 

(*)  =  percent  of  deliveries. 

women  from  which  the  attenders  were  drawn.  The  percent  of  delivered  patients  attending 
class  in  the  three  years  varied  from  sixty-six  to  seventy-three.  The  number  of  gynecology 
patients  reached  rose  from  24.6  percent  of  the  abortion  total  for  1966  to  1 10  percent  of  the 
abortion  total  for  1968.  This  increase  began  in  late  1967,  when  the  nurses  initiated  daily  visits 
to  the  gynecology  wards  to  talk  with  all  abortion  patients  and  other  women  about  the  family 
planning  program. 

Classes  included  a  description  of  male  and  female  reproductive  anatomy  and  physiology 
and  a  full  discussion  of  all  birth  control  methods  plus  sterilization.  The  nurse  used  a  flip  chart, 
pelvic  models,  and  sample  products  to  supplement  the  teaching.  At  the  conclusion  of  class, 
contraceptive  vaginal  foam  or  lUD  early  puerperal  insertion*'  *  were  offered  to  all  patients 
who  wished  this  protection  prior  to  the  postpartum  clinic  visit. 

Time  was  taken  by  the  nurse  to  discuss  honestly  in  a  neutral,  nonbiased  manner  side  effects 
and  complications.  Knowledge  about  all  methods  helped  the  patient  to  select  another  if  sub- 
sequently dissatisfied  with  her  first  choice.  Patients  were  told  which  contraceptives  were 
available  without  a  doctor's  prescription.  The  common  misunderstanding  that  suppositories 
for  feminine  hygiene  are  contraceptives  was  corrected  with  a  discussion  of  spermicidal  foams 
and  jellies. 

Questions  and  discussion  among  the  patients  were  encouraged.  Each  patient  was  allowed  to 
express  dissatisfaction  even  if  after  every  method  mentioned  she  said,  'Oh  that  doesn't  work, 
I  got  pregnant  using  that !' 
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The  patient  was  helped  to  choose  a  method  suited  to  her  emotional  malce-up  by  asking  her 
to  ask  herself  questions  such  as,  'Am  I  a  good  pill  taker?'  and  'Will  I  remember  to  use  my 
diaphragm  all  the  time?"  The  family  planning  nurse  endeavored  to  develop  the  patient's 
confidence,  self-reliance,  and  consistency  in  her  use. of  a  method.  For  most  of  these  patients, 
this  was  their  first  opportunity  to  receive  any  family  planning  or  formal  sex  education.  Many 
returned  to  hear  the  lecture  a  second  time. 

At  the  postpartum  family  planning  clinic,  the  family  planning  nurses  and  nurse-midwives 
interviewed  each  patient  individually  prior  to  examination.  This  offered  another  chance  for 
the  patient  to  ask  questions  and  to  make  a  decision  regarding  the  method  to  be  provided  at 
that  same  visit.  Table  III  shows  a  close  correlation  between  patient  preference  after  class  on 
the  ward  and  actual  method  initiated  four  to  six  weeks  later  at  the  postpartum  clinic  visit. 

TABLE  III 

Family  planning  method  preference  after  class  versus  actual  method  started 


1966 


1967 


Method 


Percent 

Percent 

distribution 

Methods 

distribution 

Methods 

class  poll 

started 

class  poll 

started 

49.8 

56.0 

59.9 

67.6 

21.6 

30.4 

15.3 

21.4 

5.4 

5.2 

2.5 

1.9 

5.4 

5.8 

7.7 

6.1 

1.5 

2.5 

2.2 

2.9 

1.4 

0.0 

2.2 

0.0 

13.5 

— 

7.3 

— 

1.0 

— 

3.0 

— 

Pill 

lUCD 

Injection* 

Foam 

Diaphragm 

Other 

Undecided 

None 

Total 


lOO.O 


100.0 


100.0 


100.0 


*  Not  offered  at  every  class — available  only  to  limited  number  of  patients. 

A  few  patients  at  each  postpartum  clinic  were  still  unable  to  make  a  decision  regarding  any 
contraceptive.  Some  said,  'I  don't  want  any  more  children,  but  I  don't  want  birth  control'. 
Well-meaning  family  and  friends,  as  well  as  groups  antagonistic  to  all  family  planning  pro- 
grams, have  contributed  to  confusion  and  fears  about  contraceptives. 

The  family  planning  staff  must  know,  understand,  and  accept  influencing  factors  present 
within  the  patient's  family  and  community.  The  patient  was  reassured  that  competent  medical 
evaluation  precede  he  prescribing  of  a  contraceptive  method  and  that  continued  medical 
care  is  available  to  all  patients.  Additional  support  from  a  nurse-midwife,  physician,  or  social 
worker  whom  the  patient  has  come  to  know  and  trust  during  her  prenatal  and  intrapartum 
periods  often  helped  to  turn  the  potential  non-acceptor  into  a  knowledgeable  contraceptor. 

Family  planning  instruction  in  the  clinic  was  provided  for  those  patients  who  did  not  attend 
a  ward  lecture  and  for  new  walk-in  patients.  The  fourteen-minute  Planned  Parenthood  film. 
To  Plan  your  Family  using  an  automatic  sound  projector  and  self-winding,  self-stopping  car- 
tridge film  has  been  a  valuable  time  saver. 

Figures  1  and  2  show  the  number  of  patients  delivered  or  with  abortion  at  Harlem  Hospital 
who  accepted  family  planning  in  our  clinic  in  1968.  Figure  3  shows  total  family  planning 
patients  by  type  of  prior  obstetric  event,  and  includes  walk-in  patients.  'Indirect  acceptors' 
were  defined  as  those  who  had  no  pregnancy  termination  within  the  past  ninety  days. 

A  family  planning  card,  which  serves  as  a  patient  record  and  a  data  collection  device  was 


57-676  O  -  76  -  61 
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100% 


73.1  % 

75.3% 

0 

0 

1 

0 

62.2% 

Deliveries 
(2222  patients) 


Attend  Family 

Planning  Class 

from  Det.  wards 

(1622  patients) 


Return  4wks  after 
discharge  for 

Post-Partum  exam. 
(1667  patients) 


Accept  Family 

Planning 
within  90  days 
(1378  patients) 


Fig.  J.  Deliveries  and  fainily  planning  at  Harlem  Hospital  (year  of  1968). 

initiated  for  each  patient.  Results  of  each  cHnic  visit  were  coded  on  the  reverse  side  of  the  card. 
Tables  IV  and  V  show  demographic  and  obstetric-gynecologic  breakdowns  of  a  population 
of  6,420  Harlem  Hospital  patients  born  in  various  parts  of  the  U.S.  and  abroad,  in  regard  to 
their  acceptance  and  non-acceptance  of  family  planning  services  from  April  1967  through  Sep- 
tember 1968.  This  data  can  be  compared  with  that  obtained  by  family  planning  nurses  for 
1,402  women  who  terminated  pregnancies  at  Harlem  Hospital  during  this  period,  but  who 
elected  not  to  accept  family  planning  services  at  the  hospital  within  ninety  days  of  discharge. 
Demographic  differences  were  seen  when  the  acceptors  were  compared  as  a  group  to  the  non- 
acceptors  (Table  IV).  The  acceptor  tended  to  be  from  the  South  (61  percent  vs.  50  percent);  to 
be  married  (50  percent  vs.  37  percent);  and  to  be  more  than  twenty  years  of  age  (80  percent 


Attend  Family 
Planning  Class 
from  Gyn.  wards 
(577  patients) 


Return  4wksafter 
discharge  for 

Post-Partum  exam. 
( 335  patients) 


Accept  Family 

Planning 
within  90  days 
(207  patients) 


Fig.  2.  Abortions  and  family  planning  at  Harlem  Hospital  (year  of  1968). 
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Delivered  at 

Harlem  Hospital 

no  more  than  90  days 
prior  to  acceptance 


Walk-Ins 
"Indirect  acceptors" 


Fig.  3.  Source  of  6420  family  planning  'acceptor'  patients  at  Harlem  Hospital  (April  1967- Sep- 
tember 1968). 


TABLE  IV 

Demogi  aphic  characteristics  of  family  planning  acceptors  (6,420  patients)  and 
non-acceptors  ( 1 ,402  patients) 


Birthplace : 

NYC 

Southern 
State 

Puerto 
Rico 

English 
speaking 
W.  Indies 

Others 

Unknown 

%  Acceptors 

%  Non-acceptors 

26.8 
30.4 

61.5 
49.9 

2.9 
8.0 

2.3 
2.9 

6.4 
8.8 

0.0 
0.0 

Age: 

10-14 

15-19       20-24 

25-29 

30-34       35-39 

40-44 

Un- 
45+     known 

%  Acceptors 

%  Non-acceptors 

0.4 
1.1 

20.0          36.9 

24.8          35.7 

24.4 
19.5 

11.2           4.8 
9.8           7.6 

1.9 
1.3 

0.2         0.1 
0.1          0.1 

Marital  status: 

Married 

Single 

Widowed 

Divorced 

Separated 

Unknown 

%  Acceptors 

%  Non-acceptors 

50.4 

37.2 

39.2 
50.5 

0.8 
1.1 

0.9 
1.3 

8.4 
9.7 

0.2 
0.2 

Ethnic  group: 

Black 

Puerto 
Rican 

White 

Other 

Unknown 

%  Acceptors 

%  Non-acceptors 

90.3 

87.2 

3.3 
8.6 

0.9 
0,1 

0.3 
0.4 

5.3 
2.9 

Religion : 

Protestant 

Catholic 

None 

Muslim 

Other 

Unknown 

%  Acceptors 

%  Non-acceptors 

81.1 

72.2 

14.2 
20.5 

0.5 
0.6 

0.2 
0.5 

2.2 
2.4 

1.9 

3.8 

Education : 

Less  than 
1 2  years 

12  years 

More  than 
12  years 

Unknown 

%  Acceptors 
%  Non-acceptors 

48.5 
59.1 

44.1 
30.4 

5.8 

4.7 

1.6 
5.8 
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VS.  74  percent).  A  lower  percentage  of  Catholics  and  Puerto  Ricans  were  acceptors  (14  percent 
and  3  percent  vs.  20  percent  and  9  percent).  More  acceptors  than  non-acceptors  had  had  at 
least  a  twelfth  grade  education  (50  percent  vs.  35  percent). 

Of  the  patients  whose  most  recent  pregnancy  termination  was  an  abortion  26  percent  were 
non-acceptors,  13  percent  acceptors  (Table  V).  Non-acceptors  tended  to  have  had  more 

TABLE  V 
Pregnancy  experience  and  attitudes  oj  6,4-0  acceptors  of  family  planning  vs.  1,402  non-acceptors 


Latest  type  of  pregnancy 
termination 

Abortior 

Stillbirth 

Livebirth 

Unknown 

%  Acceptors 

°o  Non-acceptors 

12.9 
26.3 

1.9 
3.6 

84.1 
68.8 

1.1 

1.4 

Number  previous  term 
deliveries 

0 

1             2 

3 

4             5 

6  or 
more 

Unknown 

%  Acceptors 
°o  Non-acceptors 

11.2 
13.6 

31.1      23.8 
30.5      19.8 

14.2 
11.0 

8.2  4.9 

6.3  4.2 

5.2 
5.2 

1.3 
9.3 

Premature  previous  deliveries 

0 

1 

2 

3 

4  or  more 

Unknown 

%  Acceptors 

%  Non-acceptors 

79.0 
69.9 

15.3 
15.2 

3.5 
4.6 

0.9 
0.5 

0.2 
0.2 

1.0 
9.4 

Sumber  previous  abortions 

0 

1 

2 

3 

4  or  more 

Unknown 

%  Acceptors 
%  Non-acceptors 

69.2 

55.8 

20.6 

23.5 

6.3 

7.6 

1.9 
2.6 

1.0 
1.0 

LO 

9.5 

Aborted  in  past  3  years 

Yes 

No 

Unknown 

%  Acceptors 

%  Non-acceptors 

18.5 
29.3 

80.0 
61.9 

1.5 
8.8 

Wanted  latest  pregnancy 

Yes 

No 

Unknown 

Does  not 
apply 

%  Acceptors 

%  Non-acceptors 

17.6 
15.0 

77.7 
74.1 

1.7 
10.9 

2.9 

Wants  more  children 

Imme- 
diately 

Later 

Never 

Unsure 

Unknown 

%  Acceptors 

"o  Non-acceptors 

0.3 
3.0 

38.5 
37.0 

47.3 
39.9 

10.9 
9.1 

3.0 
11.0 

premature  babies  and  fewer  term  babies  than  the  acceptors,  but  these  differences  tended  to  be 
obscured  by  a  large  group  of  unknowns.  At  least  74  percent  of  patients  did  not  want  the  most 
recent  pregnancy.  At  the  time  of  postpartum  interview  40  percent  of  the  non-acceptors  did  not 
wish  ever  to  be  pregnant  again,  compared  to  47  percent  of  the  acceptors. 

Follow-up  surveys  interviewing  randomly  selected  obstetrical  patients  were  done  at  six  to 
twelve,  eighteen  to  twenty-four,  and  twenty-four  to  thirty  months  after  pregnancy  termina- 
tion. Attempts  to  reach  former  patients  were  made  by  telephone,  letter,  and  home  visiting. 
The  family  planning  nurse  trained  and  supervised  the  home  visitors,  and  interviewed  patients 
in  the  sample  who  attended  the  clinic  during  the  survey.  The  surveys  showed  that  home  visit- 
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ing  after  other  unsuccessful  attempts  was  time-consuming  and  frequently  non-productive. 
Twenty  home  visits  would  often  yield  only  two  or  three  interviews. 

The  study  design  was  prepared  by  the  Postpartum  Program  of  The  Population  Council. 
Patients  for  follow-up  were  chosen  at  random  from  those  who  had  terminated  a  pregnancy 
during  the  designated  months.  A  different  group  of  non-acceptors  was  interviewed  at  each 
six-month  follow-up.  The  first  acceptor  group  was  interviewed  three  times,  the  second  accep- 
tor group  twice  and  the  third  acceptor  group  only  once.  The  data  are  presented  for  the  first 
interview  in  a  given  group. 

Approximately  75  percent  of  the  patients  polled  were  still  using  the  original  method  six  to 
twelve  months  after  acceptance  (Table  VI).  Lower  continuation  rates  prevailed  for  the  smaller 

TABLE  VI 

Family  planning  continuation  in  a  sample  six  to  twelve  months  after  acceptance  (method  specified) 


Pill 

lUCD 

Foam 

D 

aphragm  Injection 

Total 

Using 

original  method 
Discontinued 
original  method 

Number 

Number 

% 

170 
76.9 
51 
23.1 

60 
76.9 
18 
23.1 

13 

44.8 

16 

55.2 

3 
50.0 

3 
50.0 

5 
71.4 

2 
28.6 

251 
73.6 
90 
26.4 

Total 

221 

78 

29 

6 

7 

341 

number  of  foam  and  diaphragm  patients  (45  and  50  percent).  However,  almost  one-half  of 
those  who  had  discontinued  their  original  method  were  now  using  another  effective  method. 
Thus  88  percent  of  the  original  sample  claimed  to  be  contraceptors  six  to  twelve  months  later 
and  35  percent  of  the  original  non-acceptors  claimed  to  be  using  a  method  of  contraception 
at  the  time  of  interview  (Table  VII).  The  samples  were  biased  in  that  patients  who  had  moved 
and  not  left  forwarding  addresses  could  not  be  interviewed.  It  was  therefore  striking  that  the 
ratios  of  patients  found  for  re-interview  to  patients  originally  given  a  method  of  contraception 
are  almost  identical  for  pill  and  loop  acceptors. 

'No  good  reason'  was  the  most  frequent  response  (31  percent)  for  non-acceptance  (Table 
VIII). 

Table  IX  shows  the  result  of  the  survey  question  'Are  you  pregnant  now?'  asked  six  to 
twelve  months  after  pregnancy  termination.  Only  2.4  percent  of  the  acceptors  were  pregnant 
at  time  of  interview;  1 1.9  percent  of  the  original  non-acceptors  had  become  pregnant. 

TABLE  VII 

Contraceptive  practice  of  a  sample  of  non-acceptors  of  postpartum  family  planning  service 
six  to  twelve  months  after  delivery  or  abortion 


Clinic 
method  Condom  Total 


Now  using  Number  62  33  95 

effective  method  %  22.9  12  2  35  2 

Not  using  Number  —  _  175 

effective  method  %  ^40 

Original  non-acceptors  Number  —  —  270 

reinterviewed  y  iqq 
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TABLE  VIII 

Stated  reason  for  non-acceptance  of  family  planning  in  a 
sample  of  postpartum  non-acceptors 


Number  of 

patients 

in  sample 

Percent 

'No  good  reason' 

83 

31.1 

Uses  a  satisfactory  method 

53 

19.8 

Denies  need 

32 

12.0 

Distrusts  contraception 

42 

15.7 

Wants  to  get  pregnant 

23 

8.6 

All  other  reasons 

34 

12.7 

Total 

267 

100.0 

TABLE  IX 

Recurrence  of  pregnancy  in  a  sample  of  non-acceptors  and  acceptors  of  family  planning 
six  to  twelve  months  after  pregnancy  termination 


Acceptors 

Non-acceptors 

Pregnant  again  at  time  of  re-interview 

Number  of  patients 

17 

32 

/o 

2.4 

11.9 

Not  pregnant  or  not  sure 

Number  of  patients 

700 

238 

°o 

97.6 

88.1 

Re-interviewed 

Number  of  patients 

717 

270 

^o 

100.0 

100.0 

SUMMARY  AND  CONCLUSIONS 

The  Department  of  Obstetrics  and  Gynecology  of  Harlem  Hospital  Center  undertook  in  1964 
to  provide  every  obstetric  and  gynecologic  patient  with  an  accessible  and  quality  family 
planning  service.  On  the  hospital  wards,  all  delivered  and  aborted  patients  were  offered 
individual  and  group  education  in  family  planning.  At  the  time  of  postpartum  examination 
all  methods  were  made  available.  A  proportion  of  patients  may  be  sufficiently  motivated  to 
use  any  service  even  when  presented  with  minimal  education  or  information.  However,  the 
attempt  to  close  the  gap  in  knowledge  regarding  human  sexual  function  increases  the  effec- 
tiveness of  the  program,  in  proportion  to  the  capabilities,  expertise,  and  number  of  available 
nursing  and  clerical  staff,  and  particularly  obstetric  and  gynecologic  resident  staff. 

The  quality  of  education  and  information  provided  staff  and  patients  alike  determines  in 
large  measure  the  quality  of  care  the  patient  will  receive  when  real  or  presumed  complications 
develop,  or  when  the  patient  chooses  to  shift  methods.  Visual  aids  including  films  are  useful 
time-saving  devices  for  group  instruction,  but  can  not  replace  counseling  and  discussion. 

Women  who  terminated  a  pregnancy  at  Harlem  Hospital  were  divided  into  two  groups, 
those  that  accepted  a  hospital-provided  service  within  ninety  days  of  pregnancy  termination 
and  those  who  did  not.  Comparison  of  these  groups  revealed  small  differences.  In  general,  the 
non-acceptor  was  more  likely  to  be  from  the  North,  to  have  less  education,  to  be  younger, 
unmarried,  and  to  be  Catholic  and  Puerto  Rican.  Reasons  for  non-acceptance  were  explored. 
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Follow-up  surveys  of  randomly  selected  patients  were  conducted  six  to  twelve  months 
after  pregnancy  termination.  Of  the  women  who  had  accepted  contraception,  88  percent  claim- 
ed to  continue  using  birth  control.  Of  the  original  non-acceptors,  35  percent  stated  that  they 
were  using  a  method  of  contraception  and  an  additional  12  percent  believed  that  they  were 
not  at  risk. 

Only  2.4  percent  of  the  acceptors  were  pregnant  at  the  time  of  interview,  whereas  11.9 
percent  of  the  non-acceptors  had  become  pregnant.  Thus  it  appears  that  exposure  to  a  post- 
partum educational  effort  results  in  both  'acceptors'  and  'non-acceptors'  reducing  significant- 
ly their  likelihood  of  early  repeat  conception.-  More  than  74  percent  of  the  pregnancies  termi- 
nated at  Harlem  Hospital  were  stated  by  the  patients  to  have  been  unplanned  and  unwanted, 
confirming  the  need  for  expansion  services.  Coordinated  efforts  to  reach  young  couples  before 
the  first  unwanted  pregnancy  are  essential. 

During  the  years  of  growth  of  this  intensive  postpartum  family  planning  effort,  the  propor- 
tion of  abortion  patients  admitted  to  this  service  has  declined  from  33  percent  of  deliveries  in 
1963  to  24  percent  of  deliveries  in  1968. 

Provided  resources  are  available,  the  family  planning  program  can  become  a  means  of 
delivering  rather  comprehensive  health  care  to  many  in  the  adult  female  population  who 
otherwise  would  be  highly  unlikely  to  receive  such  services. 
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General  Observations  from  Five  Years  of  Use 
of  Antifertility  Agents  in  a  Public  Hospital 

DONALD  P.  SWARTZ,  M.D.,  M.Sc,  F.R.C.S.  (C),  F.A.C.O.G.,*  YOUNG  S. 
CHO,  M.D.,t  and  HIROKO  T.  FELTON,  M.D.J  (U.  S.  A.) 


It  has  never  been  possible  to  view  the  practice  of  medicine  in  any  true 
perspective  without  including  the  social  and  cultural  fabric  of  the  time.  In  no 
area  of  medical  practice  has  this  been  more  evident  than  in  the  present 
diversity  of  approach  to  the  use  of  antifertility  agents.  At  the  highest  social 
levels  in  most  countries,  knowledge  and  availability  of  modern  techniques 
are  rather  uniform  throughout  the  world.  However,  their  application  and 
availability  to  various  segments  of  populations  below  the  upper  social  levels 
are  subject  to  a  wide  range  of  variation. 

It  is  important  to  emphasize  that  this  presentation  deals  with  the  use  of 
antifertility  agents  in  a  special  setting.  The  district  of  Central  Harlem 
contains  approximately  500,000  people  and  is  only  one  of  many  subdivisions 
of  New  York  City  with  its  population  of  approximately  8,000,000.  It  is  a 
little  north  of  the  midportion  of  the  island  of  Manhattan  and  extends  from 
the  Hudson  River  on  the  west  to  the  Harlem  and  East  Rivers  on  the  east. 
The  northern  boundary  of  famous  Central  Park  lies  close  to  its  southern  edge. 
Although  adjacent  areas  (e.g.,  east  Harlem  along  the  East  River  and 
Washington  Heights  north  of  Central  Harlem)  contain  predominantly  Span- 
ish-speaking Puerto  Rican  groups,  the  central  Harlem  population  is  mainly 
Afro- American.  The  district  has  been  described  as  one  of  the  major  dis- 
advantaged areas  in  an  urban  center  in  the  United  States.  All  of  the  health 
indicies  rank  it  among  the  worst  areas  in  the  nation. 

The  major  health  facility  serving  this  district  is  Harlem  Hospital  Center, 
an  880-bed  general  hospital  operated  by  The  City  of  New  York  Department 
of  Hospitals  as  a  municipal  hospital.  The  Department  of  Hospitals  of  New 
York  City  operates  21  hospitals  in  a  system  designed  to  provide  medical 
care  for  the  needy.  Since  1962,  Harlem  Hospital  Center  has  had  an  affiliation 

*  Clinical  Professor,  Columbia  University,  and  Director,  Department  of  Obstetrics 
and  Gynecology,  Harlem  Hospital  Center,  New  York. 

t  Clinical  Fellow  in  Obstetrics  and  Gynecology,  Harlem  Hospital  Center. 

J  Instructor,  Columbia  University,  and  Assistant  Visiting  Obstetrician  Gynecologist, 
Harlem  Hospital  Center. 

Supported  by  grants-in-aid  from  the  Population  Council,  Ortho  Research  Foundation, 
and  Squibb  Institute  for  Medical  Research. 


961 


with  Columbia  University,  which  assumed  the  responsibility  for  the  pro- 
fessional staffing  of  the  hospital. 

With  respect  to  family  planning  services  in  the  municipal  hospitals  in 
New  York  City,  there  was  a  rather  bitter  public  debate  in  1958  which 
established  the  right  of  physicians  working  in  these  hospitals  to  prescribe 
birth  control  "for  health  indications."  The  social  and  medical  climate  of  the 
country  and  the  city  was  such  that,  in  the  first  five  years  following  1958, 
very  little  action  was  taken. 

In  1964  "health  indication"  was  defined  in  keeping  with  the  World  Health 
Organization  definition  of  health  as  "complete  physical,  mental  and  social 
well-being."  This  new  official  encouragement  reflected  the  rapidly  changing 
social  climate,  and  family  planning  services  in  city  hospitals  became  first  an 
accepted,  and  later  a  required,  service. 

Organizational  Approach 

The  use  of  modern  antifertility  agents  began  in  this  department  in  1963. 
Through  1963  and  1964,  the  department  was  undergoing  a  major  reorganiza- 
tion in  its  affiliation  with  Columbia  University  and  only  very  slow  progress 
was  made  in  special  fields  of  this  kind.  It  was  determined  to  give  major 
emphasis  to  the  concept  that  patients  could  be  introduced  to  this  service 
most  profitably  in  conjunction  with  a  pregnancy  experience.^  This  program 
merged  with,  and  became  a  part  of,  a  program  sponsored  by  the  Population 
Council,  "the  Population  Council  Postpartum  Family  Planning  Program." 

With  patients  remaining  in  hospital  for  four  and  five  days  postdelivery, 
the  conduct  of  instructional  classes  three  times  weekly  for  all  delivered 
patients  made  this  group  instruction  available  to  all.  Similar  classes  were 
provided  for  patients  referred  indirectly. 

Table  I  shows  the  volume  of  patients  managed  during  1967  and  the  source 
of  the  patients;   i.e.,  those  who  had  delivered  or  aborted   in   hospital   and 


Obstetrical 
Deliveries 


TABLE  I 

Source  and  Numbers  of  Patients  Referred 


Number  2770 

Percentage  

Of  total  pregnancy 

cases 

Of  classf 

Of  total  family  planning 
acceptors 


A  borlion 
Cases 


581 


Total 

Pregnancy 

Cases 


3351 


Post- 
pregnancy 
Return 
Visits 


2280 


68.  Q 


New  Family  Planning  Acceptors 


Obstet- 
rical 
Cases 


1540 


Abor- 
tion 
Cases 


Indirect 
Cases* 


227 


52.7 
55.6 


66.6 


39.1 
9.8 


495 


21.4 


2313 


Surgical 
Steriliza- 
tion 


161 


*  By  definition,  have  not  delivered  or  aborted  in  Harlem  Hospital  in  preceding  90  days. 
t  Percentage  of  obstetrical  deliveries,  or  abortion  deliveries. 
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TABLE  II 

Continuation  of  use  of  a  Method — ^4  Sample  Survey 


Mel/tod  Orginally  Prescribed 

215  PalienlAcceptors 

12-15  Months  prior 

to  survey 

184  Patient  Acceptors 

17-21  Months  prior 

to  Survey 

Oral 

76.0 
75.6 

43.8 

73.5 
86.0 

68.1 
77.3 
55.6 

69.0 

87.0 

lUD 

Foam 

Total 
Continuing  some  method 

TABLE  III 

Patient  Choice  of  Method 


Method  Chosen 

Percentage  oj  Women  by  Year  of  Entry 

1964 

1965 

1966 

1967 

Orals 

21.7 

6.7 
70.6 

1.0 
904 

36.4 

13.9 

38.6 

9.6 

1.5 

1943 

56.1 

5.2 

30.4 

5.8 
2.5 

3149 

67.6 
1.9 

21.4 
6.1 
3.0 

2313 

Injection* .  . . 

lUD 

Foam 

Diaphragm 

New   total   patients 
entered 

*  Included  for  completeness  but  not  meaningful  because  it  was  investigative  program 
with  restricted  intake. 

those  who  were  "indirect  acceptors,"  that  is,  had  not  delivered  or  aborted  in 
the  hospital  within  three  months  of  registering  for  family  planning  services. 

A  sample  survey  conducted  in  late  1967  provided  information  regarding 
the  number  of  patients  continuing  to  use  the  method  originally  prescribed 
(Table  II).  It  is  also  important  to  know  that  in  the  two  groups  sampled 
12-15  months  and  17-21  months  from  acceptance  of  a  method  of  family  plan- 
ning 86  per  cent  and  87  per  cent  respectively  were  continuing  to  use  some 
method  of  control. 

Specific  Methods 
General.  At  the  beginning  of  this  program,  it  was  assumed  that  one  could  not 
know  in  advance  what  preferences  this  population  might  have  if  all  methods 
were  made  equally  available.  A  sample  survey  of  women  admitted  to  the 
hospital  in  the  summer  of  1963  indicated  that  80  per  cent  had  little  or  no 
knowledge  of  medically  acceptable  methods  of  fertility  control.  Accordingly, 
group  instruction  included  description  of  eight  methods  (plus  coitus  inter- 
ruptus),  and  supplies  or  instructions  were  provided  free  of  cost  for  all 
methods    except    condom     (which    could    be    purchased     locally).  From  the 
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TABLE  IV 

Experience  with  831  lUD's—Lippes'  Loop  C  1964-1967 


First  Year 

Second  Year 

Third  Year 

6,740 

10,460 

12,253 

80.1 

66.2 

59.3 

1.6 

3.2 

3.5 

4.3 

6.4 

6.7 

1.4 

2.6 

2.6 

12.6 

21.6 

27.9 

26.0 

40.0 

43.0 

Woman  months 
Continuation. . . 

Pregnancy 

Expulsion 

Initial 

Later 

Removal 

Lost 


TABLE  V 
Early  Postabortal  lUD  Insertion  (Saf-T-Coil) 


Inserted* 

Followed 

Woman  months 

Infection 

Definite 

Minimal/questionable . 


No. 


153 

121 

3121 


*  From  day  1  to  day  21  post-dilatation  and  curet- 
tage for  incomplete  abortion. 

initiation  of  this  "cafeteria"  approach  January  1,  1965,  the  percentage  of 
women  choosing  endocrine  methods  was  increased  mainly  at  the  expense  of  a 
decline  in  intrauterine  device  (lUD)  choice  (Table  III). 

Intrauterine  Device.  Because  of  the  participation  in  various  specific  co- 
operative programs,  experience  with  the  Lippes  loop  C  intrauterine  device  is 
the  largest  long-term  experience  available  for  analysis  (Table  IV). 

Experience  with  insertion  of  the  Lippes  loop  intrauterine  device  D  in  the 
early  puerperium  (day  4  and  5)  has  been  reported  previously.^"^  This  pro- 
gram has  been  satisfactory  but  patients  continue  to  experience  a  15  per  cent 
expulsion  rate  in  the  first  two  weeks  following  insertion.  The  majority  of 
these  patients  return  two  weeks  post  partum  and  accept  a  reinsertion.  Sub- 
sequent experience  with  the  device  seems  to  correspond  to  the  experience  of 
patients  in  whom  the  insertion  is  performed  five  weeks  or  more  post  partum. 

A  small  experience  with  insertion  of  the  Saf-T-Coil  prior  to  patient  dis- 
charge after  abortion  has  paralleled  the  results  obtained  in  the  early  post 
partum  program,  and  the  risks  of  infection  seem  minimal  (Table  V).  In  an 
effort  to  ascertain  if  any  risk  was  involved  in  postabortal  insertion,  the  only 
criterion  employed  was  that  the  patient  was  considered  medically  fit  for 
discharge  from  hospital.  If  that  criterion  were  fulfilled,  an  lUD  was  inserted 
irrespective  of  the  presence  or  severity  of  sepsis  earlier  in  the  course  of  the 
hos])ital  stay. 
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TABLE  VI 

Sununary  of  Experience  with  a  "Pill-a-Day"  i.e.,  20  Combined  Oral 
Contraceptive*  and  5  Lactose  Placebo  Tablets 


No.  of  patients 

Woman  months  of  use 

Pregnancies  per  100  woman  years. 

Relevant  discontinuance 

Non-relevant  discontinuance 

Lost  to  follow-up 


3,546 

37,420 

0.42 

4.4 

4.7 

27.9 


*  Norethindrone  2.0  mg.,  mestranol  0.1  mg. 

TABLE  VII 

Life  Table  Continuation  Rates  with  a  "Pill-a-Day" 
i.e.,  20   Combined   Oral   Contraceptive*    and   5 

Lactose  Placebo  Tablets 
There  were   3,546   patients,    a   total   of   37,420 
woman  months. 


Duration  oj  Use 

Patients  Continu 

ing  Use 

mo. 

% 

6 

78.7 

12 

62.1 

18 

53.4 

24 

46.1 

30 

40.1 

36 

38.3 

*  Norethindrone  2.0  mg.,  mestranol  0.1  mg. 

Oral  Pill-a-Day  Regimen.  In  1966,  preliminary  experience  with  the  use  of 
a  "pill-a-day"  regimen  utilizing  five  lactose  placebo*  tablets  was  reported.^ 
Early  in  the  introduction  of  oral  contraception  to  this  population,  there  was 
discouraging  patient  confusion  in  attempting  to  follow  the  conventional 
instructions  of  commencing  medication  for  20  days,  discontinuing,  and  then 
resuming  on  the  fifth  day  of  the  subsequent  menstrual  bleeding.  The  addition 
of  placebo  tablets  to  enable  a  continuous  daily  pill  regimen  simplified  patient 
instruction  enormously  and  has  resulted  in  apparent  greatly  improved  patient 
satisfaction  with  the  oral  regimen  in  this  clinic.  Norethindrone  2  mg., 
mestranol  100  p-g.  has  been  the  standard  oral  medication  employed  over  a 
three-year  period  (Tables  VI  and  VII).  We  are  gratified  to  note  that  other 
workers  are  now  advocating  similar  regimens.* 

It  is  important  to  emphasize  that  the  life  table  continuation  rates  for  one 
method  must  be  viewed  in  the  context  of  the  survey  results  for  all  methods 
as  indicated  in  Table  II,  or  one  will  obtain  an  unduly  pessimistic  view  of  the 
acceptance  of  the  family  planning  principle  by  the  group  studied. 

Injectable  Contraception.  Since  1963,  this  Department  has  been  engaged  in 


*  Supplied  through  the  courtesy  of  Ortho  Research  Foundation,  Raritan,  N.  J. 
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TABLE  VIII 

"Once-a-Cycle"  Injeclable  Contraception*— A  Summary 


No.  of  patients 

Woman  cycles  of  use 

Pregnancy 

Patients  lost  to  follow-up .  . . 
Relevant  discontinuance.  .  .. 
Nonrelevant  discontinuance. 


397 

6,940 

0 

2.3% 

20.4% 

12.6% 


*  Deladroxate  (Squibb),  150  mg.  of  16/3,17«,dihydroxyproges- 
terone  acetophenide,  10  mg.  of  estradiol  enanthate. 

TABLE  IX 

Life  Table  Continuation  Rates  with  a  "Once-a-Cycle"  Injectable  Contraceptive' 


Duration  0}  Use 


12 
18 
24 


Percentage  of  Patients  Continuing  Use 


Relevant 
Discontinuance  Only 


91.1 

81.8 
79.0 
77.6 


Nonrelevant 
Discontinuance  Only 


93.6 
89.9 
87.9 
86.3 


Lost 
Patients  Only 


99.6 
97.6 
97.2 
97.2 


Total  of  All 
Discontinuance 


85.1 
71.8 
67.4 
65.1 


*  Deladroxate  (Squibb),  150  mg.  of  16  /3,17a,  dihydroxyprogesterone  acetophenide,  10 
mg.  of  estradiol  enanthate. 

TABLE  X 
Pregnancies  Achieved  After  "Once-a-Cycle"  Injectable  Contraceptive  Therapy 


Time  from  Last 

No.  c 

f  Cycles  of  Injection 

Total 

Injection  to 
Conception 

1-6 

7-12 

13-18 

19-24 

24-\- 

mo. 

l-<3 
3-<6 

1 

1 

2 

1 
2 

1 

1 

2 

5 
6 
5 
3 

6-<12 
12+ 

1 
1 

4 

2 

Total 

4 

6 

5 

2 

2 

19 

the  evaluation  of  a  cyclic  monthly  injectable  estrogen-progestogen  contra- 
ceptive t  Early  experience  was  aimed  at  assisting  in  establishmg  an  ap- 
propriate estrogen-progestogen  dosage.^  Since  1965  a  clinical  testmg  program 
has  been  m  progress  utilizing  150  mg.  of  progestogen  ( 16^,  17(x, dihydroxy- 
progesterone acetophenide)  and  10  mg.  of  estrogen  (estradiol  enanthate) 
(Tables  VIII  and  IX).  . 

To  date,  19  patients  (Table  X)  have  achieved  pregnancies  (11  ot  19  prior 

t  Supphed  as  Deladroxate  through  the  courtesy  of  Squibb  Institute  for  Medical  Re- 
search,  New  Brunswick,  N.  J. 
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TABLE  XI 

Reproductive  Experience  in  an  Urban  Indigent  Population 


Year 

Obstetrical 
Deliveries 

Abortion 
Admissions 

Abortions: 
Deliveries 

Abortions: 
Pregnancies 

yew  Family 

Planning 
Registrations 

1963 

3684 

1170 

32 

% 

24 

215 

1964 

3857 

1291 

33 

25 

904 

1965 

3504 

1011 

29 

22 

1943 

1966 

3149 

803 

26 

20 

3149 

1967 

2770 

563 

20 

17 

2313 

to  six  months  from  the  last  injection).  The  duration  from  cessation  of  therapy 
to  pregnancy  does  not  necessarily  indicate  the  true  situation  with  reference 
to  conception  potential,  as  the  extent  of  desire  for  pregnancy  in  these  patients 
was  difficult  to  ascertain. 

Urinary  pregnanediol  determinations  have  also  indicated  probable  return 
of  ovulation  at  varying  intervals  post-therapy. 

Patterns  of  Maternity  Experience 

Table  XI  indicates  the  changing  patterns  of  the  number  of  deliveries  and 
number  of  incomplete  abortions  admitted,  through  these  five  years  in  re- 
lation to  the  number  of  new  patients  accepting  family  planning  services. 
Harlem  Hospital  Center  and  its  two  satellite  clinics  are  not  the  only  medical 
facilities  now  providing  family  planning  services  to  this  population.  Other 
services  are  in  neighboring  hospitals,  some  in  Planned  Parenthood  free 
standing  clinics,  and  some  in  satellite  clinics  of  adjacent  obstetric  depart- 
ments, the  satellite  clinics  being  located  in  or  near  the  periphery  of  the 
Central  Harlem  area  and  the  Harlem  Hospital  district. 

In  conclusion,  there  would  seem  to  be  considerable  indirect  evidence  that 
the  ]Droportion  of  unwanted  pregnancy  occurring  in  the  district  served  by 
Harlem  Hospital  Center  has  been  reduced  significantly  to  the  extent  that 
admissions  to  this  major  health  facility  reflect  the  general  experience.  How- 
ever, a  more  detailed  study  of  over-all  regional  statistics  will  be  required  in 
order  to  verify  this  apparent  trend.  A  survey  of  the  hospital  facilities  in  and 
adjacent  to  the  district  suggests  that  the  decline  is  a  true  one  unless  unknown 
factors,  such  as  increased  skill  on  the  part  of  those  performing  the  abortions, 
have  abruptly  reduced  the  number  of  cases  admitted. 

Summary 

A  five-year  experience  with  antifertility  agents  in  a  public  hospital  is 
presented.  There  is  good  indirect  evidence  that  such  efforts  have  reduced  the 
number  of  unwanted  pregnancies. 

This  work  would  have  been  impossible  without  the  dedicated  assistance  of 
many  members  of  the  staff  of  this  Department. 
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The  introduction  of  contraception  in  an 
urban  public  hospital 
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H.    T.    FELTON,    M.D 

New   York,  New   York 


FRC.S.    (C),    F.A.C.O.G. 


Thii  report  describes  the  rapid  expansion  of  contraceptive  services  as  part  of  maternal 
health  care  in  a  large  department  (3,800  deliveries  and  1,000  abortions  per  year). 
Several  new  approaches  to  the  problem  have  been  used  and  include:  (a)  lUCD 
(loop)  insertion  on  the  third  or  fourth  postpartum  day:  (b)  a  "once-a-cycle" 
intramuscular  injection  of  progestogen-estrogen  mixture;  (c)  an  oral  sequential 
regimen  with  a  new  progestogen;  (d)  a  "once-every-day"  continuous  oral 
regimen  accomplished  by  adding  five  placebo  tablets  of  different  color  to 
20  combined  progestogen-estrogen  tablets   Patient  acceptance  and  efficacy  of  these 
methods  have  been  evaluated 


Since  Margaret  Sanger,  a  New  York 
nurse,  defied  public  authority  in  1912  to 
bring  birth  control  information  and  services 
to  the  urban  p)oor,'  many  separate  forces 
have  converged  to  produce  the  present  situa- 
tion in  the  United  States;  namely,  one  in 
which  everyone  engaged  in  serving  the  needs 
of  the  poor  in  any  way  is  now  involved  in 
finding  an  answer  to  the  urgent  question: 
"How  can  the  poor  be  provided  with  the 
knowledge  and  services  required  to  permit 
them,  to  the  extent  to  which  they  themselves 
desire  to  do  so,  to  limit  their  reproduction 
just  as  persons  in  higher  socioeconomic  levels 
have  been  able  to  do?"  That  question  has 
emerged  only  recently  as  the  question  of 
greatest  priority.  For  some  time,  and  still 
in  some  circles,  the  first  prioritv  of  that 
question  was'  not  realized — it  was  confused 
by  claims  that  the  poor  did  not  desire  this 
assistance  and  would  not  use  it  if  it  were 
available.  This  argument  seems  to  ha\e  been 

From  the  Department  of  Obstetrics  and 
Gynecology.  Harlem   Hospital  Center 
and  the  College  of  Physicians  and 
Surgeons,  Columbia  University 

Presented  to  the  New  York  Obstetrical 
Society.  Jan    II,  1966 


answered  efTecti\ely  by  a  number  of  stud- 
ies-- '  and  also  by  the  rapidity  of  growth  of 
every  new  clinic  facility  opened  in  the  last 
several  years  to  provide  these  services  to  the 
poor.^  Some  of  the  pressures  which  have 
combined  to  propel  workers  from  many 
fields  into  this  area  of  activity  and  into  the 
search  for  the  answer  to  the  previous  ques- 
tion might  be  listed:  /a)  wide  discussion  and 
increasing  understanding  of  the  problem  of 
world  papulation  growth  rates;  (b)  free  dis- 
cussion of  the  methods  by  which  control  of 
births  might  be  achieved;  (c)  more  open 
discussion  of  all  aspects  of  sexual  behavior; 
and  ( d ;  affirmation  by  almost  all  religious 
bodies  excepting  the  Roman  Catholic,  of  the 
moral  correctness  (if  using  medically  ap- 
proved methods  of  birth  limitation  to  achieve 
the  goal  of  resiJonsible  parenthood;  (el 
availabilitv  of  newer  methods  of  birth  con- 
trol, pill  and  lUD.  with  their  prospect  of 
mass  application:  f  broadening  scope  of 
activity  of  voluntary  health  organizations 
and  private  foundations;  I'gl  quickening 
temjx)  of  activity  on  the  part  of  the  in- 
digent and  underprivileged,  csjjecially  the 
Negro,    to    procure    the    same    rights    and 
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oppoituriitici  in  c\ery  splieie  vi  )i\ing  as 
arc  cnjo\Lci  by  members  of  hiL'licr  oco- 
iioinic  li  >iK  m  bucicu  ,  h  itapoitanl  ju- 
dicial (iin~ions  which  iiavc  begun  tn  e^- 
lablisli  the  light  ol  the  American  citizen 
to  inakt  J  free  and  pruate  choice  in  the 
matter  ol  hirlii  Junitation.  and  to  clarify 
the  right  f'l  liic  physician  to  assist  iiis  pa- 
tients in  that  problem  according  to  medical 
principles:  i  the  increasing  number  of  ur- 
ban dwellers  whf)  understand  that  their 
economic  outlook  is  related  directly  to  the 
number  of  children  they  rear;  ij)  growing 
awareness  in  medical  and  many  other  circles 
of  the  magnitude  of  the  problem  of  un- 
wanted pregnancy  with  its  immediate  com- 
plication of  criminal  abortion,  its  compjound- 
ing  and  perpetuation  of  the  poverty  multi- 
tude, and  Its  as  yt  unmeasured  but  colossal 
impact  in  teiins  of  psychosomatic  g^neco- 
logic  complaints,  marital  stress,  rejected  and 
'"battered"  children,  delinquenc\-,  crime,  and 
mental  illness. 

Although  many  of  the  above  factors  were 
to  some  extent  visible  and  known  to  students 
of  urban  problems  several  decades  .tgo,^  it 
seems  to  be  both  the  strength  and  the  weak- 
ness of  our  democratic  pluralistic  scKiet)'  to 
require  overwhelming  evidence  before  eflFec- 
tive  action  begins  to  result.  The  course  of 
events  in  the  largest  city  in  the  United 
States  is  tvpical.  but  not  unique,  in  this 
regard.  Indeed,  New  York  City  has  provided 
leadership  in  this  matter  which  is  only  more 
recently  being  followed  by  many  other  urban 
centers.  In  1958,  after  extensive  debate  it 
was  established  that  the  public  hospitals 
should  include  birth  control  advice  and  ser- 
vices where  such  care  was  deemed  necessary 
as  part  of  the  health  prescription  when 
certified  by  two  physicians.  In  onlv  one  of 
the  fourteen  public  hospitals  did  a  service 
of  any  magnitude  develop  under  the  pro- 
visions of  that  ruline  That  hospital  serviced 
554  new  patients  in  its  third  year  of  opera- 
tion and  1.243  in  its  fifth  year.*  Although 
the  enabling  bulletin  clearly  provided  for 
this  service,  it  was  characteristic  of  general 
attitudes  prevailing  during  the  years  1958 
to  1964  that  the  regulations  were  interpreted 


in    such    a    i:_kI    luaiuier   that    no.   or   \er\' 
iiinileci.  <ir\i<    s  ucic  provided  elsewhere. 

I'lie  l.uI(n^  mentioned  above  have  now 
combined  to  bring  about  increased  public 
demand  fur  enlargement  of  this  asj^ect  of 
medical  catc  I'.aily  in  !%4.  the  New,  York 
Academy  ol  Medicine  undertook  to  provide 
throueh  the  medium  of  an  expert  committee, 
a  dchnition  of  medical  indications  for  the 
provision  of  contiaceptive  services."^  The 
.Academy  C'omnutlee  on  Public  Health  re- 
poited  that  for  such  purposes,  health  should 
be  defined  in  the  same  way  as  it  had  alreadv 
been  defined  so  well  by  the  World  Health 
Organization;  namely,  not  as  merely  the  ab- 
sence of  disease  or  infirmitv,  but  as  a  state 
of  complete  physical,  mental,  and  social  well- 
being.  With  this  definition  and  to  the  1958 
policy  statement  of  the  Department  of  Hos- 
pitals, with  parallel  action  by  the  Depart- 
ment of  Health,  and  with  encouraging  sup- 
port from  the  Department  of  Welfare,  the 
hospitals  and  special  maternity  care  clinics 
throughout  New  York  City  have  incorpo- 
rated birth  control  services  as  a  recognized 
part  of  comprehensive  maternal  health  care. 
The  intensity  of  patient  demand  for  these 
services  is  known  by  everyone  who  works 
in  the  area. 

The  purpose  of  this  report  is  to  trace  the 
developments  and  some  of  the  lessons  learned 
in  the  course  of  endeavoring  to  incorporate 
into  the  maternity  health  program  of  Har- 
lem Hospital  Center  a  range  of  acceptable 
contraceptive  measures.  It  should  be  noted 
that,  prior  to  1963,  as  with  most  other  New 
York  municipal  hospitals,  essentially  no  birth 
control  services  were  rendered.  Through 
1963  and  early  1964,  a  few  small  groups  of 
patients  were  provided  with  specialized  birth 
control  services  in  conjunction  with  pilot 
projects.  The  methods  studied  during  those 
months  included  oral  and  injectable  methods 
but  the  number  of  patients  involved  was 
small  (207  patients  in  1963). 

Methods  and  materials 

In  assessing  the  probable  magnitude  of 
the  service  problem  which  would  arise  if 
birth  control  services  were  provided  as  part 
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of  maternal  health  care,  the  favorable  re- 
ports of  experience  with  the  intrauterine 
device  which  had  begun  to  appear  attracted 
attention.  The  method  promised  a  number 
of  advantages  in  this  situation — simplicity, 
economy  of  professional  services  and  of  cost 
of  supf>lies,  minimum  patient  revisit  require- 
ment thus  minimizing  clinic  patient  volume, 
and,  "once-a-patient  motivation,"  that  is, 
motivation  for  the  initial  insertion  only,  not 
recurrent  motivation  with  each  sexual  ex- 
posure as  for  the  diaphragm,  for  example. 
Accordingly,  the  first  enlargement  of  the 
sei-vice  was  in  the  direction  of  opening  sp)e- 
cia!  clinic  sessions  for  intrauterine  device  in- 
sertion. Two  clinic  sessions  were  opened — 
one  morning  and  one  evening  (5:30  to  8:30 
P.M.).  Between  May  24,  1%4,  and  Dec.  31. 
1964,  when  the  lUCD  was  the  major  method 
offered,  6!0  insertions  were  carried  out.  The 
Lipf>cs  loop  size  No.  3  (C)  was  chosen. 

Since  Jan.  1,  1965,  several  methods  have 
been  offered,  and  the  patient  choice  in  the 
last  6  months  is  indicated  in  Table  I.  The 
condom  method  is  discussed  but  the  condom 
is  not  pro\ided  through  the  clinic.  The 
major  methods  of  dissemination  of  infor- 
mation regarding  this  service  used  to  date 
have  been  the  following: 

Social  worker.  The  social  worker  in  the 
Gynecology'  Clinic  area  customarily  gi\es 
patients  waiting  for  Gynecology'  Clinic  care 
a  brief  talk  outlining  the  kinds  of  services 
offered  by  the  hospital  and  the  ways  in 
which  the  social  worker  could  be  of  as- 
sistance to  the  patient.  The  social  worker 
incorporated  in  this  talk  information  to  the 
effect  that  patients  desiring  birth  control 
assistance  could  attend  a  lecture  held  twice 

Table  I.  Patient  choice  of  contraceptive 
method  (Jan.  1-Nov.  30,  1965^ 


1 

No    of 

Pe 

T  cent 

Mfthod          1 

palifnl! 

of 

Ufers 

I  LCD 

691 

39 

Oral 

64"i 

36 

Intramuscular* 

2.1 3 

14 

\acinal   foam 

164 

9 

Diaphraiim 

30 

2 

Rhythm 

-      .     0 

0 

•Special    ittidy    of  ""oliccsa.r>«'^' 


weekly  in  which  methods  of  birth  control 
offered  by  the  hospital  clinic  would  be 
explained. 

Postpartum  instruction.  Patients  on  the 
fxwtpartum  wards  were  invited  to  attend  a 
class  of  instruction  similar  to  the  one  re- 
ferred to  above  in  which  seven  methods  of 
birth  control  were  discussed.  The  patient 
was  given  a  choice  of  method  subject  to 
later  medical  counseling  with  resfject  to  spe- 
cific contraindications  which  might  exist. 
A  vaginal  foam  preparation  was  offered  to 
patients  attending  the  postpartum  lecture 
which  could  be  used  until  appointments  to 
the  sf)ecial  clinics  providing  the  patient's 
choice  of  method  could  be  obtained.  Total 
attendance  at  postpartum  and  gynecologic 
clinic  instruction  classes  in  November,  1965, 
was  261  fjatients.  Space  and  .staff  have  be- 
come available  to  permit  antepartum  in- 
struction to  be  added  caiiv  in  19b6. 

Patients  discharged  from  the  G\necology 
division  after  abortion  were  also  given  the 
opfXJrtunity  for  referral  to  the  instructional 
class 

Nurse  instruction.  .All  obstetrics  and  gyne- 
cology senior  nursing  staff  were  provided 
with  an  opportunity  to  rotate  through  the 
maternal  health  clinic  ser\ices.  to  become 
familiar  with  the  methods  used,  and  with 
the  clinic  operation  so  that  ihev  might  be 
able  to  answer  patient  questions  more  in- 
telligently. 

Resident  instruction.  All  obstetric -gyne- 
cologic residents  attend  the  maternal  health 
clinics  for  not  less  than  2  months  in  the 
course  of  their  training  program,  unless  the 
resident   declines   for   reasens  of  conscience. 

Results 

Intrauterine  device — early  postpartum  in- 
sertion. In  many  areas  of  the  world,  a  con- 
traceptive measure  which  could  be  applied 
in  the  early  postpartum  period  would  make 
a  significant  contribution  to  the  solution  of 
p>opulation  problems.  Even  in  North  Amer- 
ica, if  one  takes  into  consideration  concepts 
of  captive  audience,  fjeak  of  motivation  in 
relation  to  0»e  present  pregnancy,  the  tcnd- 
crfcy  of  piibfic  patients  to  fail  to  return  for 
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postpartum  examination,  etc.,  a  method  of 
contraception  which  could  be  apphed  prior 
to  hospital  discharge  in  the  puerperium 
might  reach  large  numbers  of  women  more 
rapidly  than  other  approaches  may  be  able 
to  do — and,  of  course,  the  economy  involved 
would  be  considerable. 

With  the  above  considerations  in  mind, 
since  December,  1964,  postpartum  women 
electing  the  intrauterine  device  for  a  contra- 
ceptive measure  have  been  offered  the  al- 
ternative of  having  it  inserted  in  the  puer- 
perium, and  before  hospital  discharge.  They 
have  been  advised  to  return  4  weeks  from 
discharge  for  review,  and  reinsertion,  if 
necessary.  Patients  having  their  first  preg- 
nancy are  routinely  discharged  on  their  fifth 
postpartum  day  and  those  who  have  had 
one  or  more  previous  pregnancies  have  been 
discharged  on  their  fourth  postpartum  day. 
Intrauterine  device  insertion  was  usually 
performed  approximately  24  hours  before 
discharge.  Patients  with  obstetric  complica- 
tions and  particularly  those  with  any  evi- 
dence of  endometritis,  amnionitis,  etc.,  were 
excluded  from  this  option. 

Table  II  shows  the  results  of  304  "early 
postpartum"  lUCD  insertions  as  assessed  11 
njonths  from  commencement  of  the  pro- 
gram and  with  some  follow-up  knowledge 
of  73  per  cent  (222)  of  the  patients.  There 
were  44.5  per  cent  expulsions  among  those 
women  who  kept  their  first  checkup  ap- 
pointment within  4  weeks  of  insertion.  Thus, 
if  reinsertion  was  done  at  this  time,  the 
pregnancy  risk  should  not  be  different  from 
patients  ha\'ing  a  first  insertion  4  to  6  weeks 
post  partum.  (See  Addendum.) 

Four  of  the  5  patients  known  to  have  be- 
come pregnant  have  conceived  with  the  de- 
vice in  situ  (2  definitely  and  2  presump- 
tively). In  the  fifth  case,  the  status  of  the 
device  is  unknown  as  the  patient  has  regis- 
tered at  another  hospital  for  prenatal  care. 

Infection  has  been  a  ven-  infrequent  com- 
plication. Only  one  case  of  pelvic  infection 
occurring  within  a  week  of  insertion  (and 
possibly  a  second  case  in  the  second  month 
after  insertion)  may  be  attributed  reasonably 
to  the  early  program.  One  case  occurred  4 


months  and  2  cases  8  months  after  insertion. 

There  were  no  perforations  nor  were 
there  any  other  unusual  complications. 

Oral  contraception  in  a  public  clinic. 
Many  workers  in  the  field  of  providing  birth 
control  services  in  large  public  clinic  settings 
have  commented  uf>on  the  high  rate  of  pa- 
tient dropout  with  the  oral  methods  of 
contraception.''  *  As  mentioned  in  the  in- 
troduction, between  late  1%2  and  through 
1964,  the  only  activity  in  this  area  in  Harlem 
Hospital  was  in  admitting  a  few  small 
groups  of  patients  to  special  study  projects 
on  oral  contraceptive  programs.  The  drop- 
out rate  from  these  studies  was  as  high  as 
60  percent  (Table  IVK 

Combined  continuous  oral  regimen.  Be- 
ginning Jan.  1,  1965,  when  the  program  was 
expanded  to  offer  oral  contraceptive  methods 
to  as  many  patients  as  chose  to  select  that 
method,  a  novel  program  was  initiated. 
Twenty  tablets  of  norethindrone  2  mg.  and 
mestranol  100  mg.  together  with  five  pink 
tablets  of  lactose  placebo  were  packaged  for 

Table  II.  Results  of  inserting  lUCD  (loop) 
in  early  puerperium  (third  or  fourth  day) 
in  304  patients 


Per  cent  of 

followed 

patients  (73%) 


Expulsion 

125 

56.3 

Known  in  situ 

86 

38.7 

Removals 

6 

2.7 

Prc(?nancies 

5 

2.3 

Total  with  known 
follow-up 


222 


Table  III.  Time  of  onset  of  menses  after 
Ortho-Novum  2  0  mg.  i20l  plus  placebo  (5) 
in   100  patients  in  their  fourth  treated  cycle 


Day  oj  onset 

j 

Per  cent 

of  menses 

!     Placebo 

day 

of  patients 

<25 

- 

0 

25 

1 

4 

26 

9 

26 

27 

•      3 

55 

28 

4 

15 

29 

5 

0 

>29 

- 

0 
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Table  IV.  Patient  acceptance  of  three  low-dose  oral  regimens* 


No.  of 
patients 


No-  of 
cycles 


Closed  out   (%) 


Patient      ]     Medical 
reasons      \       reasons 


Total 


1 .  Conventional   combined 
(meitranol  0.06  mg.  and  norethin- 

drone  2  0  mg.) 

2.  Sequential 

(mestrajiol  0  08  mg.  and  No.  1658 
20  mg.) 

3    Continuous  combined 

(mestranol  0  1  mg   and  norethindrone 
2.0  mg.,  20  combined  tablets  plus  5 
placebo  tablets  taken  daily  without 
interruption) 


167 


570 


700 


1,987 


46.5 


100 


605 


20.0 


'Supplied   through   courtety   of   Ortho   Research   Foundation,    Rmritan,   New  Jcney. 


clinic  dispensing.  Patients  were  instructed 
to  begin  their  first  pill  on  day  5  of  a  men- 
strual cycle  and  from  then  on  were  required 
to  take  1  pill  daily — always  commencing 
the  next  package  with  the  white  tablets  and 
concluding  with  the  pink  placebo  tablets. 
The  patients  were  advised  that  they  should 
exfject  their  menses  during  the  days  when 
they  were  taking  the  pink  tablets:  and  that, 
if  this  did  not  occur  on  two  occasions,  they 
should  report  to  the  clinic.  Such  "missed 
menses"  occurred  15  times  in  13  patients 
(or  0.8  p>er  cent  of  cycles). 

Five  placebo  tablets  were  used  because  of 
the  desire  to  duplicate  in  the  safest  possible 
manner  the  conventional  and  proved  regi- 
men of  prescribing  the  medication  for  20 
days  beginning  on  the  fifth  menstrual  day. 
Table  III  indicates  that  81  per  cent  of  pa- 
tients in  this  program  may  be  expected,  to 
menstruate  on  the  second  or  third  placebo 
day,  and  thus  they  resume  medication  on 
menstrual  day  4  or  5.  Only  4  per  cent  are 
commencing  the  next  medication  cycle  on 
day  6. 

Not  only  has  this  program  been  received 
well  bv  patients  who  were  using  a  pill  pro- 
gram for  the  first  time,  but  also  patients 
who  came  to  this  clinic  as  transfers  from 
surrounding  clinics  and  were  familiar  with 
the  usual  20  day  combined  or  sequential 
programs  voiced  great  appreciation  of  this 
simplified  pill  procedure.  Patient  satisfac- 
tion is  reflected  in  a  low  closeout  rate  (Table 


Table  V.  Efficacy  of  endocrine  contraception 
Harlem  Hospital  Center   (1963-1%5) 


Rate 

No.  of 

per  100 

No.  of 

preg- 

wornan- 

Regirnen* 

cycles 

nancies 

yeats 

Continuous  com- 
bined (adding 
5  placebos) 

Conventional  com- 
bined  (20  day) 

Sequential 
(20  day) 

Intramuscular 
"once-a-cycle" 


1,830 

700 
1,987 
1,92! 


3.3 

34 
12 
0.63 


•See   text  <or   deacription   of  compoundi. 

IV),  which  is  of  special  significance  because 
it  is  the  result  obtained  when  this  program 
was  offered  to  all  patients  requesting  oral 
contraception;  that  is,  no  educational,  esti- 
mated level  of  cooperation,  etc..  factors  were 
applied   as   for  some   special   study   projects. 

Kohl  has  used  a  similar  program  exten- 
sively at  Kings  County  Hospital,  New  York, 
with  excellent  results  ' 

Table  V  indicates  the  low  failure  rates 
in  our  experience  to  date-  all  pregnancies 
occurred  in  patients  who  admitted  failinij 
to  use  medication  as  prescribed.  Special 
aspects  of  the  one  failure  in  the  intra- 
muscular injection  program  are  discussed 
below. 

Sequential  oral  rrginicn.  A  study  sequen- 
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Tabic  \'I.  A  comparison  of  incidence  of  side  effects  observed  in  three  low-dose 
oral  contraceptive  regimens 


Spotting  or  breakthrough  bleeding 

Nausea  or  vomiting 

Mestranol  0.1 

Mestranol  O.I 

Mestranol  0  06    Mestranol  0.08     mg    and  nor- 

Mestranol  0  06 

Mestranol  0.08     mg.  and  nor- 

mg.  and  nor-    \  mg    and  Ortho    ethindrone  2.0 

mg.  and  nor- 

mg.  and  Ortho    ethindrone  2.0 

ethindrone  2.0      So     1638  2.0     rng — combined 

ethindrone  2.0 

No    1658  2  0     mg. — combined 

Cycle 

mg — combined  mg  — sequential  continuous   (20 

mg. — combined 

mg — sequential  continuous   (20 

No. 

(20  dayi                (20  -^  6)        \  +  5   placebos) 

(20  day)       1       (20  +  6)       \  *  5  placebos) 

1 

21  5 

40 

80 

14  0 

93 

65 

2 

148 

35 

3.1 

28 

5.6 

3.5 

3 

65 

2.3 

2.6 

2.2 

3.1 

2.9 

4 

39 

2.7 

4.2 

0 

2,7 

1.7 

tiai  program  adding  a  new  progestogen 
(6a-niethyl,  4-preenene.  20-one,  17/9-ol 
acetate,  2.0  mg.  for  the  last  6  cycle  days)  to 
mestranol  0.08  mg.  given  through  20  days 
has  been  used  in  167  patients  for  1987 
cycles.  Patient  acceptability  has  been  good 
^ Table  IV')  and  side  effect  incidence  (first 
695  cycles  only  has  been  comparable  to 
that  reported  by  this  population  for  two 
other  low-dose  combined  regimens  (Table 
VI  .  This  group  has  had  oniv  2  pregnancies 
in  1987  cycles  Table  I\' i .  The  rate  of 
1.2  is  as  low  as  that  achieved  by  the 
"once-a-cycle"  injection  group  which  in- 
volve* monthly  supervision  Since  it  is  a 
"spjecial  study,"  there  are  patient-selection 
factors  as  well  as  the  advantages  of  a  single 
(instead  of  multiple  ■>  physician  factor. 
Packaging  may  also  contribute  to  more 
accurate  use  * 

"Oncc-a-cycle"  progcstogen-cstrt^n  in- 
jection contraception.  Early  experience  in 
this  department  with  a  once-a-cycle  injec- 
tion of  long-acting  progestogen  and  es- 
trogenf  to  provide  ovulation  inhibition  and 
contraception  has  been  reported  previously.'" 
From  March,  196.5,  work  has  concentrated 
on  extending  clinical  experience  with  one 
prc^estc^en-estrocen  ratio  which  apfjeared 
suitable  for  clinical  trial.  Table  VII  indi- 
cates  the  total  exf)erience  to  date  with  the 

*S«aiuentJai  medication  packaged  in  "Dialpak."  providrd 
tfa/tTugfa  the  courtesy  of  Ortho  RcMarch  Fouiulaticn, 
lUritan,    New   Jerwr     as   O.R.F.    I636E. 

tI>e*adTt>xatr — l.'i')  mg.  t6rt.  !7»»-dih>-dmx>-prTq(r»leronc 
acrtophcnidr  and  tO  mg.  euradii*)  enanlhate  supplied  by 
SquSib  listitute  foe  Metfical  Research,  New  Bnuuvick, 
Nsw  Jcnrr- 


Table  VII.  Results  in  'once-a-cycle" 
injectable  progestogen-estrogen 
contraception 


Total  patients 

Total  cyclei 

Pregnancy    rate 

Closed   out* 

Patient  reasons 
Medical  reasons 
Lost 


279 
1,921 
0.63 

4  5% 
8.6% 
1.8%  15% 


"Including   early   trial    preparations.    25    per    cent. 

new  formulation.  This  program  seems  to 
share  the  near  100  per  cent  pregnancy 
protection  of  the  oral  methods  (Table  V). 
One  of  the  2  pregnancies  in  1921  cycles 
occurred  in  a  patient  who  received  the  ini- 
tial injection  in  this  program  on  day  10,  and 
conception  took  place  in  this  first  cycle.  The 
other  pregnancy  also  occurred  in  a  first 
treatment  cycle  in  a  patient  who  was  un- 
certain as  to  whether  the  injection  was  re- 
ceived on  menstrual  day  9  or  day  13.* 

Experience  thus  continues  to  support  our 
early  observation  that  patients  derive  some 
protection  from  this  program  into  the  first 
posttreatment  cycle."'  Patients  have  missed 
the  scheduled  injection  for  one  entire  cycle 
a  total  of  56  times  without  a  pregnancy  oc- 
curring. Although  it  is  impossible  to  ascer- 
tain that  no  substitute  method  was  em- 
ployed during  such  an  interval,  this  was 
denied  in  almost  all  instances.  Interest  in 
and  acceptabilitv  of  this  method  in  this 
clinic  population  have  been  high. 

•Irater  picAed  to  liavi  iK-rn  prrgtttnt  in  tlie  cirde  pre- 
ti-eatment. 
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Comment 

'1  lie  proxision  of  birlli  curitiol  svimccs  to 
a  [jublic  population  as  an  cssontial  part  ol 
obstetric  and  trs-necologic  caic  in  ucncial. 
and  of  maternity  care  in  particular,  is  a 
.sei\ice  which  is  used  cagerK  hv  mdii^cnt 
patients.  Certainly  in  the  initial  phases  of 
such  a  progiani  no  unusual  or  complex 
methods  of  stimulating  motivation  are  neces- 
sary. More  important  than  some  recent 
emj)hasis  upon  these  aspects  of  the  prob- 
lem are  the  traditional  problems  associated 
With  clinic  deli\ery  of  medical  care  of  any 
kind:  nameK  ,  clinic  hours,  clinic  staffing  in 
quality  and  quantity  of  personnel,  suitable 
space  for  patient  waiting  and  examination, 
adequate  patient  instruction  in  newer  meth- 
ods in  language  understandable  to  the  pa- 
tient, free  access  to  the  clinic  without  com- 
plex reappointment  arrangements,  simplicity 
of  drug  dispensing  without  lengthy  wailing 
in  pharmacy  lines,  availabilitv  of  comjjetent 
and  sympathetic  assistance  if  complications 
develop  in  the  use  of  a  gi\en  method,  easy 
transfer  from  one  method  to  another  if 
either  partner  finds  one  method  unsuitable 
after  trial,  sound  medical  counseling  about 
initial  choice  of  method.  This  is  to  empha- 
size that,  if  a  medicallv  sound  and  organi- 
zationally efficient  service  is  made  available 
to  public  patients,  it  is  apparent  that  they 
will  use  the  service  in  numbers  that  will  tax 
the  ability  of  public  clinics  to  keep  pace 
with  the  growth  in  clinic  volume.  In  this 
department,  the  volume  has  grown  from  its 
very  small  beginning  registration  of  207  new- 
patients  in  1963,  to  1,943  new  registrations 
and  7,248  total  visits  in  1965 

Facing  up  to  the  problem  of  providing 
this  service  as  part  of  our  health  care  to 
the  public  patients  in  the  United  States  pro- 
vides an  opportunity  for  studying  innovation 
in  this  field  of  work  which  may  be  of  great 
value  not  only  here  but  also  in  our  attempts 
to  assist  other  countries  with  their  even 
more  urgent  problems. 

The  use  of  the  intrauterine  device  and 
its  insertion  within  3  or  4  days  from  the  day 
of  delivery  could  efTect  an  economy  of  ef- 
fort   2ind   might   assist   in   reaching   a   more 


poorh  motivated  traction  <A  the  |x>pulation 
who  inav  not  be  inclined  to  avail  tlicinsclves 
of  other  kinds  of  birth  coniiol  '.civites.  There 
has  been  no  increased  incidence  of  coni|)lica- 
tions  from  insertion  of  the-  intrauterine  de- 
vice at  these  times.  The  high  rate  of  device 
dropout  experienced  to  date  limits  the  use- 
fulness of  this  approach  and  niodihcaiions 
arc  needed  if  this  is  to  achieve  a  very  im- 
portant |jlarc  in  most  jiioijiains.  Sec  .^il- 
clcnduni.  But  it  should  br  pointed  out  that 
revisit  and  reinsertion  within  4  weeks  of  de- 
livery should  result  in  no  increased  pregnancy 
rate. 

A  "onc-ri  r'A-dav"  or  continuous  pill  iet;i- 
incn  developed  bv  the  addition  ol  five  ])la- 
cebo  tablets  to  twentv  taljlets  of  combined 
estrogen-progestogcn  has.  in  this  clinic,  re- 
sulted in  increased  acceptabilitv  of  the  oral 
method,  has  reduced  patient  dropout  from 
the  oral  protrram.  and  has  simplified  greatlv 
the  task  of  patient  instruction. 

It  is  of  interest  that,  despite  the  attraction 
of  simplicity  of  use  of  the  intrauterine  de- 
vice, this  clinic  population  is  choosing  the 
efTective  endocrine  methods  as  frequent!} 
(50  per  cent)  as  all  other  methods  com- 
bined (Table  I)  and  is  using  them  pcr- 
sistentlv  and  accurately. 

A  "once-a-month"  injection  program  is'  a 
valuable  adjunct  in  a  birth  control  'cafe- 
teria"' and  seems  to  offer  particular  advan- 
tages for  mental  health  clinic  patients  for 
whom  sterilization  is  not  regarded  as  the 
best  solution  to  their  problem  at  the  moment 
and  who  seem  unable  to  use  efTective Iv  otlier 
methods  of  birth  control. 

Finally,  as  teachers  in  our  specialty,  it  is 
apparent  that,  as  our  clinic  patients  have  an 
opportunity  to  discuss  matters  of  conception 
control  with  us  and  vvith  our  residents-in- 
training,  they  are  revealing  problems  of 
marital  and  sexual  adjustment  not  often 
heard  previousK'  in  public  clinics.  Thus,  a 
new  opportunity  and  an  important  chal- 
lenge are  developing  to  learn  and  teach 
healthy  principles  of  sex  counseling.  This  will 
add  another  large  dimensien  to  a  program 
which  must  be  understood  as  part  of  a 
broad  health  scrvnce — not  just  the  provision 
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of  one  more  kind  of  device  or  mediration. 
For  those  who  really  believe  that  the 
stable  family  unit  is  impxjrtant  to  our  cul- 
ture, meeting  these  challenges  will  provide 
an  opportunity  to  contribute  in  a  very  direct 
wav  toward  improving  marital  harmony  and 
happiness  among  the  disadvantaged,  as  well 
as  to  reduce  the  problems  of  unwanted 
pregnancy. 

The  support  of  the  Population  Council  for  the 
Intrauterine  Device  programs  and  the  contribu- 
tions of  the  supplies  by  the  Ortho  Research  Foun- 
dation,  The    Squibb    Institute    for   Medical    Re- 


search,   and    the   Emko  Company   are   gratefully 
acknowledged. 

The  assistance  of  the  many  members  of  the 
hospital  staff  and  particular!)  the  coordinating 
and  educational  functions  of  nurse-midwife.  Miss 
P  A  Boone,  R.N.,  M.S.,  has  been  greatly  ap- 
preciated 

Addendum 

Since  the  preparation  of  this  report,  189  ad- 
ditional early  puerperal  insertions  (postpartum 
da>  4  or  5  of  the  Lippes  loop  2  jD;  have  been 
performed  and  the  initial  expulsion  rate  has  im- 
proved from  the  44.5  per  cent  reported  above  to 
16  per  cent. 
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ABORTION  SERVICES  IN  A  MUNICIPAL  HOSPITAL 

D.  P.  SWARTZ,  M.D.* 


It  has  become  difficult  to  convey  to  those  outside  of  the  area  of  obstetrics  and  gynecology  the 
extent  of  the  change  that  occurred  in  the  care  of  women  in  New  York  State  and  New  York 
City  on  July  1,  1970.  If  one  endeavors  to  highlight  quite  honestly  the  problems  associated 
with  the  change,  there  is  a  tendency  for  those  outside  our  field  to  conclude  that  the  speaker  is 
opposed  to  freely  available  abortion  care.  On  the  other  hand,  if  one  does  not  adequately 
describe  the  associated  problems,  colleagues  knowledgeable  in  the  area  conclude  that  the 
speaker  either  has  limited  firsthand  experience  in  the  field  or,  because  of  a  particular  bias,  is 
distorting  the  presentation.  In  attempting  to  present  as  clear  a  perspective  as  possible,  it 
seems  important  to  view  abortion  services  in  a  municipal  hospital,  such  as  the  Harlem  Hospital 
Center,  as  they  developed  after  July  1,  1970,  against  the  background  of  practice  and  experience 
which  existed  in  the  immediate  preceding  months  and  years. 


TABLE  I 

Abortion  trends 

;  Harlem  Hospital  Center, 

1962-1969 

Year 

Deliveries 

Abortions 

Ratio: 

Abortion 

Total 

abortion/ 

deaths 

family 

delivery 

planning 
visits 

1962 

3,744 

1,581 

42.2 

6 

0 

1963 

3,684 

1,170 

31.8 

1 

601 

1964 

3,857 

1,291 

33.4 

5 

2,626 

1965 

3,504 

1,011 

28.9 

1 

7,248 

1966 

3,149 

803 

25.5 

2 

14,057 

1967 

2,748 

563 

20.5 

2 

15,956 

1968 

2,222 

517 

23.3 

0 

14,554 

1969 

2,226 

507 

22.8 

0 

15,982 

Table  I  depicts  the  history  of  maternity  services  from  1962  through  1969.  Undoubtedly, 
multiple  factors  are  operating  to  have  produced  the  decline  in  the  ratio  of  abortions  to  deli- 
veries from  42.2  percent  in  1962  to  22.8  percent  in  1969,  but  it  would  appear  that  the  growth 
of  the  very  large  family  planning  service  at  the  Harlem  Hospital  Center  1.2,  and  of  a  number 
of  other  services  in  the  district,  was  one  of  the  important  associated  factors. 

With  a  careful  regimen  of  abortion  care^  and  with  declining  severity  ofseptic  cases  admitted, 
the  last  death  attributable  to  out-of-hospital  abortion  occurred  in  1967.  If  one  accepts  10 
percent  of  the  number  of  deliveries  as  the  expected  rate  of  spontaneous  abortion,  Harlem 
Hospital  was  continuing  to  receive  approximately  twice  the  expected  number  of  admissions 
for  incomplete  abortion.  And  during  the  later  years  of  this  period,  a  conservative  policy  to- 
ward psychiatric  indications  for  therapeutic  abortion  resulted  in  only  10  to  15  such  cases 
being  performed  annually. 


*  Dr.  Swartz  is  Director,  Department  of  Obstetrics  and  Gynecology,  Harlem  Hospital  Center;  and 
Clinical  Professor,  College  of  Physicians  and  Surgeons,  Columbia  University,  New  York,  N.Y. 
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HARLEM  HOSPITAL  VIP  FLOW  CHART 
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BEFORE  &  AFTER 


Fig.  1.  VIP 


Voluntary  Interruption  of  Pregnancy.  3  days  =  Minimum  mandatory  waiting  period 
from  first  request  to  scheduled  procedure. 


Figure  1  outlines  the  patient  flow  which  developed  to  give  recognition  to  medical  policy 
designed  to  manage  the  expected  volume  of  patients  in  a  systematic  manner.  The  patient 
flow  was  based  upon  the  approach  or  technique  to  be  employed  in  accomplishing  the  abor- 
tion, depending  upon  the  duration  of  pregnancy  as  reflected  in  uterine  size: 

1.  10  weeks  or  less  -  'ambulatory  suction'; 

2.  10-12  weeks  -  'overnight  suction'; 

3.  12  weeks  or  greater: 

a.  if  sterilization  desired,  hysterotomy  and  tubal  ligation, 

b.  if  sterilization  not  desired,  postpone  until  16  weeks  or  more; 

4.  16-20  weeks  — 20%  intra-amniotic  saline  infusion,  if  no  contraindication; 

5.  Special  problems: 

a.  hysterectomy  -  if  other  associated  indication  such  as  extensive  myomata  uteri, 

b.  intra-amniotic  50%  glucose  solution  plus  antibiotic,  if  contraindication  to  20% 
saline  instillation, 

c.  oxytocin  induction  of  labor  in  gestations  of  16  to  20  weeks  duration  in  selected 
cases. 

TABLE  II 

Abortion  by  month:  Harlem  Hospital  Center,  July  1, 1970,  to  December  31,  1970 


Month 

Voluntary  abortions 

Total 

'Incomplete' 

Total 

First 

Second 

abortions 

trimester 

trimester 

July 

57 

73 

130 

39 

169 

August 

85 

108 

193 

27 

220 

September 

78 

98 

176 

29 

205 

October 

80 

71 

151 

29 

180 

November 

82 

71 

153 

28 

181 

December 

123 

72 

195 

25 

220 

Total 

505 

493 

998 

177 

1,175 
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The  experience  of  the  first  six  months  with  voluntary  abortion  is  shown  in  Table  II. '•'5  It  is 
of  interest  to  compare  the  total  experience  of  the  Department  in  relation  to  maternity  care  for 
the  first  quarter  of  1971  with  that  of  the  corresponding  period  in  1970.  Since  patients  whose 
conception  occurred  earlier  than  March,  1970,  would  have  completed  their  delivery  by 
December,  1970,  and  since  patients  who  conceived  in  March,  1971,  or  later  would  have  been 
exposed  to  the  possibility  of  obtaining  medical  abortion,  the  statistics  for  the  first  quarter  of 
1971  should  represent  some  stabilization  of  experience  to  be  anticipated,  compared  to  that  of 
the  comparable  quarter  preceding  the  availability  of  abortion  (Table  III).  It  would  seem  appro- 
priate here  to  recognize  some  of  the  special  problems  that  presented. 


TABLE  III 

Current  pregnancy  experience:  Harlem  Hospital  Center 


E? 

Lperience 

1970 
Jan. -Mar. 

1971 
Jan. -Mar. 

Percent  change 
from  1970 

1. 

Obstetrical  deliveries 
Clinic  patients 
Nonclinic  patients 

600 

508 

92 

663 

569 

94 

+  11 
+  12 

+2 

2. 

Voluntary  abortions 
12  weeks  or  less 
More  than  12  weeks 

3* 
1* 

2* 

574 
363 
211 

+  19,000 
+  36,200 
+  10,500 

3. 

Incomplete  abortions 
Obstetrical 
Gynecological 

128 

3 
125 

92 

7 
85 

—28 
+  133 
—32 

4. 

Sterilization  procedures 
Obstetrical 
Gynecological 

31 
17 
14 

28 
16 
12 

—  10 

—6 

—14 

5. 

New  obstetrical  registrations 
Prenatal  care 
Voluntary  abortion 

650 

1,278 
698 
580 

n.a. 

+  7 
n.a. 

6. 

Return  prenatal  visits 

3,531 

3,610 

+  2 

7. 

Post-partum  return  visits 
Post-delivery 
Post-abortion 

545 

492 

53 

814 
480 
334 

+49 
—2 
+  530 

8. 

Family  planning  visits 
New  patients 
Revisits 

3,731 

645 

3,086 

5,100 

901 

4,199 

+  36 
+40 

+  36 

*  Therapeutic  abortion. 

Philosophy 

It  was  decided  that  abortion  services  were  now  legal  and  normal  medical  care  and  that, 
therefore,  all  staff  without  specific  reasons  of  conscience  should  participate  in  such  care  as 
trainees,  whether  medical,  nursing,  or  allied  personnel,  both  from  the  viewpoint  of  super- 
visory responsibility  and  of  learning  or  educational  experience.  It  would  be  difficult  to  'prove', 
I  think,  that  any  more  problems  have  been  experienced  with  patients  or  staff  as  a  result  of 
adopting  this  philosophy  than  has  been  the  experience  in  other  centers  where  the  services 
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were  developed  in  an  isolated  manner.  On  the  other  hand,  it  seems  highly  probable  that,  over 
a  relatively  shorter  period  of  time,  a  larger  number  of  staff  will  assimilate  the  needed  learning 
and  skills  (technical,  emotional  and  attitudinal)  and  that  the  resulting  service  level  may  rise  to 
a  higher  quality  at  an  earlier  date  than  in  circumstances  in  which  the  program  developed  as  an 
isolated  function  of  a  Department. 

In  this  connection,  concerning  the  desirability  of  providing  all  kinds  of  special  'tender 
loving  care'  and  appropriate  facilities  for  patients  seeking  abortion,  I  would  suggest  that  all 
patients  could  benefit  from  such  supportive  care  and  improved  facilities.  I  am  inclined  to  feel 
that  we  should  emphasize  these  needs  only  to  the  extent  that  we  see  them  as  a  step  towards 
providing  similar  improvements  in  all  of  our  care — that  our  goal  should  not  be  limited  to 
providing  them  only  for  patients  requesting  abortion. 

To  be  more  specific,  those  of  us  who  must  carry  a  responsibility  for  the  care  of  women 
through  all  of  their  health  problems  related  to  the  reproductive  process  see  an  equally  compel- 
ling need  for  counseling  support  and  emotionally  warm  and  comfortable  facilities  for  the 
woman,  perhaps  asymptomatic,  who  is  suddenly  faced  with  the  prospect  of  extirpation 
(surgical  or  radiotherapeutic)  of  some  or  all  of  her  genital  functions  because  of  a  diagnosis  of 
cancer.  Or  does  the  average  couple  or  woman  facing  childbirth  for  the  first  time  in  one  of  our 
city  hospitals,  repeatedly  dubbed  'butcher  shops'  in  often  well-motivated  political  debate,  not 
urgently  need  the  same  quality  of  support? 

Thus,  if  I  might  venture  on  somewhat  dangerous  ground,  I  would,  without  diminishing 
any  of  our  efforts  to  improve  abortion  services  and  the  climate  in  which  they  are  delivered, 
suggest  that  there  may  be  those  emphases  at  present  which  are  focused  on  the  problems  of  the 
woman  seeking  an  abortion  which  reflect  more  of  the  residual  struggles  or  ambivalences 
within  ourselves  about  the  acceptability  of  abortion  than  they  truly  reflect  unique  or  special 
needs  of  the  woman  seeking  abortion. 

Manpower 

a.  Medical  A  small  corps  of  Attending  staff  with  some  experience  in  therapeutic  abortion 
procedures  was  called  upon  to  transmit  its  experience  to  other  Attending  staff  and,  through 
them,  to  all  resident  staff  In  rapid  succession.  This  required  considerable  effort  and  was  com- 
plicated by  the  fact  that  the  implementation  of  the  legislation  coincided  with  the  summer 
vacation  period. 

b.  Nursing  staff  Nursing  shortage  prevented  the  immediate  implementation  of  an  ambula- 
tory abortion  regimen.  It  was  mid-October  before  10  ambulatory  cases  weekly  could  be 
managed,  and  February,  1971,  before  this  figure  was  increased  to  25  cases  weekly. 

Other  manpower 

General  shortages  throughout  the  system  created  another  factor  in  staff  resistance  to  the 
implementation  of  the  new  program;  namely,  the  fact  that  staff  were  already  experiencing  a 
heavy  workload  and  opposed  the  addition  of  abortion  services,  not  because  they  opposed 
abortion,  but  because  they  did  not  receive  immediate  relief  from  the  new  workload  imposed 
in  the  different  areas  of  the  Department  affected,  e.g.,  new  patient  registration,  hospital 
admission,  postoperative  follow-up,  and  family  planning  services. 

General  staff  attitudes 

The  general  attitude  of  the  staff  was  one  of  wholehearted  cooperation  in  implementation  of 
the  new  health  care  program.  As  indicated  above,  there  was  the  usual  concern  that  a  new 
burden  of  workload  would  be  added  without  the  provision  of  additional  manpower  to  meet 
the  need.  Staff  with  religious  or  conscience  reasons  for  not  participating  in  the  care  program 
were  exceedingly  few  in  number.  Initial  reluctance  of  some  staff"  members  to  participate 
changed  over  a  period  of  months  to  one  of  acceptance  of  this  new  service  as  part  of  routine 
care. 
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Patient  considerations 

a.  Legal  Legal  counsel  accepted  the  personal  consent  of  all  patients  aged  17  years  or  older. 
In  addition,  a  single  physician  could  accept  on  his  responsibility  the  consent  of  a  patient  less 
than  17  years  of  age  if,  in  his  judgment,  it  was  considered  detrimental  to  the  best  interests  of 
the  patient  to  be  compelled  to  procure  the  consent  of  a  parent  or  guardian.  I  might  add  that 
only  one  such  instance  has  arisen  in  the  first  1 1  months  of  the  program  at  Harlem  Hospital 
Center  and  that  involved  a  16-year-old  patient  in  the  custody  of  a  correctional  institution  in 
which  the  responsible  social  work  staff  were  of  the  Catholic  faith  and,  although  they  were 
functioning  as  the  guardian  of  the  patient  and  brought  the  patient  for  service,  they  could  not 
in  good  conscience  countersign  the  consent  form. 

b.  Accessibility  Walk-in  urine  pregnancy  testing  for  suspected  pregnancy,  pelvic  screening 
for  duration  of  gestation,  and  an  evening  registration  service  have  been  provided. 

c.  Facilities  The  new  Harlem  Hospital  Center  provides  attractive  and  comfortable  surroun- 
dings and  all  procedures  are  hospital  procedures.  As  indicated  above,  25  cases  of  10  weeks' 
gestational  duration  or  less  are  managed  as  ambulatory  cases  weekly.  Later  first  trimester 
cases  are  admitted  on  the  day  prior  to  the  procedure  and  discharged  either  the  same  day  as 
the  procedure  or  the  day  following.  Second  trimester  cases  are  managed  entirely  as  inpatients, 
from  saline  instillation  through  completion  of  delivery. 

d.  Complications  At  our  large  general  hospital,  outpatient  clinic  facilities  are  available  daily, 
Monday  through  Friday,  including  two  evenings  per  week,  as  well  as,  of  course,  24-hour, 
7-day-a-week  emergency  services.  Direct  telephone  services  are  available  to  the  outpatient 
clinic  area  Monday  through  Friday,  8.00  a.m.  to  4.00  p.m. 

e.  Family  planning  services  Patients  are  given  a  discussion  of  family  planning  methodology, 
etc.,  at  the  time  of  initial  abortion  registration  and  before  the  abortion  procedure  is  completed. 
A  second  discussion  of  family  planning  methodology  is  held  in  the  hospital  for  the  majority  of 
patients,  either  in  group  discussion  or  in  individual  conferences.  Patients  receive  a  four-week 
appointment  for  postoperative  checkup  examination,  and  initiation  of  family  planning  ser- 
vices is  combined  with  a  checkup  visit. 


Barriers  to  service 

a.  Financial  The  cost  is  SI 60.00  if  the  hospital  stay  does  not  exceed  24  hours.  It  increases  by 
$110.00  daily  for  any  patient  exceeding  one  night's  stay  in  hospital,  and  thus  a  complicated 
second  trimester  abortion  may  be  a  very  costly  experience.  There  is  a  need  for  a  single  or 
'package'  cost  for  the  self-paying  patient  who  uses  the  municipal  facility. 

b.  Regimen,  records,  etc.  The  records  requirements  established  in  order  to  maintain  high 
standards  of  care  tend  to  become  somewhat  lengthy  and,  in  some  instances,  repetitious.  They 
require  constant  attention  in  order  to  avoid  duplication  and  to  produce  as  much  streamlining 
as  is  possible  and,  in  general,  this  is  not  accomplished  with  anything  like  desirable  or  potential 
efficiency. 

c.  Continuity  of  care  In  a  large  department,  such  as  at  the  Harlem  Hospital  Center,  continu- 
ity of  care  requires  a  sophistication  of  staffing  and  organization  which  has  not  yet  been  achieved. 
Problems  of  organizing  a  large  staff  through  a  rotation  of  training  experience  and  incor- 
porating monthlong  vacations,  etc.,  constantly  militate  against  the  development  of  such 
continuity. 

d.  Patient  advocacy  In  the  private  sector,  the  patient  goes  to  her  doctor  and  the  physician 
assumes  the  responsibility  from  that  point  onward.  The  physician  uses  his  information  regar- 
ding the  availability  of  hospital  facilities  and  services,  is  able  to  discuss  them  knowledgeably 
with  the  patient,  and  together  they  make  a  choice  of  facility  and/or  service.  The  patient  who 
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endeavors  to  use  the  municipal  service,  however,  may  assume  considerable  responsibility  for 
her  own  decisions  before  receiving  adequate  information  and  guidance.  The  following  is  one 
example  of  the  problem  as  it  occurs  in  this  situation: 

Twenty-five  year  old  para  1001,  working  as  an  aide  in  a  State  hospital,  read  about  the 
'long  waiting  list  for  abortion  at  City  Hospitals'  in  the  newspapers.  The  patient  also 
read  that  the  waiting  lists  would  get  longer  and  the  services  would  be  'swamped'  be- 
cause of  Medicaid  cutbacks.  Abortion  was  therefore  sought  at  one  of  the  abortion 
hospitals  and  a  charge  of  $350.00  was  quoted.  The  patient  felt  that  this  charge  was  too 
expensive  for  her  means.  She  learned  that  a  friend  had  been  'turned  down'  at  Harlem 
Hospital  Center  but  did  not  know  why  the  friend  was  refused;  e.g.,  did  not  know  the 
duration  of  her  friend's  pregnancy  (the  sole  reason  for  denial  of  service  at  Harlem 
Hospital  has  been  gestation  beyond  20  weeks).  She  then  decided  that  there  was  no 
alternative  but  to  obtain  assistance  to  insert  a  catheter  into  her  uterus,  and  several 
days  later,  when  bleeding  and  fever  ensued,  presented  at  the  Emergency  Room  of 
another  hospital  which  'had  no  beds'  and  referral  was  made  to  Harlem  Hospital  Cen- 
ter for  care.  In  other  words,  the  patient  herself  does  the  'shopping';  in  the  private 
sector,  the  doctor  takes  this  responsibility. 

e.  Economic  motivation  and  incentives  The  subtle  but  firm  corrective  pressures  that  are 
brought  about  when  patients  pay  for  services,  as  compared  to  the  situation  that  prevails  when 
staff  see  the  provision  of  services  as  being  'charity',  have  not  fully  pervaded  every  aspect  of 
the  municipal  hospital  system.  Slowly  but  surely  these  benefits  are  beginning  to  be  reflected  in 
elevated  patient  expectations  and,  secondarily  thereby,  in  elevated  staff  performance.  The 
preexisting  attitudinal  influences  aff'ect  all  stafi"  (professional  and  allied),  and  have,  in  all  areas 
of  patient  care,  acted  as  some  barrier  to  the  delivery  of  the  highest  quality  of  service  in 
general — they  have  only  been  illuminated  by  the  spotlight  of  attention  directed  to  abortion 
services  in  particular. 
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ABORTION:     Al  E  D  I  C  A  L     ASPECTS     IN 
A    MUNICIPAL     HOSPIIAL* 

D.  P.  SwARTz,  AI.  D.  and  Al.  K.  Paranjpe,  M.  D. 

Department  of  Obstetrics  and  Gynecology 

Harlem    Hospital    Center 

New  York,  N.  V. 

THE  problems  of  unwanted  pregnancy  and  of  woman's  efforts  to 
prevent  it  or  to  abort  extend  into  antiquity.  Ancient  writings  rec- 
ommended the  use  of  various  concoctions  in  the  vagina  to  prevent  con- 
ception: crocodile  or  elephant  dung,  honey,  and  "tips  of  the  shrub 
accacia"  which,  when  fermented,  can  result  in  the  formation  of  lactic 
acid.^  The  Hippocratic  Oath  refers  to  the  insertion  of  a  "pessary"  to 
induce  an  abortion. 

Induced  abortion  in  Harlem  Hospital,  New  York,  N.Y.,  has  been 
a  grave  gynecological  problem  through  many  years.  Dr.  Henry  C. 
Falk,  Jr.,  studied  the  patients  and  their  many  complications  intensively.^ 
In  1937  Falk  classified  the  cases  according  to  severity  and  prognosis, 
from  the  relatively  trivial  endometritis  (Type  I)  to  Types  VI  and 
VII  involving  generalized  peritonitis,  perforated  uterus  and,  often, 
other  visceral  injury.  Endotoxinemia  and  septic  shock  associated  with 
abortion  have  been  defined  more  recently.^ 

A'lethods  used  by  patients  and  nonmedical  practitioners  in  the  at- 


*Presentecl  at  a  Si/mposium  on  Abortion,  New  York  City — 10'}0  held  by  the  Section 
on  Pediatrics  of  the  New  York  Academy  of  Medicine,  March  11,  1970. 
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Table   I.   ABORTION   TRENDS  AT   HARLEM   HOSPITAL  CENTER. 
1962  TO  1969 


Year 

Deliveries 

A  bortioiis 

Per  cent 
abortion: 
delivery 

Abortion 
deaths 

Total  family 

planning 

visits 

1962 

3,744. 

1,581 

42.2 

6 

0 

1963 

3,684. 

1,170 

31.8 

1 

601 

1964. 

3,857 

1,291 

33.4 

5 

2,626 

1965 

3,504 

1,011 

28.8 

1 

7,248 

1966 

3,149 

803 

25.5 

2 

14,057 

1967 

2,748 

563 

20.5 

2 

15,956 

1968 

2  222 

517 

23.2 

0 

14,554 

1969 

2,226 

507 

22.8 

0 

15,982 

tempt  to  induce  abortion  include:  intracervical  douche— soap,  products 
advertised  for  "feminine  hygiene,"  etc.;  intrauterine  foreign  body- 
rubber,  plastic,  or  metal;  cathartics  with  or  without  quinine;  ergot 
compounds;   and   corrosives   such   as   potassium   permanganate   tablets. 

In  1962  this  Department  of  Obstetrics  and  Gynecology  was  re- 
quired to  manage  1,581  "incomplete  abortions"  representing  42.2% 
of  obstetrical  deliveries  (Table  I). 

Between  1963  and  1967,  although  the  total  number  declined,  deaths 
from  complications  of  abortion  continued  to  occur.  In  the  two  years 
1968  and  1969  there  were  517  and  507  admissions  respectively  for  in- 
complete abortion,  or  23.2  and  22.8%  of  the  obstetrical  deliveries; 
there  were  no  deaths  from  abortion  in  those  years.  Although  this  is 
difficult  to  prove  conclusively,  as  family  planning  services  expanded  in 
our  hospital  and  area,  the  number  and  severity  of  abortion  cases  de- 
clined significantly. 

Throughout  those  years  the  letter  and  spirit  of  the  abortion  law 
were  observed  rigidly  and  there  were  no  more  than  six  to  12  thera- 
peutic abortions  per  year. 

On  July  I,  1970,  with  the  implementation  of  the  New  York  State 
abortion  law,  all  this  became  part  of  a  history  which  most  obstetricians 
and  gynecologists  would  like  to  forget.  But  the  first  few  months  of 
the  new  voluntary  abortion  program  were  not  without  difficulties. 
There  were  severe  problems,  of  reorganization,  technical  training  of 
staff,  emotional  and  attitudinal  readjustment,  and  a  peak  workload  in 
vacation  months.   The  general  organization  of  our  services  and  the 
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Table    II.   ABORTION   AT   HARLEM   HOSPITAL,  .JULY    1,   197',  TO 
DECEMBER  31,  1970 


First 

Second 

"Incomplete" 

Grand 

trimester 

trimester 

Total 

abortions 

total 

July 

57 

73 

130 

39 

169 

August 

85 

108 

193 

27 

220 

September 

78 

98 

17t) 

29 

205 

October 

80 

71 

151 

29 

180 

November 

82 

71 

153 

28 

181 

December 

123 

72 

195 

25 

220 

505 

493 

998 

177 

1,175 

adoption  of  the  policy  that  abortion  services  should  be  an  integral  part 
of  the  total  maternity-care  program  rather  than  a  separate  and  distinct 
service  have  been  described  elsewhere/ 

Despite  the  difficulties,  a  moderately  satisfactory  job  was  accom- 
plished citywide.  At  Harlem  Hospital  we  were  able  to  keep  pace  fairly 
well  with  the  local  demand  for  service,  so  that  the  majority  of  patients 
had  the  operative  procedure  completed  within  two  weeks,  or  a  little 
longer,  from  initial  inquiry. 

Table  II  shows  the  volume  of  work  performed  during  June  to  De- 
cember 1970.  The  four  principal  methods  in  use  are: 

i)   Curettage  or  vacuum  evacuation. 

2)  Intra-amniotic  instillation  of  hypertonic  (20%  solution)  sodium 
chloride. 

3)  Hysterotomy  (usually  reserved  for  cases  of  more  than  12  week's 
gestational  duration,  where  the  patient  desired  sterilization  also). 

4)  Oxytocin  stimulation— alone  or  after  instillation  of  sodium  chlor- 
ide. 

Since  I  have  been  asked  specifically  to  comment  upon  the  medical 
aspects  of  abortion  as  we  have  observed  them,  I  shall  describe  briefly 
some  of  the  problems  that  each  of  these  methods  present. 

CURETTAGK    AND    VACUUM    EXTRACTION 

Evacuation  of  the  early  pregnancy  can  be  accomplished  quite 
satisfactorily  by  dilation  and  curettage.  However,  as  the  uterus  enlarges 
beyond  the  size  of  nine-weeks'  gestation,  curettage  becomes  time-con- 
suming, the  loss  of  blood  increases  and  may  be  excessive,  and  in  some 
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instances  the  contents  of  the  uterus  may  be  evacuated  incompletely. 
The  vacuum  or  suction  technique  is  more  expeditious,  and  usually 
causes  smaller  losses  of  blood.  The  powerful  suction  necessary  to  ac- 
complish the  procedure  satisfactorily  does  pose  a  serious  hazard  to 
neighboring  viscera  in  the  event  of  uterine  or  cervical  perforation.  The 
risk  of  uterine  perforation  is  present  even  for  the  most  experienced 
operator,  but  this  risk  undoubtedly  diminishes  with  experience. 

Regardless  of  the  specific  technical  method  employed,  there  is  signif- 
icantly less  emotional  impact  on  both  staff  and  patients  when  abortion 
is  completed  within  the  first  trimester  of  pregnancy. 

Later  complications  include  secondary  hemorrhage,  pelvic  infection, 
secondary  infertility  or  sterility,  and  the  cervical  incompetence  syn- 
drome in  later  pregnancy.® 

Intra-Amniotic  Instillation  of  Sodium  Chloride 

This  method  has  had  the  handicap  of  the  absence  of  a  fully  approved 
commercial  solution  of  20%  sodium  chloride.  Most  operators  agree 
that  interruption  by  this  technique  prior  to  16  weeks  of  gestational 
duration  has  been  generally  much  less  satisfactory  than  for  pregnancies 
of  between  16  and  20  weeks'  duration. 

Obesity  may  render  amniocentesis  difficult,  and  underestimation 
or  overestimation  of  uterine  size  have  presented  difficulties.  An  ovarian 
cyst  may  be  mistaken  for  the  uterine  corpus. 

The  aspiration  of  blood  at  the  time  of  amniocentesis  indicates  an 
increased  risk  of  intravascular  saline  infusion  with  the  possible  develop- 
ment of  the  hyperosmolar  syndrome,  which  can  be  a  very  serious  com- 
plication. The  presence  of  impaired  renal  or  cardiac  function  con- 
traindicates  the  administration  of  this  high  load  of  sodium  chloride. 

The  patient  undergoing  abortion  in  the  second  trimester  of  preg- 
nancy can  of  course  experience  all  of  the  complications  of  the  puerperi- 
um,  namely  hemorrhage,  infection,  retained  placenta,  etc. 

Hysterotomy 

This  is  a  major  operative  procedure  and  carries  with  it  all  the  risks 
of  such  surgery:  anesthesia,  operative,  and  postoperative.  In  addition, 
if  the  patient  does  not  desire  sterilization,  the  uterus  does  bear  the  in- 
cisional scar  which  creates  an  additional  management  problem  in  sub- 
sequent pregnancy. 
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Oxytocin  Stimulation 


The  usual  contraindications  to  vigorous  stimulation  by  oxytocin 
should  be  observed:  e.g.,  previous  cesarean  section  or  other  uterine  sur- 
gery, parity  greater  than  four,  etc.^  Failure  to  observe  rigidly  the  rules 
of  fluid  intake  and  output  measurement  during  infusion  of  oxytocin 
in  high  doses  can  result  in  serious  water  intoxication.  Since  oxytocin 
induction  may  require  several  "runs"  on  different  days,  it  can  be  time- 
consuming  and  troublesome,  and  may  have  great  emotional  impact  on 
the  patient. 

The  Complications  of  Abortion 

The  mortality  reports  available  in  the  world  literature  suggest  an 
anticipated  range  between  5  and  40  deaths  per  100,000  abortions.® 
In  the  first  300  cases  of  saline  induction  of  abortion  at  Harlem  Hospital 
Center  in  1970,  three  patients  required  transfusion.  Intrapartum  or 
postpartum  elevations  of  temperature  were  recorded  to  less  than  100.4° 
F.  in  1.4%  of  the  patients  but  less  than  102°  F.  in  6.7%  of  the  patients, 
and  to  a  level  greater  than  102.0°  F.  in  s-^%  of  the  patients.  In  31 
cases  the  placenta,  or  retained  fragments  of  it,  required  operative  re- 
moval; in  eight  of  these  31  cases,  or  approximately  25%,  the  tempera- 
ture was  elevated  to  100.4°  F.  or  greater.  In  18  cases  (6%)  delivery 
was  accomplished  after  a  second  instillation  of  saline  and  in  14  cases 
(4.7%)  oxytocin  stimulation  was  employed  in  addition  to  such  instilla- 
tions. There  were  five  patients,  or  1.7%,  in  whom  hysterectomy  was 
eventually  performed  after  an  initial  attempt  by  instillation  of  saline. 

It  is  of  interest  to  note  that  in  these  300  instances  of  instillation, 
15.9%  of  the  patients  delivered  the  product  of  conception  less  than  24 
hours  after  instillation  of  the  saline,  64.8°o  between  24  and  36  hours 
later,  and  14.3%  between  36  and  48  hours  after  commencement  of  the 
procedure.  In  only  5%  of  the  cases  did  the  interval  from  saline  instilla- 
tion to  delivery  exceed  48  hours.  The  prompt  efficacy  of  the  procedure 
would  seem  to  raise  a  serious  question  concerning  the  desirability  or 
advisability  of  dismissing  patients  to  their  homes  after  instillation  to 
await  the  onset  of  labor  wherever  adequate  facilities  exist  to  provide 
supervision  and  relief  from  pain  during  that  interval.  A  current  sample 
of  70  consecutive  cases  indicates  a  mean  stay  of  3.2  days  in  the  hospital 
from  saline  instillation  until  discharge. 

Some  unusual  problems  are  encountered  infrequently  in  the  course 
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of  such  a  large  experience  with  performance  of  voluntary  abortion: 

Hydatidijonn  mole.  The  occasional  occurrence  of  this  lesion  makes 
it  mandatory  that  all  tissue  removed  be  examined  histologically  and 
that  patients  be  followed  adequately. 

Multiple  gestatio7i.  In  our  experience,  the  instillation  of  saline  in  a 
pregnancy  containing  a  multiple  gestation  has  regularly  resulted  in  the 
abortion  of  both  pregnancies.  However  in  at  least  one  well-documented 
instance,  it  would  appear  that  it  has  been  possible  to  remove  but  one 
pregnancy  with  the  suction  tip,  while  the  second  pregnancy  was  left  to 
continue.  In  this  instance  the  second  pregnancy  was  later  aborted  by 
instillation  of  saline.  Another  case  of  this  kind  was  reported  to  have 
been  managed  surgically  in  another  hospital. 

Ectopic  pregnancy.  When  an  ectopic  pregnancy  is  present  a  sig- 
nificant amount  of  tissue  can  be  obtained  from  the  uterus,  and  the 
pathologist  reports  it  as  decidua  only.  In  one  instance  failure  to  recog- 
nize the  condition  immediately  and  to  recover  the  patient  for  urgent 
follow-up  resulted  in  her  admission  to  another  hospital  with  the  signs 
and  symptoms  of  ruptured  tubal  pregnancy,  confirmed  and  treated 
definitively  at  laparotomy.  A  second  case  was  diagnosed  and  treated  in 
our  own  department  after  four  weeks  of  delay. 

Other  nniisual  circnmstmices.  In  one  patient,  on  December  16, 
1970,  sharp  curettage  and  suction  curettage  failed  to  produce  preg- 
nancy tissue  histologically  or  grossly.  A  senior  stafl"  member  was  called 
to  confirm  the  presence  of  the  instruments  within  the  apparent  uterine 
cavity;  he  assisted  in  such  confirmation. 

Since  the  patient  was  lean,  the  internal  pelvic  viscera  were  outlined 
with  ease  by  manual  palpation.  A  small  protrusion  was  found  to  the 
left  of  what  was  believed  to  be  the  uterine  fundus;  this  protrusion  was 
consistent  with  an  intramural  myoma  4  or  5  cm.  in  greatest  diameter. 
No  other  abnormality  could  be  determined.  Qualitative  pregnancy 
tests  of  the  urine  remained  positive.  The  patient  was  followed  closely 
until  mid-January  1971,  when  a  second  senior  staff  member  personally 
supervised  and  assisted  at  a  second  attempt  to  evacuate  the  uterus. 
Vigorous  and  thorough  efforts  were  made.  Once  again  no  pregnancy 
tissue  was  obtained. 

The  patient  was  permitted  to  leave  the  hospital  under  surveillance 
while  awaiting  a  quantitative  serum  chorionic  gonadatrophin  assay.  The 
working  diagnosis  was  possible  trophoblastic  disease.  Within  72  hours 
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of  leaving  the  hospital  on  the  second  occasion  and  in  another  city  the 
patient  "aborted"  reputedly  classical  and  normal  placental  tissue,  ac- 
cording to  verbal  reports.  No  tissue  was  obtained  for  histological 
review. 

It  is  thought  that  this  patient  may  have  had  a  duplication  of  the 
uterine  cavity.  Hysterogram  is  planned  after  normal  menses  have 
resumed. 

Other  methods  of  abortion  include  vaginal  hysterotomy;  bougie; 
extraovular  instillation  of  saline  or  other  materials;  and  prostaglandins, 
a  new  group  of  chemicals  that  contain  members  which  are  potent 
stimulators  of  smooth  muscle,  including  uterine  muscle,  and  some  of 
which  are  capable  of  emptying  the  uterus  of  its  content  in  early  preg- 
nancy. It  is  usually  estimated  that  we  are  anywhere  from  two  to  four 
years  from  realizing  the  practical  usefulness  and  availability  of  these 
agents. 

Perhaps  one  or  more  of  the  prostaglandins  will  lend  itself  to 
monthly  administration  to  prevent  the  advance  of  conception  in  that 
particular  month.  This  possibility  is  even  more  attractive  than  their 
use  to  accomplish  emptying  of  the  uterine  contents  after  pregnancy 
has  become  well  established.  Thus  while  this  new  class  of  compounds 
is  extremely  interesting,  it  appears  that  for  a  few  years  at  least  the  con- 
trol of  conception  will  depend  largely  upon  presently  available  modali- 
ties or  some  modification  of  them.  Patients  who  have  not  used  those 
methods  effectively  for  whatever  reason  will  look  to  abortion,  which 
will  usually  be  performed  by  one  or  other  of  the  methods  described 
above. 

Perhaps  in  the  next  few  years  the  modification  of  presently  avail- 
able models  or  the  invention  of  new  models  will  yield  an  intrauterine 
device  that  both  patient  and  physician  will  consider  acceptable  and 
that  will  become  the  first  choice  of  contraceptive  methodology,  even 
though  its  failure  rate  may  prove  a  little  higher  than  that  experienced 
with  current  endocrine  methods.  As  word  spreads  that  abortion  is 
available  and  acceptable,  it  may  be  that  failure  rates  of  two  to  five 
pregnancies  per  loo  woman  years  of  exposure  may  be  more  acceptable 
to  patients  who  can  use  abortion  as  a  back-up  method  for  limitation 
of  pregnancy  than  the  prolonged  administration  of  steroids. 
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[From  Medical  Economics,  Jan.  4,  1971] 

The  Mad  Scramble  for  Abortion  Money 

(By  Howard  Eiseiiberg,   Senior  associate  editor.  Medical  Economics) 

[This  article  is  copyrighted  •  1971  by  Medical  Economics,  Inc.,  a  subsidiary 
of  Litton  Publications,  Inc.,  Orodell,  N.J.  It  may  not  be  reproduced,  quoted,  or 
paraphrased  in  whole  or  in  part  in  any  manner  whatsoever  without  the  written 
permission  of  the  copyright  owner.] 

The  New  York  State  abortion  reform  law  was  designed  to  let  women  have 
unwanted  pregnancies  terminated  legally,  and  in  New  York  City  alone  some 
75,000  women  have  taken  advantage  of  it  in  the  six  months  since  the  law  took 
effect  on  July  1,  1970.  Presumably  the  law  was  not  designed  to  make  numerous 
OBG  men  wealthy,  turn  fiscal  red  ink  at  some  faltering  proprietary  hospitals 
to  glossy  black,  or  drop  pots  of  gold  into  the  laps  of  hastily  created  abortion 
referral  agencies.  But  it  seem  to  be  doing  all  this,  too. 

An  upstate  obstetrician  who  does  in-office  abortions  reports  a  long-distance 
call  from  a  friend  of  a  man  who  had  once  tried  to  sell  him  dairy  cattle  as  a 
tax  shelter.  The  caller,  explaining  that  he  represented  an  abortion  referral 
service,  asked  if  the  doctor  could  "handle  a  few  abortions  for  me."  The  "few" 
turned  out  to  be  10  a  day,  with  a  $75  "screening  and  administration  fee"  for 
the  agency  on  each  case.  When  the  flabbergasted  doctor  demurred,  saying  he 
was  too  busy,  the  abortion  broker  cajolied,  "But  Doctor,  if  you're  too  busy,  why 
not  just  hire  an  assistant  to  use  your  office  evenings  and  weekends?" 

Any  physician  identified  with  the  abortion  reform  movement  has  had  his 
share  of  propositions  from  eager  entrepreneurs.  Dr.  Richard  Hausknecht,  a 
medical  adviser  to  the  National  Association  for  Repeal  of  Abortion  Laws 
(N.A.R.A.L.),  reports:  "One  businessman  wanted  me  to  participate  in  the  take- 
over of  a  bankrupt  hospital  for  about  $1,500,000.  A  syndicate  invited  me  to  be 
its  medical  director  for  'up  to  $250,000  a  year.'  They  didn't  plan  to  buy  an 
entire  hospital,  just  lease  two  or  three  floors.  And  I've  had  calls  from  real-estate 
people  on  everything  from  buying  a  brownstone  near  an  abortion-minded  pro- 
prietary hospital  to  taking  over  a  vacant  medical  suite  in  a  rundown  apartment 
house  in  Queens  for  an  abortion  clinic." 

Abortion  has  even  reached  the  stock  market.  At  least  two  over-the-counter 
stocks  are  being  pushed  as  possibilities  for  "speculative  long-term  capital 
growth,"  on  the  basis  of  what  one  investment  counselor's  research  report  de- 
scribes as  "estimated  revenues  of  $80,000,000"  from  abortions  in  New  York 
State  alone.  One  of  these  companies.  Diversified  Medical  Corp.,  providing  man- 
agement and  facilities  to  two  doctors,  has  already  opened  an  oflSce  in  Westbury, 
L.I.,  that  has  a  capacity  of  18  patients  daily  at  ?  maximum  of  $225  per  abor- 
tion. D.M.C.  hopefully  projects  three  more  facilities  and  an  annual  25,000- 
patient  capacity  by  the  end  of  1971.  The  other  firm,  Comprehensive  Education 
Systems,  Inc.,  thinking  even  bigger,  recently  announced  the  planned  opening 
of  a  $250,000  facility  in  Huntington,  L.I.,  geared  to  50  abortions  daily.  Its  pres- 
ident  speaks  for  seven  additional  clinics. 

In  researching  this  article,  I  was  variously  told  by  responsible  physicians  or 
administrators  that  they'd  heard  that:  1)  A  group  of  doctors  has  set  up  a  "hot 
pillow  shop"  in  Manhattan,  where  any  physician  can  bring  patients  to  perform 
abortions,  at  any  price  he  cares  to  set,  provided  only  that  he  pays  a  $100  fee 
for  use  of  the  facilities ;  2 )  A  private  abortion  referral  agency  has  purchased  an 
interest  in  a  proprietary  hospital  and  is  funneling  abortions  to  it;  3)  A  propri- 
etary hospital  emphasizing  abortions  has  hired  "every  OBG  resident  except 
one  Catholic"  at  a  well-known  university  hospital  to  moonlight — at  $300  for  a 
24-hour  tour  of  duty — by  doing  work-ups  and  aftercare  on  abortion  patients.  All 
of  my  informants  are  knowledgeable  men,  close  to  the  sources  of  such  infor- 
mation. 

To  be  sure,  there  are  a  number  of  high-principled  physicians  and  institutions 
providing  abortions  out  of  a  sense  of  duty.  For  example,  when  Planned  Parent- 
hood of  New  York  City  sent  a  letter  to  its  panel'  of  some  200  OBG  men,  saying 
that  in  the  future  referrals  would  go  only  to  physicians  whose  fees  would  bring 
the  total  cost  of  an  abortion  to  no  more  than  $350,  fewer  than  a  half-doezn 
men  dropped  off  the  panel. 

For  some  doctors,  however,  it's  not  duty  but  cash  that  calls.  A  counselor 
at  a  nonprofit  referral  service  told  me,  in  sorrow  and  anger,  about  an  M.D.  he 
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phoned  to  ask  how  many  cases  he  could  get  admitted  to  the  physician's  hospital 
the  following  weelf.  The  prysician,  who  had  performed  many  abortions  at  the 
start  of  legalization  when  other  men  were  hesitant,  replied :  "Fourteen.  But  by 
the  way,  my  fee  is  no  longer  $200 — it's  now  $275."  Recalled  the  counselor :  "We 
had  already  committed  ourselves  to  those  patients  at  $200.  I  made  a  big  row, 
and  he  backed  down.  But  I  got  the  feeling  that  he'd  decided  he  had  a  very  good 
thing  going,  and  didn't  know  where  to  stop." 

There  are  both  formal  and  informal  deterrents  designed  to  curb  the  occasional 
profiteering  doctor,  but  so  far  they've  had  only  limited  effect.  For  example, 
hospital  colleagues  who  resent  the  abortion  bonanzas  being  reaped  by  some 
energetic  OBG  men  are  showing  their  displeasure  by  such  tactics  as  setting 
O.R.  ratios  that  restrict  the  number  of  abortions  individual  doctors  may  per- 
form, or  putting  abortion  patients  on  the  bottom  of  the  waiting  list.  But  this 
doesn't  stop  the  opportunistic  physician.  It's  easy  enough  for  him  to  arrange 
privileges  at  assorted  proprietary  hospitals  that  welcome  all  the  high-yield, 
paid-in-advance  abortion  business  they  can  get.  In  contrast,  one  OBG  man  with 
all  the  privileges  he  needs — he  is  department  chief  at  a  proprietary  hospital — 
found  himself  doing  so  many  abortions  that  he  hnd  second  thoughts.  "As  the 
referrals  started  coming  in,"  he  recalls.  "I  was  soon  doing  five  abortions  a  week, 
then  10,  and  suddenly  it  was  20.  I  realized  that  in  no  time  at  all  it  would  be 
50.  I  felt  that  filling  up  that  many  beds — mostly  with  out-of-state  patients — was 
not  doing  my  community,  my  practice,  or  my  hospital  any  good.  I  cut  back  to 
five  a  week." 

For  oflSce  abortions,  a  substantial  deterrent  in  New  York  City  has  been  a 
Board  of  Health  decree  last  October  requiring  such  technical  and  other  support 
as  blood  bank,  lab,  cardiac-arrest  equipment  anesthesiologist,  and  back-up  hos- 
pital aflaiiation.  That  many  ofiice  procedures  were  being  done  until  then,  there 
is  no  doubt.  The  C.  M.  Sorenson  Co.  tripled  sales  of  its  portable  suction  curet- 
tage unit,  suited  to  in-oflBce  abortions,  from  the  day  in  April  that  the  State 
Legislature  passed  the  reform  law.  In  New  York  City,  at  least,  these  imits  have 
been  tucked  away  in  OBG  men's  closets,  pending  the  results  of  an  expected  legal 
challenge  to  the  Board  of  Health  ruling.  Meanwhile,  violators  risk  spending  a 
year  in  jail,  paying  a  $1,000  fine,  and  both  professional  and  public  embarrass- 
ment. 

But  the  New  York  City  restrictions  are  no  restraint  on  the  city  phvsician 
who  doesn't  mind  a  little  commuting,  though  he  may  have  to  keep  shifting  his 
"branch  office."  Residents  of  a  suburban  Rockland  County  community  recently 
complained  to  local  authorities  about  "a  man  in  a  car  with  M.D.  plates"  who 
had  rented  a  finished  basement  in  a  private  home  on  their  street.  He  drove  up 
two  or  three  mornings  a  week  with  a  station  wagon  full  of  young  women,  es- 
corted them  inside,  then  drove  off  with  them  several  hours  later.  Local  officials 
quickly  persuaded  him  to  relocate. 

Dr.  Shirley  Mayer,  assistant  commissioner  of  the  New  York  City  Health 
Department,  reports  a  new  policing  measure.  "The  Communicable  Disease 
Center  of  the  U.S.  Public  Health  Service  will  assist  us  in  carrying  out  a  Na- 
tional Abortion  Surveillance  study  that  should  help  control  quality,"  she  says. 
"Strategic  big-city  hospitals  around  the  country  will  be  monitored  to  check  on 
complications  and  incomplete-abortion  admissions-jobs  that  may  have  been 
botched.  We  anticipate  that  doctors  who  have  been  operating  on  out-of-towners 
as  though  bad  results  could  never  catch  up  with  them  are  going  to  be  in  for 
some  surprises."  The  same  may  be  true  of  for-profit  abortion  referral  agencies. 
Adds  Dr.  Mayer,  "We've  had  a  number  of  complaints  from  out-of-state  women 
who  were  referred  by  such  agencies  to  facilities  that  did  medically  substan- 
dard .iobs." 

Still  another  restraining  factor  is  a  memo  to  county  medical  societies  from 
Frank  W.  Appleton,  indemnity  representative  for  the  state  society's  malprac- 
tice insurance  and  defense  program.  It  announces  that  "for  insurance  classifica- 
tion purposes,  abortions  should  be  considered  major  surgery,"  and  so  require 
a  higher  premium  from  many  G.P.s.  The  memo  further  wans  that  doctors  who 
fail  to  follow  state  society  guidelines  for  abortions — much  like  those  of  New 
York  City's  Board  of  Health— may  be  difficult  to  defend  against  malpractice 
charges,  and  that  an  "adverse  loss  experience"  in  such  cases  could  result  in 
cancellation  of  the  doctor's  insurance  coverage.  "The  ultimate  restraint."  N.Y.C. 
Planned  Parenthood  medical  director  Sherwin  A.  Kaufman  feels,  "must  be 
women  themselves.  It's  a  good  law  that  allows  a  woman  to  remedy  a  'mistake.' 
But  doctors  must  stress  that  abortion  is  not  a  substitute  for  good  contracep- 
tion." 
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Far  fewer  abortions  are  being  performed  in  upstate  and  western  New  York, 
where  communities  and  their  hospitals  and  physicians  are  traditionally  more 
conservative.  In  mid-October,  a  Detroit  businessman  announced  plans  for  abor- 
tion shuttle-plane  flights  to  a  new  legal  abortion  clinic  he  planned  to  open  in 
Niagara  Falls,  N.Y.  The  very  next  day,  the  City  Council  passed  an  ordinance 
that  blocked  it.  The  famous  honeymoon  capital  simply  did  not  want  to  win 
equal  fame  as  an  abortion  capital. 

A  Syracuse  physician  reports  that  when  Upstate  Medical  Center  (now  doing 
20-30  abortions  weekly)  sponsored  a  coimtywide  abortion  seminar  recently, 
"almost  nobody  came."  Albany  Medical  Center  (40)  and  Buffalo  General  (30- 
40)  are  among  the  213  hospitals  in  the  state  now  performing  legal  abortions. 
But  most  of  the  abortion  action  seems  likely  to  remain  in  New  York  City.  Here, 
based  on  scores  of  interviews  with  those  most  intimately  involved,  is  how  it's 
working  in  the  main  types  of  facilities  catering  to  the  abortion  demand. 

Municipal  hospitals.  This  is  the  elephant  expected  to  carry  the  heaviest  load ; 
he  is  reasonably  effective,  if  awkward,  brute.  The  new  law  thrusts  a  crushing 
new  burden  on  14  aging  and  already  hard-pressed  city  hospitals,  which  per- 
formed 14,000  abortions  by  January  1 — some  on  out-of-town  and  out-of-state 
women  who  gave  local  addresses.  There  have  been  quite  a  few  complaints  of 
rudeness  and  delays.  The  city  admits  to  less  than  300  "mostly  minor"  com- 
plaints, but  the  Rev.  Howard  Moody's  Clergy  and  Lay  Advocates  for  Hospital 
Abortion  Performance  reports  receiving  more  than  1,000.  Sample :  One  young 
woman's  pre-abortion  counseling  consisted  of  the  explanation  that  "We  stick  a 
long  needle  in  your  belly  to  kill  the  baby."  Yet  even  the  Moody  ombudsmen 
believe  that  the  performance  of  the  municipal  hospitals  "is  improving." 

When  the  city's  Health  Services  Administrator  Gordon  Chase  announced  that 
the  municipal  abortion  problem  had  been  reduced  to  "a  manageable  backlog  of 
25,000  cases,"  Sue  Murdock  of  the  Women's  Abortion  Project  promptly  retorted 
that  the  backlog  seemed  "hardly  manageable  when,  at  100  cases  a  day,  some 
women  must  wait  a  month  and  be  pushed  beyond  the  12-week  early  abortion 
limit  into  a  later  salting-out."  In  any  event,  the  backlog  was  later  declared  to 
be  down  to  1,600.  At  Elmhurst  Hospital,  a  unit  under  the  vigorous  direction 
of  Dr.  Joseph  Rovinsky  moves  from  initial  registration  to  abortion  within  two 
to  eight  days  and  claims  that,  "We  clean  off  our  early  abortion  calendar  every 
Saturday." 

The  supply  of  qualified  OBG  men  at  municipal  hospitals — aided  by  OBG 
residents — hasn't  always  been  up  to  the  demand.  Miss  Jimmye  Kimmey,  execu- 
tive director  of  the  Association  for  the  Study  of  Abortion,  cites  one  reason : 
"Men  who  are  doing  abortions  in  proprietaries  at  inflated  prices  are  just  not 
doing  them  in  the  municipals."  But  the  price  is  right.  Indigent  patients  pay 
nothing,  while  those  who  can  afford  something  pay  on  a  sliding  scale  based  on 
income.  The  maximum  for  an  early  abortion  has  been  $160. 

Voluntary  hospitals.  Tokenism  is  common  among  the  non-profit  hospitals. 
Many  of  them — often  because  of  conservative  or  Catholic  donors,  trustees,  or 
chiefs  of  service — restrict  abortions  to  a  few-days-a-week  trickle.  Prices  fluc- 
tuate everywhere,  but  tend  to  run  highest  here,  often  because  of  severe  stay 
requirements.  Lenox  Hill  Hospital's  two-night  stay  for  early  abortions,  and  its 
recent  room-and-board  rate  rise,  have  pushed  check-out  bills  without  doctor 
fees  to  a  whopping  $500.  A  modest  10  abortions  a  week  are  performed  there. 

New  York  Infirmary,  on  the  other  hand,  does  25  staff-performed  outpatient 
abortions  a  week,  Saturdays  included,  at  an  income-based  rate  of  zero  to  $185. 
St.  Luke's  (60  weekly)  and  Beth  Israel  (40  weekly)  are  other  voluntaries 
handling  relatively  heavy  numbers  at  relatively  low  cost.  Trafalgar  Hospital 
has  just  lowered  its  price  for  overnight-stay  abortions  to  $300  through  Planned 
Parenthood. 

Board-certified  and  -eligible  men  are  carrying  most  of  the  load  at  voluntaries, 
with  OBG  residents  in  teaching  programs  usually  participating  on  service 
rather  than  private  cases.  Mt.  Sinai's  basic  outpatient  charge  is  in  the  $200 
range  (one  staff  man,  unhappy  about  this,  just  doesn't  see  why  abortion  pa- 
tients should  be  "required  to  carry  the  hyperbaric  chamber"),  and  $350  fees 
for  OBG  men  are  not  uncommon.  O.R.  quotas  are  tight,  however,  and  one  OBG 
man  who  would  like  to  do  more  than  the  usual  two  per  week  is  thinking  of 
taking  his  cases  elsewhere. 

Proprietary  hospitals.  The  term  "abortion  mill"  has  been  loosely  lobbed  at 
some  of  the  New  York  City  proprietary  hospitals,  but  this  is  grossly  inaccurate 
in  the  old   criminal-abortion  sense.   Low  complication   figures — even  allowing 
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for  possible  laxity  on  follow-ups — bear  this  out.  The  proprietaries  as  a  rule 
stick  to  qualified  OBG  men,  accepting  no  doctors  of  uncertain  abortion  skills. 

Dr.  Robert  E.  Hall,  president  of  the  Association  for  the  Study  of  Abortion, 
says  of  the  proprietaries :  "They  are  doing  great  numbers  of  abortions,  which 
is  fine,  but  almost  all  on  out-of-state  women  with  money.  I  find  it  terribly  hard 
to  agree  when  they  put  their  thumbs  in  their  armpits  and  say,  'Look  what  good 
we  are  doing  ' " 

To  the  delight  of  abortion  reform  leaders  like  Hall,  however,  the  cost  of 
abortions  in  the  proprietary  hospitals  has  been  tumbling.  A  good  deal  of  this 
is  due  to  pressure  from  nonprofit  Planned  Parenthood,  Clergy  Counseling,  and 
women's  lib  groups,  which  can  all  cut  down  the  referral  flow.  Furthermore,  there 
has  been  a  proliferation  of  new  private  abortion  facilities  functioning  on  an 
outpatient  basis.  The  result,  as  one  for-profit  abortion  administrator  put  it :  "In 
just  four  months,  we've  gone  from  'all  the  traflSc  will  bear'  to  pretty  close  to 
cutthroat  competition." 

Madison  Avenue  Hospital  is  down  from  3450  to  7350,  Oracle  Square  is  at  $300 
for  outpatients,  Interboro  is  considering  a  drop  from  $500  to  $400 — all  including 
doctors'  fees.  Wickersham  Hospital  has  announced  a  $200  outpatient  D.  &  C. 
for  six-  to  nine-week  pregnancies.  At  Park  East,  your  patient  can  save  $275 
if  she  first  places  a  call  to  the  Family  Planning  Information  Service  of  Planned 
Parenthood — which  has  a  special  arrangement  with  this  and  some  other  hos- 
pitals. Wondering  whether  a  patient  who  didn't  know  this  would  get  the  new 
low  price,  I  asked  a  MEDICAL  ECONOMICS  researcher  to  phone  Park  East 
about  an  abortion.  She  was  told  the  cost  is  "generally  $575."  After  she  indicated 
this  was  beyond  her  means,  she  was  told,  "We  can  take  you  at  our  other 
hospital,  Park  West,  for  $375."  Through  Planned  -Parenthood,  the  cost  at  either 
hospital  is  $300.  The  Park  East-West  administrator  defends  the  multiple-pric- 
ing system  by  saying,  for  example,  that  the  top  Park  East  price  includes  a 
private  room. 

Park-East  leads  all  the  rest  in  number  of  abortions  performed,  in  part  because 
it  got  a  flying  start  with  advertisements  in  medical  journals  and  a  highly  con- 
troversial letter  to  thousands  of  physicians  last  July  describing  the  hospital 
group's  facilities,  services,  and  charges.  Many  M.D.s,  the  A.M.A.  Judicial 
Council,  and  the  Medical  Society  of  the  State  of  New  York  condemned  the  letter 
as  a  blatant  violation  of  medical  ethics.  But  a  number  of  doctors  on  the  oflice 
firing  line  apparently  welcomed  it  as  useful  and  informative.  This  is  the  spirit 
in  which  Park  East-West  Executive  Vice  President  Ronald  V.  Shaw  declares  he 
intended  the  letter.  Shaw,  a  youthful-looking  Briton  with  windblown  silvery 
hair,  began  acquiring  expertise  in  1968,  when  Britannia  waived  the  abortion 
rules,  and  clinics  sprang  up  all  over  the  realm.  Shaw  says  he  directed  two  of 
them  as  part  of  a  health  facilities  chain  that  included  a  nursing  home. 

There  seems  no  doubt  that  the  some  5,000  abortions  performed  at  Park  East- 
West  since  a  U.S. -British  syndicate  bought  them  early  last  year  have  been 
medically  sound.  Shaw  freely  admits  to  some  monetary  motivation,  but  declares 
that  Park  East  strikes  a  balance  between  that  and  social  conscience.  He  asserts 
that  12  per  cent  of  all  abortions  at  the  two  hospitals  are  performed  free — 
"importing  a  bit  of  British  social  justice."  Like  it  or  not,  Park  East  has  won 
itself  a  reputation  as  an  abortion  specialty  hospital.  Shaw  insists  that  light 
surgery — "ENTs,  podiatry,  plastic  surgery  with  stays  of  three  to  five  days" — 
are  still  its  bread-and-butter  operations,  but  admits  somewhat  ruefully :  "We 
seem  to  be  losing  some  of  that  plastic  surgery.  It  may  be  that  some  patients 
fear  that  their  friends  will  suspect  they  came  to  Park  East  for  an  entirely 
different  procedure." 

Proprietary  hospitals  are  highly  creative  in  their  referral  arrangements. 
When,  on  two  different  days,  our  researchers  placed  test  calls  to  Wickersham 
Hospital,  for  example,  they  were  told  that,  "Family  Planning  on  West  86th 
Street  will  make  all  the  arrangements — call  them."  This  turned  out  not  to  be 
the  nonprofit  Family  Planning  Information  Service,  operated  by  Planned  Par- 
enthood of  New  York  City.  Instead,  it  was  the  Family  Planning  Information 
Agency  (now  renamed  Population  Control  Agency),  which  shared  a  common 
ownership  and  address  with  a  for-profit  referral  firm,  the  Abortion  Informa- 
tion Agency,  Inc.,  whose  activities  we  shall  examine  in  an  early  issue. 

Madison  Avenue  Hospital's  abortion  appointments  are  arranged  through  an 
organization  named  the  Women's  Pavilion.  Described  as  "an  administrative 
arm"  of  the  hospital,  this  group  is  essentially  a  referral  agency.  It  refers  not 
only  to  one  other  proprietary  but  also,  for  lower-priced  abortions,  to  the  East 
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Side  Medical  Group's  out-patient  clinic.  But  it  also  provides  its  clients  with 
staff  and  administrative  services  above  and  beyond  the  usual  phone  counseling 
and  booking  duties,  and  tries  to  place  indigent  patients  for  abortion  at  no  cost. 

A  Women's  Pavilion  spokesman  says  that  Madison  Avenue  Hospital  can  now 
handle  25  abortions  daily,  and  that  its  26  board-certified  OBG  attendings  include 
14  associate  and  assistant  medical  school  professors.  Physicians'  fees  are  rela- 
tively modest :  $100  per  case.  The  rest  of  the  currently  $350  overnight  abortion 
price  was  obligingly  broken  down  by  the  agency  spokesman  as  $35  for  antesthe- 
sia,  $160  for  hospital  stay  and  tests,  and  $55  for  agency  "administrative  costs." 

Says  Dr.  Howard  Weitzner,  the  hospital's  director  of  gynecology  :  "This  is  the 
first  time  I've  ever  seen  businessmen  get  into  medicine,  and  I'm  not  sure  it's 
all  bad.  The  only  reason  they  emerged  was  because  a  need  existed ;  the  health 
establishment  simply  was  not  ready  for  abortion." 

Dr.  Florence  Kavaler,  of  the  city  Health  Department's  proprietary  hospital 
licensing  section,  is  undismayed  by  high  referral  fees.  "Any  kind  of  agency 
that  brings  together  patients  and  doctors,  no  matter  what  fee  is  added,  is  com- 
mendable," she  declares.  "And  when  I  think  of  some  proprietary  hospitals  in 
this  city — in  converted  mansions  &nd  in  office  buildings — I  say  thank  heavens 
they're  doing  abortions.  I'd  rather  see  them  doing  something  at  which  they're 
proficient,  instead  of  a  lot  of  possibly  unneessary  gallbladders  and  hysterec- 
tomies." 

For  the  most  part,  proprietaries  seem  to  do  their  profitable  new  thing  courte- 
ously and  well,  but  there  are  exceptions.  Planned  Parenthood  got  a  complaint 
that  at  one  hospital  a  physician-owner  brusquely  told  a  young  woman  who  had 
expressed  surprise  at  the  $700  price  he  quoted  her,  "You  keep  on  playing  games 
and  you'll  be  beyond  the  12-week  limit,  and  then  see  what  it  costs  you !" 

Private  clinics.  Though  Board  of  Health  requirements  including  hospital 
back-up  took  effect  in  October,  as  of  early  December  enforcement  procedures 
were  slow.  Thus,  at  least  three  nonhospital  abortion  clinics  were  functioning 
in  October  and  November  without  the  city's  total  approval,  although  with  its 
knowledge,  while  seeking  approval. 

The  reason  for  that  unofficial  tentative  blessing  is  implicit  in  both  the  need 
— all  three  are  high-volume  operations — and  the  savings  to  patients.  Tom  Murphy 
of  the  Women's  Pavilion  referral  agency  predicts  that  in  six  months  all  early 
abortions  in  New  York  City  will  be  out-patient,  because  "in-hospital  abortions 
just  can't  compete."  A  recent  entry  in  the  field  of  relatively  economical  out- 
patient abortions  is  his  agency's  client,  the  East  Side  Medical  Group.  According 
to  its  administrator,  Harry  Wolfmau,  the  group  consists  of  "about  seven  to 
eight  rotating  board-certified  OBG  men."  Qualified  physicians  ("under  our  super- 
vision— we  don't  put  on  just  anybody")  can  arrange  to  use  the  group's  facilities 
to  perform  abortions  on  their  own  patients. 

The  group's  charge  for  an  abortion  is  apparently  flexible.  Starting  at  $235, 
it  quickly  dropped  to  $200,  and  telephone  interviewers  for  Women's  Pavilion 
will  go  as  low  as  $125  if  the  caller  seems  unable  to  afford  more. 

But  no  abortions  can  compete  on  cost  with  those  arranged  through  the 
Women's  Medical  Center.  Its  founder,  Michael  W.  Bergman,  a  young,  activist 
gynecologist,  began  performing  a  dozen  or  more  abortions  daily  in  his  Green- 
wich Village  office  for  various  women's  organization  and  non-profit  referral 
services.  Using  the  controversial  Karman  curette  that  usually  allows  curettage 
without  dilatation,  he  charged  an  average  of  only  $50.  When  the  city  tightened 
its  rules,  Bergman  was  able  to  arrange  a  contractual  back-up  affiliation  with 
the  New  York  Infirmary  for  an  expanded  non-profit  clinic,  financed  by  private 
loans,  in  a  converted  brownstone. 

With  construction  still  going  on,  and  his  station  wagon  waiting  at  the  curb 
to  speed  a  patient  to  the  hospital  in  case  of  emergency,  Bergman  and  another 
physician  began  with  20  early  abortions  a  day.  using  especially  trained  volun- 
teers— often  girls  who'd  had  an  abortion  in  the  Bergman  clinic —  to  provide 
calming  sympathy  and  birth-control  counseling.  If  there  are  no  license  hitches, 
the  center  anticipates  that  a  rotating  staff  of  physician  volunteers  already 
signed  up  will  work  four-hour  tours  of  duty  for  $100  to  $150  honorariums 
and  do  a  total  of  96  abortions  dailv.  "The  fee,"  says  administrator  Merle  Gold- 
berg, "will  be  $75,  but  we  will  refuse  no  one."  She  adds  jubilantly,  "We  have 
enough  good  guys  to  bring  prices  down  all  over  the  country." 

Second  best  price  tag  is  that  of  Dr.  Hale  Harvey's  Women's  Medical  Group, 
where  a  dozen  doctors  have  performed  some  9,000  abortions — currently  some 
700  a  week.  This  clinic  is  described  by  one  approving  physician  as  "a  super- 
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market  run  like  a  Ma  and  Pa  grocery  store."  A  sympathetic  female  counselor 
— usually  one  who  has  herself  had  an  abortion — stays  with  the  patient,  allay- 
ing fears  and  explaining  next  steps,  from  the  moment  she  arrives  until  she 
heads  for  home.  The  patient  is  not  asked  for  money  in  advance,  as  is  the  case 
almost  everywhere  alse,  but  only,  "Do  you  have  an  appointment?"  Not  until 
all  is  well  and  she  has  left  the  recovery  room  is  she  taken  to  the  bookkeeping 
section.  There,  if  she  has  the  money,  $200  is  the  all-inclusive  charge — $75  of 
this  reportedly  for  the  physician.  If  she  doesn't,  a  lesser  fee — nothing  at  all  in 
15  per  cent  of  the  cases — is  accepted.  Harvey's  stated  goal  is  to  lower  prices 
one  step  at  a  time  until  they're  down  "where  they  sould  be  at  $50  to  $75  per." 
He  plans  to  set  up  similar  clinics  in  other  states  as  local  laws  permit. 

Dr.  Hausknecht  of  the  National  Association  for  Repeal  of  Abortion  Laws 
believes  that  outpatient  abortion  cliincs  like  Harvey's  represent  the  wave  of 
the  future.  "Putting  the  early  abortion  patient  in  a  hospital  is  a  waste  of  beds," 
he  says,  "yet  doing  the  abortion  in  an  office  is  fraught  with  danger.  When 
enough  good,  careful  clinics  get  the  price  down  to  $100,  say,  it  will  no  longer 
be  profitable  for  doctors  to  do  them  in  their  oflBces." 

Meanwhile,  reports  gynecologist  Selig  Neubardt  of  New  Rochelle,  N.Y.,  "Doc- 
tors in  my  town  do  office  abortions  because  our  hospital  just  doesn't  have  the 
beds;  they're  hard  enough  to  get  for  routine  Gyn  cases."  Of  his  own  abortion 
work,  he  says  wryly :  "It's  easy  for  a  physician  to  get  a  guilty  conscience  about 
charging  as  much  for  an  abortion  as  for  a  delivery — in  my  area,  that's  $400 — 
but  the  incentive  is  probably  necessary.  I  hope  the  time  will  come  when  there'll 
be  highly  trained  technicians  to  do  simple,  early  abortions.  But  it  isn't  here 
yet." 

The  kind  of  private  clinic  that  may  proliferate  in  suburbia  is  suggested  by 
the  Monsey  (N.Y.)  Medical  Group,  situated  about  45  minutes  from  Manhattan; 
its  al-inclusive  fee  dropped  from  $400  last  July  to  $200  in  December.  ("We're 
helping  more  people,  and  we  feel  somehow  more  respectable,"  says  admini- 
strator Barry  Adler.)  The  group's  dozen  board-certified  OBG  associates  formed 
it  when  three  area  hospitals  with  OBG  facilities  decided  against  "soft"  abor- 
tion policies.  Adds  Adler :  "No  man  has  given  up  his  practice  to  become  a  full- 
time  abortion  specialist.  Most  work  here  a  half-day  a  week,  so  that  the  clinic 
total  is  anywhere  from  85  to  135  abortions  weekly.  If  one  man  is  called  out 
for  a  delivery,  another  comes  in  to  cover  for  him.  We've  had  calls  from  OBG 
men  in  other  New  York  counties  and  in  New  Jersey  who  would  like  to  use 
our  facility,  but  we  don't  have  that  kind  of  space,  and  we  don't  want  to  get 
into  evaluating  credentials  either." 

Meanwhile,  for-profit  abortion  referral  agencies  are  continuing  to  multiply 
like  gerbils;  employees  are  quitting  the  pioneering  firms  to  start  lucrative 
agencies  of  their  own.  The  Clergy  Consultation  Service  considers  these  agencies' 
often  questionable  prices  and  practices  such  a  threat  to  abortion  liberalization 
that  it  recently  published  a  special  edition  of  its  national  newsletter  to  warn 
affiliated  organizations  against  them.  Dr.  Keith  Guthrie  Jr.,  chairman  of  the 
Board  of  Censors  of  the  New  York  County  medical  society,  is  also  dubious  about 
this  "fourth-party"  approach  to  abortion  referral.  "A  doctor  who  allows  himself 
to  get  on  a  private  panel  of  that  kind  is  almost  soliciting  business,"  he  says, 
"unless  he  is  deluded  into  thinking  it's  a  non-profit  organization.  If  this  isn't 
fee  splitting,  it's  pretty  close  to  it,  because  he's  allowing  them  to  take  a  per- 
centage." 

Says  Sandy  Fendrick,  ad  manager  of  the  Village  Voice,  a  hip  weekly  read 
largely  by  the  swinging  young :  "Ads  are  ads,  and  we  ran  them  for  a  few  abor- 
tion referral  agencies  for  a  while.  But  when  about  10  new  ones  sprang  up,  it 
seemed  that  everybody  and  his  godfather  had  gotten  into  the  act  to  make 
money.  We  discussed  it  at  meetings,  and  talked  to  ministers  and  others,  and 
decided  they  were  self-serving,  profit-making  companies — possibly,  from  what  we 
heard,  big  profit.  So  we  sent  out  a  questionnaire,  asking  for  names  of  doctors 
or  public-spirited  citizens  on  their  boards  of  directors.  Not  one  came  back  with 
a  name  we  felt  could  be  relied  on." 

Village  Voice's  insistence  on  knowing  the  "Who's  Who"  of  referral  agency 
directors  has  had  a  direct  impact  on  the  phone  lines  at  New  York's  Clergy  Con- 
sultation Service.  Says  Arlene  Carmen:  "Our  phone  is  ringing  like  mad,  with 
all  these  agencies  calling  to  ask  us  to  join  their  boards.  They've  got  about  as 
much  chance  of  that  happening  as  I  have  of  playing  fullback  for  the  New  York 
Jets." 

Meanwhile,  powerful  forces  are  rallying  to  de-liberalize  abortion  at  the  up- 
coming session  of  the  New  York  State  Legislature,  and  one  of  their  chief  argu- 
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ments  is  likely  to  be  the  unseemliness  of  the  early  "mad  scramble  for  abortion 
money."  Harriet  Pilpel,  general  counsel  for  Planned  Parenthood  of  New  York, 
concedes  the  problems  and  abuses  of  the  first  six  months,  but  adds  thoughtfully : 
"When  a  social  injustice  has  existed  for  centuries  and  we  try  to  put  it  right, 
Instant  Perfection  just  does  not  obtain.  But  few  would  argue  that,  because 
there  are  problems  in  making  integration  work,  we  should  return  to  a  segre- 
gated society." 

To  Mrs.  Pilpel,  the  fact  that  "abortion  can  now  be  considered  an  aspect  of 
general  health  care,  and  not  something  reserved  to  the  woman  who  can  afford 
to  fly  to  a  foreign  country"  is  of  considerable  importance.  Dr.  M.  Leon  Tancer, 
clinical  professor  of  OBG  at  New  York  University  Medical  School,  offers  a 
purely  medical  justification :  "We  see  damned  few  incomplete  or  septic  abor- 
tions around  our  hospitals  anymore.  The  answer  is  that  the  butcher  shops  are 
closed." 

In  all  but  the  most  altruistic  practices  and  hospitals,  however,  a  New  York 
abortion  is  still  a  cash-in-advance  proposition — because  patients  aren't  always 
paragons  of  probity.  One  OBG  man  reports:  "The  first  few  patients  I  took  at 
my  hospital  gave  me  checks  that  bounced,  so  I  quickly  gave  up  on  that.  But 
recently  a  girl  from  New  Jersey  came  in  with  her  boyfriend —  a  huge  bulk  of 
a  man  who  sat  down  right  beside  my  desk.  When  the  subject  of  money  came 
up,  I  said,  'Normally,  we  don't  take  checks,'  He  shifted  slightly  in  his  chair, 
and  opened  his  jacket,  so  that  the  bulge  of  his  shoulder  holster  was  perfectly 
clear  to  me,  and  he  smiled,  'Doc,'  he  said,  a  check  is  all  I  have.'  'Under  the 
circumstances,'  I  replied,  'I  suppose  I  could  make  an  exception.'  P.S.  His  check 
bounced  higher  than  the  water  tower  on  our  hospital  roof." 


The  Albany  Medical  College  of  Union  Univebsitt, 

Department  of  Obstetrics  and  Gynecology, 

Albany,  N.Y.,  February  25,  1974. 

Subject :  Hearings  Re.  Supreme  Court  Abortion  Decision. 

Hon.  BiBCH  Bayh, 

U.S.  Senator, 

Senate  Office  Building, 

Washington,  D.C. 

Dear  Senatoe  Bayh  :  I  am  writing  to  urge  you  to  uphold  the  Supreme  Court 
decision  regarding  the  right  of  an  American  woman  to  exercise  her  option  as 
to  whether  or  not  she  shall  bear  a  child  when  an  unwanted  pregnancy  occurs. 

This  is  clearly  the  establishment  of  an  option — and  leaves  oi)en  to  all  women 
all  of  the  other  options  which  are  advocated  by  the  opponents  of  abortion.  The 
Supreme  Court  decision  as  it  stands  coerces  no  one — any  withdrawal  from  that 
position  is  coercive  to  the  increasing  majority  of  women  in  this  country  who 
favor  the  right  to  exercise  the  option  to  terminate  unwanted  pregnancy.  Unfor- 
tunately those  who  would  deny  the  majority  the  option  to  choose  abortion  are 
politically  highly  active,  can  mobilize  large  financial  resources,  and  conduct 
highly  visible  public  campaigns.  Those  hundreds  of  thousands  of  women  who 
exercise  the  option  to  terminate  a  pregnancy  which  they  did  not  want  are  in- 
clined not  to  publicize  the  fact  that  they  "failed"  in  their  own  personal  preg- 
nancy program  and  thus  tend  not  to  be  organized  nor  to  be  very  politically 
active. 

I  am  enclosing  a  few  reprints  of  publications  which  detail  some  of  the  prob- 
lems of  abortion  as  seen  through  the  eyes  of  an  obstetrician-gynecologist.  In  the 
early  1960s,  as  you  will  note  from  this  literature,  about  6  women  died  annually 
in  the  Harlem  Hospital  Center  from  the  complications  of  abortion.  Dozens  of 
others  spent  weeks  in  the  hospital  with  protracted  illnesses  due  to  infection  and 
other  complications  of  out-of -hospital  abortions. 

All  of  the  human  and  medical  arguments  which  one  can  muster  are  on  the 
side  of  maintaining  the  performance  of  abortion  within  the  regular  health  care 
system.  From  antiquity  women  have  interrupted  pregnancy  by  whatever  methods 
were  available  whenever  they  chose  not  to  bear  an  unwanted  child.  When 
abortion  is  performed  outside  of  the  health  care  system  it  is  dangerous,  ex- 
cessively costly,  risks  lives  needlessly,  and  discriminates  against  those  of  modest 
and  poor  means.  The  modern  technology  of  abortion  has  advanced  to  the  point 
where  one  may  seriously  question  whether  there  would  be  any  substantial 
reduction  in  abortion  if  it  were  now  removed  from  the  health  care  system.  It 
undoubtedly  would  be  more  expensive  and  more  hazardous. 
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The  answer  to  the  problem  lies  not  in  changing  the  Supreme  Court  decision 
with  respect  to  abortion.  The  answer  lies  in  increased  appropriations  for  re- 
search into  more  effective,  more  safe,  and  more  universally  applicable  methods 
of  pregnancy  prevention.  And  in  this  country  it  lies  in  increasing  appropria- 
tions for  subsidized  family  planning  services  so  that  the  need  for  abortion  will 
diminish.  There  is  ample  evidence  now  to  support  the  concept  that  an  over- 
whelmingly majority  of  women  when  adequately  informed  and  provided  with 
appropriate  services  will  choose  to  prevent  the  pregnancy  by  the  use  of  con- 
traceptive methodology  rather  than  submit  themselves  to  the  need  for  abortion. 
However,  information  and  services  are  still  inadenuate  to  the  need — and  the 
volume  of  abortion  performance  is  a  measure  of  that  inadequacy.  Removing 
abortion  from  the  sphere  of  regular  medical  care  would  undoubtedly  reduce 
the  availability  of  preventive  family  planning  services  to  that  large  number  of 
women  who  would  seek  abortion  services  despite  their  illegality.  The  criminal 
abortionist  was  never  interested  in  pregnancy  prevention  education  or  service. 
Cordially  yours. 

Donald  P.  Swartz,  M.D., 

Professor  and  Chairman. 

Lakeland  General  Hospital, 
Lakeland,  Fla..  February  18, 1974. 
Senator  Bath, 
Senate  Office  Building, 
Washington,  B.C. 

Dear  Senator  Bayh  :  I  am  writing  to  yo,u  regarding  the  hearings,  beginning 
on  March  6,  1974.  As  a  Christian,  I  am  very  concerned  about  life  and  also,  the 
quality  of  life  for  the  individual  person.  Quality  of  life  is  produced  not  by 
coercion  (either  from  a  government  or  religious  body)  or  by  legislation  but 
by  each  individual  having  his  or  her  God  given  right  to  choose  for  himself  or 
herself. 

I  am  not  a  crusader  for  any  particular  cause  regarding  the  abortion  issue ;  I 
am  simply  a  person  who  tries  to  help  people  achieve  healing  in  their  sick  lives. 
For  a  few  years  now,  one  area  of  my  work  has  been  in  problem  pregnancy 
counseling.  Let  me  state  quite  clearly  that  my  only  purpose  in  counseling  is  to 
help  an  individual  clarify  the  alternatives  they  have  open  to  them  and  their 
"feelings"  regarding  these  alternatives.  I  have  had  women  who  ehnse  to  termi- 
nate pregnancy  by  abortion  and  I  have  seen  them  choose  to  carry  the  pregnancy 
to  full  term  and  then  attempt  to  find  an  adequate  answer  for  the  resultant 
child. 

From  my  experiences  in  problem  pregnancy  counseling,  I  can  tell  you  very 
frankly  that  more  women  have  guilt  feelings  stemming  from  carrying  a  preg- 
nancy to  full  term  and  then  either  keeping  that  child  because  of  wrong  motives 
or  adopting  it  out  than  from  having  an  abortion.  How  would  you  like  heing 
forced  to  carry  and  give  birth  to  a  child?  What  "feelings"  would  you  experi- 
ence? How  do  you  think  the  unwanted  child  fares? 

I  see  far  too  many  people  who  .are  ill  because  of  lack  of  love  and  care.  Many 
children  are  severely  beaten  and  tortured  because  they  are  not  loved  and  wanted. 
These  children  then  grow  up  to  be  adults  and  parents  and  for  the  most  part 
they  parent  like  they  were  parented.  Naturally  this  continues  to  breed  many 
negative  feelings  and  reactions  which  leads  to  even  more  illness.  Is  this  respect 
for  human  life? 

There  is  more  to  life  than  simply  being  born  and  permitted  to  breathe  and  see 
the  light  of  day  and  feel  your  heart  beat.  Life  is  meaningful  only  when  there 
is  dignity  and  meaning  which  adds  up  to  quality.  Please  consider  whose  quality 
of  life  is  being  pursued  by  the  "Right  to  Life"  group.  Is  it  the  baby's?  Is  it  the 
woman's?  Or  is  it  the  man's?  Just  whose  quality  of  life  are  we  concerned 
about? 

Until  we  have  a  society  that  can  support  with  dignity  and  a  quality  existence 
all  unwanted  children,  how  can  we  justify  maJcing  them  be  born,  How  can  we 
in  the  name  of  justice,  dignity  or  by  any  other  name,  justify  making  a  woman 
mear  a  child  she  doesn't  want? 

I  also  want  to  register  my  displeasure  at  there  being  only  two  people  formally 
asked  to  testify  before  your  committee.  Senator  Buckley  and  the  Catholic  Arch- 
bishop of  Indiana  are  certainly  not  unbiased  individuals.  At  least  be  fair 
enough  to  hear  people  who  have  thoughts,  ideas,  and  feelings  opposite  to  those 
who  have  been  asked  to  testify. 
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Please  consider  this  as  my  written  testimony  favoring  the  right  of  women  to 
make  the  decision  as  to  whether  or  not  they  carry  a  pregnancy  to  full  term  and 
as  not  favoring  S.  J.  Resolution  119. 
Thank  you  for  every  consideration. 
Sincerely, 

Charles  W.  Bxjbbows, 
Chaplain,  Department  of  Pastoral  Care. 


Camp  Oakhxjkst, 
New  York  Service  for  the  Handicapped, 

New  York,  N.Y.,  February  21, 1974. 
Senator  Birch  Bayh, 
Old  Senate  Office  Building, 
Washington,  D.C. 

Dear  Senator  Bayh  :  As  a  professional  who  works  with  the  disabled,  I  want 
to  raise  my  voice  in  the  name  of  reason  and  humanity  as  it  concerns  the  right 
to  an  abortion.  I  hope  my  comments  can  be  included  in  the  record  of  the  Senate 
Judiciary   Committee's   subcommittee   on   Constitutional   Amendments. 

The  issue  of  abortion  to  those  who  are  confronted  by  the  reality  of  its  conse- 
quences is  a  highly  complex  and  deeply  personal  one.  The  decision  to  have  or 
not  to  have  an  abortion  effects  the  quality  of  life  of  entire  family  groups  for 
years.  Those  who  face  that  awesome  decision  deserve  the  support  and  unler- 
standing  of  friends,  relatives  and  professionals  and  need  the  freedom  to  make 
it  without  fear  and  condemnation. 

When  choosing  to  bear  a  child,  about  whose  health  or  social  needs  one  is 
unsure  of  meeting,  society  should  offer  help ;  be  it  day  care,  special  education, 
medical  care,  residential  care  or  whatever.  Those  who  counsel  absolutely  against 
abortions  often  forget  about  mother  and  child  after  birth. 

When  choosing  to  have  an  abortion,  one  deserves  the  same  right  the  wealthy 
have  enjoyed  for  years,  namely  to  have  it  in  safe,  clean,  medically  sound  facil- 
ities. To  coerce  anyone  to  bear  an  unwanted  child  or  to  seek  illegal,  dangerotis 
abortions  is  a  violation  of  basic  human  rights. 

While  the  philosophic  question  of  abortion  is  surely  one  which  will  engage 
the  minds  of  men  and  women  for  many  years,  the  right  to  a  safe  abortion, 
without  regard  to  personal  wealth,  cannot  be  denied  in  a  just  society. 
Respectfully, 

Marvin  A.  Raps, 
Executive  Director. 
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